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university schools of nursing in Canada 


intravenous hyperalimentation 


street nurses in blue jeans 


WHITE SISTER - FASHION REPORT 
“THE INS FOR SPRING” 


The look that can shape your image is created in today’s many fashion mar- 
kets. Their designers are numerous, each with their own cult, each with their 
own attitude, and each with their own influence. You’ve heard of “Vogue”, 
“Chatelaine’, ‘““Harper’s Bazaar’, but have you heard of ‘‘E/Moda”, “Linea 
Italiana’, “Freizeit Mode’, ‘“‘Amica’’, ‘Pret a Porter’. These are just a few 
of the many top fashion magazines White Sister’s designing staff search and 
interpret every day. 


The LAYERED LOOK was introduced this Fall. Its influence grew so strong, 
it’s become THE IN FOR SPRING. Many designers have interpreted the 
layered look through the VEST, the JUMPER, and the exciting CAP SLEEVE. 


se ” 


The new “in” image now being shown by all leading designers is the 
PINAFORE and the SMOCK LOOK. White Sister’s designers have captured 
these fashion shapes through several one piece dresses, and a new array of 
pop tops to be worn with pants or skirts and over one piece dresses. 


Is the SHIRT DRESS the fashion uniform or the UNIFORM FASHION? That 
is the question. It’s being shown in evening wear, casual wear, career wear 
and everywhere. New strong imaginative ideas are incorporated into our 
collection of career wear shirt dresses. 


COLOURS ARE SOFT AND HAPPY for Spring and very important, even for 
the WHITE COLLAR GIRL. Soft pink, blue and lilac take the lead and will be 
seen in checks, stripes and solids. “THE HAPPY COLOUR ACCENT” will be 
worn by professional career girls in tops over dresses, skirts, and pants. 
Some brand new fabrics are being featured in White Sister’s ‘POP TOP 
ACCENT LINE”. 


WAIST LINES, some up, some down, some shaped and some straight, some 
trimmed and some thinned, are strong in the fashion scene again. SKIRTS 
will be flowing with pleats and soft gathers. Sleeves will be long, short and 
puffed. Laces and ruffles will be the trimming highlight. 


Today’s career apparel girl is an attitude, not an age and not just a profession 
— She wants to look PRETTY, FLUID, CLEAN and RACY, all at the same 
time — the “INS FOR SPRING”, White Sister’s latest career apparel line. 
At your favorite career apparel store... starting in February. 
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Further insight 
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NURSING OF PEOPLE WITH 
CARDIOVASCULAR PROBLEMS 
Armington and Creighton 
. .. emphasizes an integrated human approach 
for optimum patient recovery during rehabili- 
tation. 
Little, Brown $ 9.95 
NURSING MANAGEMENT FOR PATIENT CARE 
Beyers and Phillips 

. integrates theory with a pragmatic ap- 
proach to nursing management problems. 
Little, Brown flexible cover $ 4.75 

cloth $ 9.95 

NURSING CARE OF THE 
LONG TERM PATIENT 
Blumberg and Drummond 
. .. presents relevant techniques and proced- 
ures of eight key concepts in patient manage- 
ment. 
Springer 
PERSONAL, IMPERSONAL AND 
INTERPERSONAL RELATIONSHIPS 
Burton 
. . . how to recognize the needs of patients; 
how to listen; how to counsel. 
Springer 
INTENSIVE CARE FOR NURSES 
Clark and Barnes 
. . . demonstrates use of electronic and me- 
chanical equipment with nursing techniques. 
Blackwell $ 4.50 
DUNCAN’S DICTIONARY FOR NURSES 
Duncan 

. covers more than 10,000 terms the R.N. 
needs to know in nursing, medicine, psychiatry, 
and the social and biological sciences. 


$ 4.25 


$ 4.50 


MODERN MEDICINE FOR NURSES 

Gibson 

... this new edition has been revised and 
brought up to date throughout. 


Blackwell $ 8.50 
ESSENTIALS OF ABDOMINAL OSTOMY CARE 
Honesty 


.... describes the care of abdominal stomas in 
patients who have had colostomy, ilcostomy, 
cecostomy and urinary diversion operations. 

Springer $ 3.75 


DEVELOPING THE ART OF UNDERSTANDING 
Johnson 

... helps see the patient as a person and de- 
velop the emotional maturity needed to func- 
tion in the supportive role. 
Springer 


THE PSYCHOLOGY OF DEATH 
Kastenbaum and Aisenberg 

... “So well written... an intelligent reader 
picking up their book out of mere curiosity 
might easily read through — and finish the 
book the beneficiary of a deepening experi- 
ence.”’ Publishers Weekly. 
Springer 


RENAL NURSING 

Uldall 

. . . presents detailed instruction in the man- 
agement of acute and chronic renal failure. 
Blackwell $ 4.50 


ACUTE CORONARY CARE 
Whipple et al. 

. emphasizes physiological, psychological 
and rehabilitative aspects of patient care. 


$ 5.00 


$11.95 


Springer flexible cover $ 5.25 Little, Brown flexible cover $ 9.95 
cloth $ 7.95 cloth $14.95 
a Please send me the book(s) whose number(s) | have circled 
| 5 § 
ill r 
Serving the health professions in | 7 1" 
Canada since 1897 | 8 12 
J. B. Lippincott Co. of Canada Ltd. | 
75 Horner Ave. ANAM sf ate tai kL Position 
Toronto 18, Ontario | Add 
Flepresenting in Canada: | WOOS | cis: pA Aas 
Little, Brown and Company _ ! URIS Is Poe vE Neh Ee | (oo ea eee Province 
Blackwell Scientific Publications Ltd. | ( Payment enclosed (send postpaid) (J Use my Chargex number . spares 
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$18.98 


Royale Oxford Tricot 
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permanently tucked Jer" 
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Sizes 6-16 
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#40822 
The layered look one piece 
jumper in all white or soft 
colour with contrasting 
white blouse inset 


‘Royale Corded”’ knit 


Polyester blended with nylon ee 
White 
Sizes 3-13 #40961 
$16.98 The ginafore image with 
#40851 “Royale Corded” knit ruffled trim, back zip 
Dr in soft colours Polyester blended with nylon Royale Supreme 
oyale Corded” knit Blue & White - Pink & White Wage hs -03 Knit 
ster blended with nylon Sizes 3-13 aS oe 
Blue, Pink, Navy $17.98 
Sizes 5-15 “Royale Corded” knit 
$15.98 Polyester blended with nylon 
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white picket fence and gate,” h 
wife had said when | talked to her 
on the telephone earlier thatday. 

Two kittens playing on the veran- i 
da showed as much difference in | 


their behavior astwo persons might: _ 


one fled, so | saw only a disappear- 
ing tail; the other meowed and curl- 
ed herself around my snowboots, 
waiting to be picked up. 

The couple welcomed me, and | 
sat down at the kitchen table to 
give the man the information he re- 
quired to transact our business. 
After, the woman, who had been 
busy putting trays of pastries into 
the oven of the kitchen range, 
brought me a cup of coffee, some 
freshly-baked cookies, and a piece 
of gumdrop cake. The three of us 
sat at the table and at first talked. 
about things that strangers gen- 
erally talk about: the weather, the 
local elections, and so on. 

Then | learned the couple had 
raised four girls and a boy, who 
now lived elsewhere, although not 
too far away. ‘‘One of our girls is 
an RN, and now her daughter is in 
nursing,” the woman said proudly. 
“As it turned out, the couple’s 
daughter and | shared the same 
alma mater, so we spent some time 
discussing that school, the changes 
in nursing education, and change 
in general. 

Things do change rapidly, we 
agreed, and each person has to 
adjust. And, the woman said, it real- 
ly doesn’t matter what changes as 
long as our basic values remain the 
same. “It’s what’s right here inside 
us that’s important,’’ she added. 

Sitting with this couple, sharing 
the warmth of their kitchen and their 
company, | realized their philoso- 
phy — although not new—is 
often forgotten by those of us who 
live and work in the competitive, 
hectic, sometimes impersonal, cities 
in our society. 

It really is ‘‘what’s right here 
inside us” that’s important. 

— Virginia A. Lindabury. 
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1 interest the article by Dr. 
“I Hate Nurses!” in the 
1972 issue of The Can- 
se. | could not help but won- 
y nurses would respond to the 
ement that “the nurses are consider- 
primary care physicians and serve 


as such. 
i Pertacs someone should ask Dr. 
_ Rudnick how he would feel about an 
article in the Canadian Medical Asso- 
_ ciation Journal by a nurse stating that 
“the doctors are considered primary 
‘care nurses and serve as such.” 

In a more serious vein, I suggest that 
the problem nurses are facing is similar 
to that being worked through by general 
practitioners in their relationship to 
specialists. There is a great deal to be 
said for being defensive and blaming 
“them” for the position in which we find 
ourselves. Certainly the experience 
some of us have had over the past five 
years in shifting from general practi- 
tioners to family physicians has provid- 
ed a certain degree of awareness of the 
difficulty in changing — even though 
the goals are highly desirable. 

I am certain my colleague Vince 
Rudnick will come back with some res- 
ponse. And who knows, there may be 
some advantage in having physicians 
“contaminating” the pages of your 
journal—RG. McAuley, M.D., 
C.C.F.P., Associate Professor, Dept., 
of Family Medicine, McMaster Uni- 
versity, Hamilton, Ontario. 


Author replies 
I am flattered to receive Dr. R.G. Mc- 
Auley’s response to my opinion in the 
November 1972 issue of The Canadian 
Nurse. My friend and colleague speaks 
with tongue in cheek, as I did, concern- 
ing the “primary care physician” nurse. 
My article pointed out the void 
between present-day nursing and the 
medical profession as far as service is 
concerned, and | tried to stimulate the 
nurse to accept this responsibility. At 
the same time, | pleaded with both the 
public and the medical profession to let 
the nurse fill this gap. I prefer to call 
this health professional the “nurse” and 
not the “primary care physician.” But 
sometimes it is good to use terms with 
tongue in cheek —to stimulate, as | 
believe it did this time. 
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As far as Dr. McAuley’s second 
point is concerned. I see no similarity 
in the relationship between general 
practitioners and specialits and the 
problems nurses are facing. I do see 
problems between the present-day 
nurse and the type of nurse I envisage 
as developing. However, | tried to 
prevent this by asking the nursing 
schools to consider the ambulatory 
field more and to train all nurses 
through this area. If the hospitalization 
rate of patients in ambulatory settings 
is less than 0.1 percent, why train nurses 
only in hospital settings? 

I agree that fragmentation of care, 
medical or nursing, does lead to 
specialist evolution, but this was not 
my point. My point was to exhort the 
nurse to accept the role | described, to 
encourage the medical profession to 
allow her (him) to fill this role, and to 
get the layman to accept the nurse in 
her new expanded role. 

As to “contaminating” the pages of 
The Canadian Nurse, perhaps it is time 
we did break out of our union bound- 
aries and explore problems common to 
both professions. —K.V. Rudnick, 
M.D., Director, Primary Care Unit, 
McMaster University Medical Centre, 
Hamilton, Ontario. 


Article refreshing 

Thank you for the article “I Hate 
Nurses!” by Dr. K.V. Rudnick (Nov. 
1972). It was refreshing and oh, so 
true. | know I have a brain, but I have 
often wondered when I get a chance 
to use it in nursing. Too often I end 
up getting a bewildered look, a frown, 
and even a rebuke. 

We nurses have too many things 
not going for us. How often do we 
sit down at coffee or lunch for a bitch 
session, but never look for solutions? 
How many cowards are there among 
us? If we can’t even stand up for basic 
rights, how can we stand up for the 
important ones? 


Letters Welcome 


Letters to the editor are welcome. Be- 
cause of space limitation, writers are 
asked to restrict their letters to a 
maximum of 350 words. 


Too often we come up against the | 
hypocrisy of the system. Whose idea 
is it that a cap is all-important for the — 
nurse’s image? Surely our profession- — 
alism comes across in our demeanor 
and actions, rather than in small ob- 
servances, such as wearing a cap. 

Recently, a colleague told me I 
looked like a member of the house- — 
keeping staff without my cap. Actually, 
this comes close to the truth, for half 
our nursing “duties” consist of simple 
housework our mothers taught us when 
we were young. We spend three years 
learning skills we seldom use. 

Dr. Rudnick says he hates nurses. 
Well, I have come close to hating doc- 
tors. There have been many times 
when a question has not passed my 
lips because the medical staff would 
have belittled it, or me, as a result. 

How can we, as nurses, stick up 
for ourselves unless we stick together? 
Too often we are ruled by intimidation 
and become submissive. We tend to be 
too passive in a role that Florence 
Nightingale fought to make better. 
Surely we can follow her lead and forge 
ahead to meet new goals. —M.V. 
MacDonald, R.N., Toronto, Ontario. 


Article in wrong journal 

The editorial staff is to be congratulated 
for providing its readers with the timely 
article “I Hate Nurses!” by Dr. K.V. 
Rudnick. 

The publication of this article in The 
Canadian Nurse suggests that once 
again nurses need doctors to speak for 
them. It also suggests that nurses are in 
no position to evaluate critically their 
existing status or initiate and imple- 
ment changes regarding their perceiv- 
ed role on the health team. 

Dr. Rudnick’s views have long been 
recognized by many in the nursing 
profession, and steps have been taken 
to assist nursing students to examine the 
changing role of the nurse. In doing so, 
the greatest resistance continues to come 
from physicians. For this reason, I 
believe his article should have appeared _ 
in a medical journal, not in The Cana- _ 
dian Nurse. | 

If the author of this article had been 
a nurse, | wonder whether he would _ 
have felt free to submit it for publica- — 
tion? Would The Canadian Nurse — 


(Continued on page 8) 


WORTH REPEATING — for the twelfth time — PHA RMACOL- 
OGY IN NURSING, nursing’s classic pharmacology text. Worth 
repeating — all the qualities that have made this text the choice 
of instructors and students alike for 36 years. @ Written by a nurse 
for nurses (as it has been since Elsie Krug first assumed 
authorship), PHARMACOLOGY IN NURSING has consistently 
paralleled the growth and change concurrent in pharmacology 
and nursing. In preparing this new 12th edition, Betty Bergersen 
has retained the book’s best points: @ thorough, up-to-date 
coverage of its subject, emphasis on not only knowing but 
understanding drug action in the body, easy-to-read format, a 
wealth of learning aids. Noted pharmacologist Andres Goth, 
M.D., continues in his capacity as consultant. WORTH RE- 
PEATING — the important new chapters Dr. Bergersen has 
added: @ pharmacodynamics, administration of medicines to 
infants and children, and drug abuse. For the first time since her 
association with this text, Elsie Krug’s name is absent from the 
cover. She has retired from active participation in preparing the 
book, designating Betty Bergersen (co-author of the 11th 


edition) as her successor. 


Watch for more about PHARMACOLOGY IN NURSING 
in its new 12th edition, due off the press this month; priced 
about $10.75. No doubt you'll agree it’s worth repeating in 
your classroom! 


TIMES MIRROR 


THE C.V MOSBY COMPANY, LTD. « 86 NORTHLINE ROAD * TORONTO 374. ONTARIO, CANADA 
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Mosby texts help you bring out these qualities ‘A New Book! Fagin 
in today’s students — help prepare them for 


tomorrow’s challenge. N URSI N G IN 
CHILD PSYCHIATRY 


Unfortunately, many nurses begin their careers with 
limited knowledge of child psychiatric problems. 
ee Now, a new text stresses the difference between child 

ec. ; and adult needs. With emphasis on the role of nursin 

intervention, discussions teptbrs introductory pees 
Sy cepts of child psychiatry, the problems of latency- 
aged children, racism, the family as a unit of 


An Introduction treatment, and much more! 


Edited by CLAIRE M. FAGIN, R.N., Ph.D., Professor and 


a Chairman, Department of Nursing, Herbert H, Lehman 
Ti Ph ——— College, The City University of New York, Bronx, N.Y.; with 
re) YSICS 7 contributors, June, 1972. 183 pages plus FM I-XIV, 6” x 


9”. Price, $6.05. 


In Nursing = 


r= a 


Simplified discussions focus on essential physics 


= —— 
concepts as they apply to nursing. Students will , 
learn to apply these concepts to patient care, A New Book! Barnard-Powell 
therapeutic procedures, and currently used 
equipment. A new introductory discussion ex- < 


plores the nature of science, scientific inquiry, OOOO OOOO OOO O OOO 
and scientific theory — information your stu- 
dents will value throughout their education and TEACHING THE MENTALLY RETARDED CHILD 
— A Family Care Approach 
By HESSEL HOWARD FLITTER, R.N., a , i 
Ed.D., Director, Division of Allied Health The families of retarded children often require as much 
re ph gs elena Colas . pri, tS help as the children, themselves. This new text presents 
th edition, 273 pages plus -XIl, ae - ‘ Fs 
10%”, 158 illustrations. Price, $7.10. students with background information on how to meet 
the abnormal child’s needs, as well as methods for 
helping families learn to cope. 
By KATHRYN E, BARNARD, R.N., B.S.N., M.S.N., Ph.D., 
Professor of Nursing; and MARCENE L, POWELL, R.N., B.S.N., 
VMOS BY M.N., Assistant Professor; both of University of Washington 
School of Nursing, and associated with Child Development and 
Mental Retardation Center, University of Washington, Seattle. 
TIMES MIRROR August, 1972, 158 pages plus FM I-XIi, 6” x 9”, 15 illustrations. 
Price, $4.75. 
THE C.V MOSBY COMPANY LTD 


86 NORTHLINE ROAD 
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New 2nd. Edition! 


— Latham-Heckel 


A KAAAAAALKAASA 


PEDIATRIC 
NURSING 


This new edition shows students how an understand- 
ing of psychological factors can lead to improved care 
for young patients. Nine comprehensive chapters are 
devoted to pediatric nursing techniques, each chapter 
focusing on a different childhood disorder. Through- 
out the text, your students will find helpful informa- 
tion on nutrition and diet therapy. 

By HELEN C, LATHAM, R.N., M.L., M.S., Associate 
Professor of Nursing, School of Nursing, Louisiana State 
University, New Orleans, La,; and ROBERT V. HECKEL, 
B.S., M.S., Ph.D., Professor of Psychology, University of 
South Carolina, Columbia, S. C.; with the collaboration of 
JOYCE A, VERMEERSCH, B.S., M.P.H. April, 1972, 2nd 


edition, 490 pages plus FM I-XIV, 7’’ x 10”, 183 illustrations 
and 2 color plates. Price, $10.25. 


Mathen 


~~ 


FUNDAMENTALS OF 
PATIENT-CENTERED NURSING 


This significant text describes the application of nursing 
fundamentals to patients’ basic physical and psycho- 
logical needs, their immediate health problems, and 
long-term rehabilitative care. The patient-centered ap- 
proach emphasizes general principles rather than specific 
techniques and teaches students how to cope with 
emotion-laden situations. 


By RUTH V. MATHENEY, R.N., Ed.D., Professor, Department 
of Nursing, Borough of Manhattan Community College of the 
City University of New York, N. Y.; BREDA T. NOLAN, R.N., 
M.A., M.Ed., Professor, Department of Nursing, Nassau Com- 
munity College, Garden City, N. Y.; ALICE E, HOGAN, R.N., 
M.S., Professor, Department of Nursing, Bronx Community 
College of the City University of New York, Bronx, N. Y.; and 
GERALD J. GRIFFIN, R.N., Ed.D., Director, Department of 
Associate Degree Programs, National League for Nursing, New 
York, N. Y. May, 1972. 3rd edition, 288 pages plus FM I-VIII, 
7” x 10”, 95 illustrations, Price, $8.70. 


Instructors note: To re- 
ceive a complimentary 
copy for firsthand evalua- 
tion, write to the Text- 
book Department, men- 
tioning your position, 
course, and enroliment. 


MOSBY 


TIMES MIRROR 


THE C.v.MOSBY COMPANY LTD 
86 NORTHLINE ROAD 
TORONTO 374, ONTARIO, CANADA 
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THE NURSE’S ROLE IN COMMUNITY zl 


Out of Uniform and Into Trouble 


This provocative text records how other disciplines 
view and react to the psychiatric nurse. By reading 
the impressions of psychiatrists, social workers, etc., 
your students will achieve a more objective approach 
to their nursing duties. 

By CAROL D, DeYOUNG, R.N., M.S., Associate Director of 
Nursing, Tri-County District Health Department, Englewood, 
Colo.; and MARGENE TOWER, R.N., M.S., Director of 
Psychiatric Nursing, Community Mental Health Center, Den- 
ver General Hospital, Denver, Colo.; with 5 contributing 
authors, 1971, 117 pages plus FM I-XVIII, 6%" x 9%”, Price, 
$5.15: 


New 10th Edition! Smith 


MICROBIOLOGY AND PATHOLOGY 


This new edition provides students with a solid founda- 
tion in these basic medical disciplines. It clearly relates 
microbiology to infection and disease, with increased 
emphasis on cocci, bacilli, spirochetes, and viruses. 


By ALICE LORRAINE SMITH, A.B., M.D., F.C.A.P., F.A.C.P., 
Associate Professor of Pathology, University of Texas South- 
western Medical School, Dallas, Tex.; Assistant Professor of 
Microbiology, Department of Nursing, Dominican College and 
St, Joseph’s Hospital, Houston, Tex. June, 1972, 10th edition, 
668 pages plus FM I-XII, 8” x 10”, 457 illustrations including 2 
color plates. Price, $12.90. 


Body Fluids Amal 
Electrolytes 


A PROGRAMMED PRESENTATION 


If a programmed approach makes learning easier for 
your students, they’ll welcome this new book. It 
discusses such topics as: the role of kidney and 
endocrine systems in maintaining homeostasis; causes of 
fluid shifts; alteration of body content; and the various 
methods by which transport is accomplished. Clinical 
examples of various imbalances are described in each 
section. 


By NORMA JEAN WELDY, R.N., B.S., M.S., Assistant Professor 
of Nursing, Goshen College, Goshen, Ind. June, 1972. 101 pages 
plus FM I-XII, 7” x 10”, 24 illustrations. Price, $4.15. 
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—— Editor. 


need home care program 
th great interest that I read the 
And most important of all, she 
im” by Margaret Pandya (Octo- 
1972). I have a child in day care 
nave found that we working moth- 
ers have a great need for a home care 
_ program, such as the one outlined in 
_ this article. 
A group of mothers from our Day 
- Care Society is to design a program to 
meet our needs. We are most anxious 
to plan and put into effect a home care 
plan for two reasons. First, winter is 
now upon us, bringing colds and so on, 
not to mention childhood diseases. 
Second, the Local Initiatives Program 
deadline was December 31, 1972, and 
the grants will be considerably smaller 
than last year. — D. Victoria Orchard, 
public health nurse, Northern Interior 
Health Unit, Prince George, British 
Columbia. 


Anyone who would like further infor- 
mation about the home care service 
program described in Ms. Pandya’s 
article can write to Margaret Blair, clo 
The Protestant Children’s Village, 983 
Carling Ave., Ottawa, Ontario K1Y 
4E5,.— Editor. 


Grad of 47 for women’s lib 
Who would ever have thought that 1, 
a graduate of the class of 47, would 
take up the banner of women’s lib? It 
is so amazing that | must tell my story. 

Recently | applied for my registra- 
tion in Alberta and found that one of 
the documents | had to send to that 
august body was my marriage license 
(the same routine applies in British 
Columbia, too)! As my husband is a 
professional engineer who also belongs 
to a professional group, | asked him if 
he had to send our marriage license 
when he applied for registration in the 
various provinces we have lived in. 
“Heavens no. What has a marriage 
license got to do with my work?” he 
replied. 

What has a marriage license got to 
do with the Registered Nurses’ Asso- 
ciation of Alberta or with any other 
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As we made an error in the following 
letter that appeared in the November 
1972 issue, we decided to reprint the 
letter in toto: 


Challenges author 


As a practicing public health school 


nurse, I cannot refrain from challenging 
Ms. Garrett about her article, “Choosing 
contraceptives according to need,” in 
the September issue of the journal, 
for which I pay too much. 

The author must be aware of the 
legal complications involved in coun- 
seling a minor (implied by her words 
“young teenager”). The legal age of 
consent —— 18 and over — precludes 
the nurse from teaching contraception 
to young females. Let us not forget 
young males. Canadian social and le- 
gal reform is the focus here, not the 
nurse’s refusal to become involved. 
Many in our society are ambivalent 
about this subject and how it should 
be taught. 

Contraception, sexual responsibil- 
ity, and sexuality are taught in sev- 
eral high schools to students who have 
parental consent. These topics are in- 
corporated in health classes and are 
one component of a broader subject — 
the family in society. I teach those stu- 
dents with consent of both parent and 
school. 

A health complaint need not be the 
prerequisite for sexual discussion, only 
a desirous student. The nurse cannot 
teach the effective use of condoms 
should they be mechanically dispensed. 
One wonders how many adolescents 
would be emotionally and psycholog- 
ically prepared to face the tirade of 
comments from their peers should they 
be discovered purchasing a prophylac- 
tic. The author’s suggestion seems akin 


NOTICE 
ICN advises there will be no extension 
of the final registration date of Feb, 28, 
1973. 

Members wishing to attend the ICN 
Congress must mail completed applica- 
tion forms to CNA before Feb. 14, and 
must enclose the $55 registration fee. 
Personal checks must be made payable 
to CNA. If fees are made payable to the 
ICN Congress, use bank money orders 
in U.S. funds. 


dyspareunia of psychological origin 


caused by their previous sexual history. — 


The breakdown of marriages due to 


sexual inadequacy alarms me. 
Those who help couples on sexual — 
matters would be wiser to use a text — 


written by professionals with years of 
sexual counseling experience. Two such 
books are Human Sexual Response 
and Human Sexual Inadequacy, by 
Masters and Johnson. They suggest ac- 
tivities to increase responsiveness. To 
prevent sexual problems, a Canadian 
sexology institute comparable to that 
described by these authors is imper- 
ative. 

I agree that abortion for some is a 
necessity. But how long can we wait for 
the necessary reforms to counsel all men 
and women of reproductive age who 
desire contraceptive advice? To legislate 
positively does not mean that we are 
condsiing outright promiscuity within 
the nation; nor do I think this will 
occur — V. Webb, RN, PHN, Ottawa, 
Ontario. 


Physician looks at team concept 
During a discussion with an engineering 
friend who works for a large company, 
we decided he works in a vertical system 
and I work in a horizontal one. That is, 
he is responsible to his superiors, and 
has people responsible to him; by 
contrast, | work with my peers. This 
left me with a warm glow of self-satis- 
faction, democracy, and so on, until 
the next day. 

Reconsidering the medical situation, 
1 decided | really didn’t work in such 
a horizontal system after all. Indeed, 
the care of the ill is a stratified business. 
Maybe I did not think so initially be- 
cause I do not hire or fire people, or 
make or break careers. However, my 
so-called orders are supposed to be 
carried out. 

Now | am aware that the nursing 
profession has for some years been 
promoting the team concept. Perhaps 
this is why | thought I worked in a 
horizontal system. The name of the 
game is to score a goal (to help the 
sick patient); who fires the shot couldn’t 
matter less, as long as it is done. Fine. 
Everyone has his eye on the goal and 
loses himself in the game. We can even 
wear the same uniform and do away 
with titles. 


Does this assume, however, we can | 


(Continued on 
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We've put a handle on VENIPUNCTURE... 


Large-bore Butterfly-14 and 16 for surgery 


Start your next I.V. procedure or hemodialysis 
with a Butterfly Infusion Set op air oe ty elas 


general-purpose infusions 


Special Butterfly-19, INT and Butterfly-21, 
INT with reseal cap for intermittent 
1.V. therapy 


Small-gauge Butterfly-23 and 
Butterfly-25 for pediatric /geriatric use 


Short-cannula Butterfly Short-25 
for scalp vein infusions 


BUTTERFLY INFUSION SET — Sou 


the uniforms will just be a blur of color, 
except for the slow skater who is still 
at the other end of the rink. That team 


Se AS. ae 
member is slow, no matter what his 
position. 

I know there are slow doctors. To 
paraphrase an American saying: all 
of them are open to criticism some 
of the time, and some of them all the 
time. Perhaps this applies to other 
team members as well. On occasion 
it has been noted that the inept R.N. 
is jealous of her rank vis-a-vis the prac- 
tical nurse (especially if the practical 
is a fast skater). Variations of this 
theme may be played for all team 
members. 

Then there’s the danger of the team 


regular 

and 24-hour 
collectors 
in newborn 
and 
pediatric 
sizes 


Hollister’s complete 


Styles and 
sizes 


get any infant urine specimen when you want it 


The sure way to collect pediatric urine specimens 
easily .. . every time . . . Hollister’s popular U-Bag 
now has become a complete system. Now, for the 
first time, a U-Bag style is available for 24-hour as 
well as regular specimen collection, and both styles 
now come in two sizes . . . the familiar pediatric size 
and a new smaller size designed for the tiny contours 
of the newborn baby. 


Each U-Bag offers these unique benefits: ™ double- 
chamber and no-flowback valves ™ a perfect fit on 
boy or girl, newborn or pediatric ™ protection of the 
specimen against fecal contamination ™ hypo-aller- 
genic adhesive to hold the U-Bag firmly and comfort- 
ably in place without tapes ™ complete disposability. 


Now the U-Bag system can help you to get any infant 
urine specimen when you want it. Write on hospital 
or professional letterhead for samples and informa- 
tion about the new U-Bag system. 


HOLLISTER LIMITED + 332 CONSUMERS RD., WILLOWDALE, ONT. 
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becoming bureaucratic. It seems to me 
the rer skaters are attracted to this 
field, where they get to tell the good 
skaters how to skate. If they have been 
away from the ice long enough, they 
may even get to redesign the game and 
the arena. Every position on the team 
has this problem. 

So what can we do about it? Is it 
naive to concentrate just on skating, 
passing, and shooting, and if players 
can’t cut the mustard, bench them? 
(Certainly don’t promote them.) Per- 
haps then we would have a true lateral 
system, or team. — Frank T. Murdoch, 
M.D., Kamloops, British Columbia. 


Dorothy M. Percy scholarship fund 
Members of the Ontario committee of 
the Dorothy M. Percy scholarship 
fund have appreciated the generous 
contributions made by nurses to this 
fund in the past. Dr. Percy, who was 
chief nursing consultant for 20 years 
with the department of national health 
and welfare, was awarded an honorary 
doctor of nursing degree by the Univer- 
sity of Ottawa in 1967. 

The $250 scholarship is awarded 
to a student enrolled in the school of 
nursing at the University of Toronto. 
Candidates must be experienced reg- 
istered nurses with demonstrated leader- 
ship potential or demonstrated ability 
in one of the specialties, and must be 
in a degree program with the intention 
of entering the service field. 

In 1972, the Dorothy M. Percy 
scholarship was awarded to Patricia 
A. Guenther, a third-year postbasic 
student. 

Contributions for this scholarship 
fund may be sent to: Patrick Phillips, 
Director of Student Awards, Simcoe 
Hall, University of Toronto, Toronto, 
Ontario. Cheques can be made payable 
to the University of Toronto and mark- 
ed for the “Dorothy M. Percy Scholar- 
ship Fund.” For income tax purposes, 
receipts will be issued for any sum over 
$5. — G. Vivian Adair, Ottawa, Ont. 


Obsolete system 

Regarding your article in the June 
1972 issue, “Needed: a school-based 
health center for children”: I believe 
this is an obsolete system and overlooks 
the family, the elderly, the TB patient, 
and prenatal or postnatal services. 

It would be impossible to amalgamate 
the public health services with the 
total health care team as centered in 
the hospital. Finally, the school-age 
child receives a large portion of public 
health monies in services relative to 
his state of health. He is in the health- 
iest age group. — FJ. Erion, public 
health nurse, Sudbury, Ontario. & 
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The Canadian Nurse One Of Six 
Nursing Journals Indexed 

Ottawa — The Canadian Nurse is one 
of six English-language nursing journals 
covered by MEDLINE, the computeriz- 
ed, bibliographic search service that 
replaces MEDLARS for the USA. MED- 
LARS, which covers over 200 nursing 
journals, will continue to be available 
in Canada. (See “MEDLARS and you,” 
January 1971, pages 46-7.) 

The six nursing journals selected for 
MEDLINE include The American Jour- 
nal of Nursing, Nursing Outlook, Nurs- 
ing Clinics of North America, Nursing 
Research, and Nursing Forum, in addi- 
tion to The Canadian Nurse. 

The Canadian English-language 
nursing journal is also included in 10 
nursing magazines covered by Index 
Medicus. L’infirmiére canadienne, the 
Canadian Nurses’ Association’s French- 
language journal, is also picked up by 
several indexes. 

The inclusion of The Canadian 
Nurse in the “prestige group” of nurs- 
ing journals was reported by Margaret 
Parkin, CNA librarian, after a recent 
meeting of the /nternational Nursing 
Index advisory committee in New 
York City. Ms. Parkin represents Dr. 
Helen Mussallem, CNA _ executive 
director, on the advisory committee. 

There were 134 Canadian subscrip- 
tions to the /nternational Nursing In- 
dex (INI) in 1972, compared to 138 in 
1971. “It is disappointing that Cana- 
dian subscriptions are down,” Ms. 
Parkin said. “INI is particularly helpful 
as it is the only nursing index that 
covers French language material. It is 
disappointing to note, too, that only 
59 schools of nursing in Canada sub- 
scribe to the INI.” 

The J/nternational Nursing Index 
uses the U.S. National Library of 
Medicine’s computer facilities to pro- 
vide references on nursing subjects from 
approximately 200 nursing periodicals 
published around the world, and over 
2,300 nonnursing periodicals. 

Published quarterly, INI cumulates 
with each new issue for the calendar 
year. The fourth issue each year in- 
cludes all references for the year plus 
lists of books on nursing published 
during the year, lists of national and 
international nursing associations’ 
publications, and lists of all doctoral 
dissertations prepared by nurses. 
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His Excellency, the Rt. Hon. Roland Michener, Governor General, with Dr. Helen 
K. Mussallem, executive director of the Canadian Nurses’ Association. The 
Governor General, known to be a keen supporter of physical fitness, officially 
opened the National Conference on Fitness and Health, held at the Government 
Conference Center in Ottawa December 4-6, 1972. His comment that he had 
been accused of “jogging in Mr. Stanfield’s underwear” brought the house down. 


Inquiries about subscriptions should 
be sent to: International Nursing Index, 
10 Columbus Circle, New York, N.Y. 
10019, USA. 


Physical Fitness Of Children 

Leaves Much To Be Desired 
Physician Tells Audience 

Ottawa — For the ordinary Canadian 
child, physical fitness seems to de- 
crease rapidly as he ages, a Saskatch- 
ewan physician told delegates at the 


National Conference on Fitness and 
Health, held December 4-6, 1972. 
Speaking about exercise and _ its 


effect on growth, Dr. Donald Bailey, 
professor of physical education at 
the University of Saskatchewan, said 
schools have failed in their attempt 
to help keep children physically fit. 
“The time allocation to physical educa- 
tion in Canadian schools ranks among 


the lowest in the world,” he said. In 
contrast, schools in countries such as 
Japan, East and West Germany, and 
Poland provide at least four 40-minute 
periods of physical education from 
elementary school right through high 
school, he added. 

Dr. Bailey said if the present school 
curricula and children’s attitude to 
physical fitness are to change, mothers 
must become convinced, as they are 
the most influential change agents. 
He agreed with the recommendation 
made by the Royal Commission on 
the Status of Women, that girls should 
be encouraged to participate in sports. 

The conference, sponsored by the 
department of national health and wel- 
fare, was attended by physical educa- 
tors, recreation and parks directors, 
government planners, and physicians, 
invited as delegates. Few nurses were 
invited. The planning committee for 
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the conference, chosen by the DNHW, 
included representatives from many 
organizations. The Canadian Nurses’ 
Association was not invited to be a 
member of the planning committee. 


SRNA Exec. Secretary Summonsed 
Before Labor Relations Board 
Regina, Sask. — Alice Mills, executive 
secretary of the Saskatchewan Regis- 
tered Nurses’ Association, was sum- 
monsed by the Service Employees’ 
International Union (SEIU) to appear 
before a labor relations board hearing 
December 6, 1972, in Regina. Earlier 
hearings of the board, called for 
October 3 and November 7, were 
postponed. 

Three applications before the five- 
man board related to nurses in Nip- 
awin. The first was an SEIU application 
to represent all employees, including 
three registered nurses, at Pineview 
Lodge nursing home; the nurses oppos- 
ed this application. The second was by 
Nipawin District Staff Nurses’ Asso- 
ciation to represent the nurses at Pine- 
view Lodge, and the third was by the 
same nurses’ association to represent 
the nurses at the Nipawin Union Hos- 
pital. 

The union summons to Ms. Mills, 
which arose from the second and third 
applications, requested her to produce 
SRNA documents, dating to 1965, con- 
cerning the association’s membership, 
elected council, policy on labor rela- 
tions, formation of staff nurses’ associa- 
tions, and collective bargaining. 

The key, Ms. Mills told The Cana- 
dian Nurse, is the union’s allegation 
that SRNA is a management-dominated 
organization that is controlling collec- 
tive bargaining. She called this a test 
case — the first time that nurses in the 
province, who work in a nursing home 
or hospital, have been included in this 
kind of union. 

R.L. Barclay, counsel for the Nip- 
awin nurses’ association, said at the 
October 3 hearing that SEIU was chal- 
lenging the Nipawin association’s ap- 
plications on the basis that the associa- 
tion was organized and assisted with 
SRNA’s help, and that SRNA was com- 
pany-dominated. 

Mr. Barclay said SRNA was not a 
company-dominated organization as 
detined by the Trade Union Act, and 
was not a party to any of the applica- 
tions before the board. He called the 


— the labor 


board. i 
The board’s decision, which was 
expected to be known before the end 
of mber, will be reported in a later 

issue of The Canadian Nurse. 


Ontario RNs Attend Workshop 

To Improve Long-Term Care 
Toronto, Ont. — Twenty registered 
nurses from the Toronto area, all em- 
ere in nursing and old-age homes, 
took part in a three-week pilot work- 
shop that began November 2, 1972, 
at the office of the Registered Nurses’ 
Association of Ontario. RNAO paid — 
all the costs of the workshop. 

This program was designed to re- 
fine the nursing and supervisory skills 
of the RNs, who are responsible for 
teaching, directing, and supervising 
the nursing care given by other per- 
sonnel in nursing homes and homes 
for the aged. 

Three concerns the nurses shared 
were the need for better .continuity 
of care between nursing and old-age 
homes and other health agencies in 
the community; the problem of handling 
the higher percentage of serious medical 
problems that patients in these homes 
now have; and the belief that the financ- 
ing of the homes is inadequate to 
provide the quality of care the nurses 
believe should be given. 

Objectives of the workshop included 
helping the nurses develop skill in 
assessing residents’ nursing needs for 
physical, emotional, social, and recrea- 
tional care; recognizing the needs of 
family members that relate to the care 
of the resident; interviewing the resident 
and/or his family to complete the nurs- 
ing history; constructing a nursing care 
plan based on individual needs and 


Jeanne Mance Stamp In April 


Ottawa—A Canadian postage 
stamp honoring Jeanne Mance will 
be issued on 18 April 1973, accord- 
ing to the philatelic branch of the 
Canadian Post Office. The year 
1973 marks the 300th anniversary: 
of the death of Canada’s most famous 
nurse of early history. 

The stamp was proposed by the 
Comité Histoire of H6étel-Dieu de 
Montréal Hospital, and supported | — 
by the Canadian Nurses’ Association | 
and individual nurses. 
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sound nursing principles; and workin 
with nursing and non-nursing sta 
in discussion groups to make nursing 
decisions. 

Three Ontario government depart- 
ments, the Ontario Association of 
Homes for the Aged, Ontario Nursing 
Homes’ Association, Ontario Hospital 
Association, and RNs employed in 
long-term care helped plan the pro- 
gram. 


RNABC Board Meetings 

Now Open To Observers 

Vancouver, B.C.—A_ new policy, 
established by the board of directors of 
the Registered Nurses’ Association of 
British Columbia at its November 1972 
meeting, means that six observers will 
be allowed to attend future meetings of 
the board. 

At future board meetings, six seats 
will be allocated, on a first-come, first- 
served basis, to members of the RNABC 
or to the Student Nurses’ Association of 
British Columbia. 

In other business, the board of 
directors deferred consideration of a 
recommendation from the committee 
on mandatory registration for lay 
participation on the board or on the 
committees on registration and nursing 
education. Lay participation on the 
board would require a change in the 
Registered Nurses’ Act. 

It was decided that before the board 
meets in January, the report of the 
committee on mandatory registration 
would be distributed to chapters and 
metropolitan districts for discussion of 
this proposal and for feedback of 
membership opinion. 

The RNABC board approved a 
second recommendation from the 
committee that the association not press 
for mandatory registration in the prov- 
ince. In its report, the committee ad- 
vocated investigating the feasibility of 
mandatory continuing education, but it 
did not make a formal recommendation 
on this. 


Professional Midwives Can Care 

For Majority Of All Deliveries 
Washington, D.C. — Professional mid- 
wives can take care of most deliveries. 
This is the opinion of Dr. G.J. Kloost- 
erman, chairman and professor, depart- 
ment of obstetrics and gynecology, Uni- 
versity of Amsterdam, Holland. 

Dr. Kloosterman spoke at the 50th 
anniversary meeting of the Internation- 
al Confederation of Midwives (ICM), 
attended by over 2,000 persons from 
96 nations in Washington, D.C., Oct. 
28 to Nov. 3, 1972. 

He stated that the first task of the 
midwife is to protect the completely 
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healthy woman against “unnecessary 
interference, impatience, over estima- 
tion of technology, and against human 
meddlesomeness. This holds true for 
the midwife working in poor countries 
... but it is also true for midwives in 
affluent societies.” 

Dr. Louis M. Hellman, deputy assist- 
ant secretary for population affairs, 
U.S. department of health, education, 
and welfare, said: “Midwives are re- 
sponsible for a major portion of the 
world’s maternity care. In the develop- 
ed world, where regulation of midwif- 
ery is strict and standards of training are 
high, a majority of the deliveries con- 
tinue to be performed by midwives.” 


A change in the constitution adding 
family planning to the objectives of 
the ICM was approved by representa- 
tives of the 40 national midwives’ asso- 
ciations that are members of the ICM. 

Rosemary Perkes, principal midwife 
officer, Belfast, Ireland, said ‘“mid- 
wives... have found it difficult to feel 
involved in family planning, but slowly 
they are realizing that theirs is a unique 
position in terms of the confidence of 
the patient, and that these matters can 
be discussed naturally and unhurriedly 
while visiting in the patient’s own home 
during the puerperium.” 

Midwives and nurse-midwives “are 
perhaps the most staunch supporters of 
family planning because of the improve- 
ment we can see in the health and well- 
being of those mothers ...who are 
practicing some form of family plan- 
ning.” This is the observation of Elaine 
Pendleton, certified nurse-midwife, 
family planning program, Downstate 
Medical Center, Brooklyn, N.Y. “We 
who believe so firmly in providing fam- 
ily-centered care must realize that it 
cannot be complete without including 
instruction in methods of family plan- 
ning.” 

At the recent meeting, voting dele- 
gates to the ICM accepted a new defi- 
nition of the midwife: A midwife is a 
person who, having been regularly ad- 
mitted to a midwifery educational pro- 
gram, duly recognized in the country 
in which it is located, has successfully 
completed the prescribed course of 
studies in midwifery and has acquired 
the requisite qualifications to be regis- 
tered and/or legally licensed to practice 
midwifery. 

“The new definition of the midwife 
is flexible enough for countries without 
recognized midwifery practice and edu- 
cational programs, and will still be a 
guideline for countries that have organ- 
ized programs,” Catherine Keith, med- 
ical services branch, department of na- 
tional health and welfare, told The 
Canadian Nurse. 

Canadian nurses and nurse-midwives 
attending the ICM meeting included: 
Brenda Wrott, Pat Hayes, and Violet 


MONT SUTTON commands the highest peak 
within a radius of 100 miles of Montreal. 
20 miles of trails and slopes, 6 modern 
lifts, ski school, ski shop and full range 
of facilities, great snow and superior 
grooming! 


Mid-Week Special 


SUTTON 5 


Lift tickets and Ski Lessons 

a) 5 consecutive days (Monday to Friday) 
with 4 hours of ski lessons per day. 

b) 5 days to be enjoyed at will over a 
period of your choice, with 2 hours of ski 
lessons per day. 

Lift tickets only 

a) 5 consecutive days (Monday to Friday). 
b) 5 days of skiing to be enjoyed at will 
over a period of your choice. 


Also... a special BONUS. 

Buy your regular mid-week day ticket any- 
time after 12:00 noon and you automa- 
tically receive another full-day mid-week 
ticket... FREE, usable anytime, except on 
holidays and week-ends. 


We invite you to ski with us this season. 
MONT SUTTON INC. Sutton, Québec 


. . . (514) 866-7639 
(514) 866-7718 
(514) 538-2646 
(514) 866-5156 
(514) 538-2545 
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Tel.: (Snow reports) 


Accommodation 
Office 


~ Matheson, U. of Alberta school of nurs- 
pie. faculty; May Toth, McMaster fac- 
ulty; Eileen Hoy, Chatham, Ont.; Ruth 
_ May and Joyce Owers, Dalhousie U 
faculty; Helen Perry, U. of Toronto 
- faculty; Elaine Carty, Queen’s U. fac- 
ulty; Lucie Couillard, Denise Beaulieu, 
and Ms. Keith, medical services, depart- 
ment of national health and welfare; 
Mildred Morris, U. of Ottawa faculty 
‘member who is studying obstetrical 
nursing-midwifery at Yale U; and 
Dolores Laliberte, Montreal, who is a 
student at Johns Hopkins U. 


Latin American Nurses Consider 
Middle Level Nursing Education 
Ottawa —Nurses_ representing 14 
Latin American countries met to ex- 
amine the need to introduce interme- 
diate level nursing programs in those 
countries of Central and South America 
that do not have them. They also con- 
sidered alternatives to the middle nurs- 
ing level in meeting nursing and health 
goals, during a two-week seminar held 
in Caracas, Venezuela, November 13 
to 24, 1972. 

Helen K. Mussallem, executive 
director of the Canadian Nurses’ As- 
sociation, was one of two short-term 
consultants invited by the Pan American 
Health Organization (PAHO) to assist 
participants at the seminar. 

Most countries of Middle and South 
America have only two levels of nurs- 
ing personnel: professional nurses, 
who are graduates of university nurs- 
ing programs, and nursing auxiliaries. 
Most of the direct patient care is given 
by auxiliary nurses; the university- 
educated nurses are in administrative 
positions. There are proportionately 
more university-prepared nurses in 
some Latin American countries than 
in Canada. 

Dr. Mussallem told 7he Canadian 
Nurse the interactions among the more 
than 30 seminar participants were 
“the most interesting, dynamic group 
process I’ve ever participated in. The 
discussions, conducted in Spanish, 
were very intensive.” 

The variety of techniques used by 
the group and the strength of the group 
process facilitated production of a 
change in the nurses’ attitudes toward 
ideas that had seemed impractical, 
she said. 

Dr. Mussallem was invited to be a 
consultant in planning and presenting 
the seminar because of her studies on 
nursing education in Canada and be- 
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cause of changes in Canadian nursing 
education.. 

Nursing education in most of the 
Latin American countries is under 
the ministry of education. Although 
there is wide variation among the 
countries of Central and South America 
in their educational systems, the nearest 
Canadian equivalent to their national 
schools of nursing at the intermediate 
level is a Canadian diploma program 
in an educational institution. 

A seven-member technical advisory 
committee on nursing called by PAHO/ 
WHO in November 1968 said in its 
report: “Most nursing care [in Latin 
America] is provided by auxiliary 
personnel whose general educational 
background and knowledge of nursing 
is very limited and who are required 
to perform duties beyond their com- 
petence. Consequently, in the health 
services a great many nursing duties 
are not performed or are performed 
only in part because of the shortage 
of nurses and the low level of training 
of auxiliaries.” 

The report of the first meeting of 
the technical advisory committee on 
nursing, of which Dr. Mussallem was 
chairman, recommended that PAHO 
encourage the countries of the region 
to establish and develop three levels 
of nursing personnel. The report defined 
the intermediate level of nurses as the 
group who “will provide patients or 
communities with most of their direct 
nursing care.” 

This was the intermediate level of 
nursing discussed at the 1972 seminar. 
Evaluating the Caracas seminar, the 
participants, in general, found it help- 
ful. Dr. Mussallem told The Cana- 
dian Nurse she was impressed by the 
youth, poise, and intelligence of many 
of the senior nurses selected by their 
governments to participate in the sem- 
inar. 

She summed up the pressure of being 
a consultant at such a seminar by re- 
porting “my body arrived back in Otta- 
wa on Sunday, my luggage arrived on 
Monday, and my mind caught up on 
Tuesday.” 


Neuro Nurses Sponsor Contest 
For Student Nurses In Canada 
New Westminster, B.C. — The Cana- 
dian Association of Neurological and 
Neurosurgical Nurses (CANS) is spon- 
soring a competition among Canadian 
student nurses fer the best nursing pa- 
per in neurological or neurosurgical 
nursing. The paper may be a case study, 
personal experience, or any other aspect 
of neurological or neurosurgical nurs- 
ing. 

The association will pay the expenses 
of the winning student to attend the an- 

(Continued on page 18) 
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empty the new 1,000 ml. bottle in 10 sec- 
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Urogate 
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fully regulated stream.) 
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these bottles accept only Urogate urologic 
sets. No chance of accidental intravenous 
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and sets for all your surgical and urologic 
irrigating needs. It will be worth your 
while to learn the details. Why not talk to 
your Abbott Representative this week. 
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“of CAN? in Montreal, 
1973, to present her pa- 


ion is open to any stu- 
© of any accredited school of 
n Canada; entrants must still 
nursing students on May 1, 1973. 
Submission of the paper must be 
ipanied by written permission 
e director of the student’s school 
nursing, stating that the student will 
have leave for the period June 10 to 13, 
1973, to attend the CANS meeting, 
should she win. 


A on 


___In the event that none of the papers 
_ submitted is deemed acceptable by the 


FS art committee, there will be no 
Student paper presented and no contest 
winner. 

Papers must be submitted, typed 
double-space, before January © 31, 
1973, to: Marion MacKenzie, 2841 
Ness Avenue, Apt. 6, Winnipeg, Mani- 
toba, R3G 3B8. 


RNANS Wants A Commission To 
Finance Postsecondary Education 
Halifax, Nova Scotia — The Registered 
Nurses’ Association of Nova Scotia has 
submitted a brief to the provincial 
health council recommending the im- 
mediate establishment of a commission 
responsible for financing all postsec- 
ondary education, including nursing. 

The brief, “Nursing Education — 
Its Role in Support of Health Care Ser- 
vices in Nova Scotia,” is concerned 
with the question of how nursing edu- 
cation in the province will be financed 
when present funds are no longer avail- 
able. It recommends that a coordinat- 
ing council be created to advise the 
postsecondary education commission. 

RNANS proposes that representation 
on the coordinating council be from the 
governmental department and _ non- 
governmental agencies concerned with 
the utilization of health personnel, the 
educational institutions concerned with 
training and preparing health person- 
nel, and the postsecondary education 
commission and any other institution 
concerned with financing education 
programs for health personnel. 

RNANS also recommends that it 
retain its present functions and respon- 
sibilities related to nursing and nursing 
education. In curriculum development, 
it suggests coordination of courses basic 
to the curricula of the various categories 
of health personnel, immediate col- 
laboration with other health science 
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and collab 
for transferability and portability of 


the health cate- 
‘dinate education programs 


gories toco \ 
e in developing methods 


skills between groups. — 

According to the brief, “The phrases: 
vertical mobility, lateral mobility, and 
portability, have been heard loud and 
clear. Every professional group seems 
to be deliberately delaying or sidestep- 
Ping any serious consideration ‘of the 
question, each thinking that no one can 
possibly qualify for ‘our’ profession un- 
less and until they... have gone 
through all the hoops, hurdles. and 
wickets laid out in the standard curri- 
culum of the profession. More discour- 
aging is the seeming reluctance of every- 
one to even study the matter.” 

The briefs final recommendation is 
that all health personnel be licensed to 
practice and that a separate licensing 
authority for each health profession be 
set up. RNANS calls for representation 
on each licensing authority from the 
health profession concerned, the con- 
sumers of the services, the related health 
professions, the appropriate govern- 
ment body, and an educational agency 
concerned with the specific health 
profession. 

Explaining the purpose of its brief 
as its concern about the quality of nurs- 
ing care and its anxiety to see nurses 
prepared as competently as possible, 
RNANS notes, “It is not good enough 
merely to say that we are for excellence 
without suggesting the means to secure 
excellence.” 


RNAO Sponsors Summer School 
On Collective Bargaining 

Toronto, Ont. — This year, for the first 
time, the employment relations depart- 
ment of the Registered Nurses’ Asso- 
ciation of Ontario is holding a collec- 
tive bargaining summer school, sched- 
uled from June 3 to 9 at Glendon Col- 
lege, York University, Toronto. 

Plans for the summer school call for 
all aspects of collective bargaining to 
be covered, with special attention to 
the problems of administration of local 
nurses’ associations, negotiations, and 
grievance procedures. 

Movies, debate on the merits of strike 
versus arbitration, and pressing issues 
in industrial relations will also be in- 
cluded. Arthur Kruger, professor at the 
University of Toronto who specializes 
in labor economics, will be one of the 
speakers. 

George Richards, RNAO employ- 
ment relations officer, called the sum- 
mer school “total immersion for a 
week.” He told The Canadian Nurse 


Lt =e 
calls for pro-. 


Ily to develop a. 
OS le to assist RNAO- 
staff who represent the nurses. 4 

Applications for the summer school. 
should be made as soon as possible. 
There is a registration fee of $75 per 
student, which covers room and board 
and all materials. Further information 
is available from George Richards, 
Employment Relations Officer, RNAO, 
33 Price Street, Toronto 5, Ontario. 


Three Toronto Institutions Unite 

To Help Prevent Child Abuse 
Toronto, Ont. — The Hospital for Sick 
Children, the Children’s Aid Society of 
Metropolitan Toronto, and the Catholic 
Children’s Aid Society have appointed 
Ruth Koch-Schulte as a senior social 
worker to work full time at the hospital 
to integrate all services of common con- 
cern to the three institutions. 

Ms. Koch-Schulte, a social worker 
at the hospital for the past six years, 
will work in the areas of child neglect 
handled by the hospital and by Chil- 
dren’s Aid workers. These areas include 
battered children, sexual assaults and 
other forms of child abuse, and guard- 
ianship problems, such as abandoned 
babies or runaway teenagers who may 
need hospital care. 

In 1971, the hospital referred 108 
suspected cases of child abuse to the 
Children’s Aid Societies. With the ap- 
pointment of Ms. Koch-Schulte, it is 
hoped that positive help can be given 
to families with problems. 

According to Shirley Stinson, direc- 
tor of social work at The Hospital for 
Sick Children, “Sometimes we can spot 
the early signs. These people are really 
crying for help, and we hope we can do 
much more to provide this by teaming 
up with the Children’s Aid. Along with 
helping the children themselves, this 
team approach to help the family is a 
major objective of these new arrange- 
ments.” 

Before she began her new job in 
September 1972, Ms. Koch-Schulte 
spent a month at the two Children’s — 
Aid Societies to gain first-hand expe- 
rience of their work: As well as being 
involved in the child-neglect cases han- 
dled at the hospital, her position as sen- — 
ior social worker will include acting as 
liaison between the hospital and Chil- — 
dren’s Aid staffs, providing consultation 
on cases of mutual interest, and improv- — 
ing communications and contacts be-— 
tween the hospital and the societies 
in these specialized fields. vg 
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An important announcement to nurses from ASTRA 


Here isa 


new, fast and sterile 


way to prepare Xylocaine infusions 
for life threatening arrhythmias 


deen 


(Lidocaine Hydrochloride Injection, Astra ae ) 


e The special 5 ml transfer syringe 
contains 200 mg/ml Xylocaine and can be 
added to infusion set-ups without removing 
solution from infusion flask or bag 


e Cuts preparation time in half 

e Easy and convenient to use 

e Adds another link to the sterility chain 
e Disposable 


® Clearly labeled for positive 
safeguard against error 


: an original from / 
ASTRA Pharmaceutical Division, 
Mississauga, Ontario A Ss T | A 
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Gillies & Alyn: 


Saunders Tests for 


SELF-EVALUATION OF NURSING COMPETENCE New 2nd Edition 


tu Here’s an easy and reliable volume for review and examination of nursing 
- methods, professional skills and medical facts. Presents a collection of 
representative clinical situations, each with a series of multiple-choice 
questions to test the reader’s recall of facts and her ability to apply those 
facts to the resolution of actual problems encountered in practice. Ideal 


Spencer: 
PATIENT CARE IN 


A comprehensive, clinically oriented text for nursing care in diseases and 
disorders of the endocrine system. Reviews physiology and pathophysiology 
of each endocrine organ; and discusses the diseases affecting the organ, 
their treatment and nursing care. A case study, or “patient portrait,” is 


Irving: 


for students and graduates preparing for exams, the nurse returning to 
practice, or the teacher who wants an outline of significant nursing content. 
By Dee Ann Gillies, R.N., Ed.D. and Irene B. Alyn, R.N., Ph.D. About 495pp. 
About $7.75. Just Ready. 


ENDOCRINE PROBLEMS 


included for each major disease entity. Special attention is given to 
iatrogenic conditions arising from hormone therapy. By Roberta T. Spencer, 
R.N., M.S.N.E. About 225 pp. Illustd. About $10.30. Just Ready. 


BASIC PSYCHIATRIC NURSING 


This basic text details the duties, responsibilities, and types of care in 
psychiatric nursing today. In a series of clearly written chapters the author 
discusses such subjects as: mental health and nursing; basic human needs; 
reaction to stress; psychiatric treatment and psychoactive drugs; schiz- 


ophrenia; reactions to the aging process; and much more. Includes 
appendices providing lists of mental disorders and psychoactive drugs, a 
glossary of psychiatric terms, and a bibliography. By Susan Irving, R.N., 
M.S. About 250pp. Soft Cover. About $5.15. Just Ready. 


Stryker: REHABILITATIVE ASPECTS 
OF ACUTE AND CHRONIC NURSING CARE 


This authoritative book stresses the need for the nurse to know how to help 
the patient deal with his rehabilitative problem; and demonstrates how 
to implement rehabilitative steps in acute and long term care. Restorative 


Falconer et al: 


care of the chronically ill and disabled is discussed in detail. By Ruth Perin 
Stryker, R.N., M.A. 236 pp. IIlustd. $8.00. April 1972. 


CURRENT DRUG HANDBOOK 1972-74 


In the latest edition of this handy reference, concise clinical data is given 
on more than 1500 drugs in current use. Parallel columns list name, 
source, synonyms, preparations, dosage and administration, use, action, 
side effects and contraindications, and remarks about each drug. New 


Please send me on 30-day approval: 


8517 Spencer: Endocrine Problems About $10.30. 


4131 Gillies & Alyn: Self-Evaluation (2) About $7.75. 
5045 Irving: Basic Psychiatric Nursing About $5.00. 


W.B. SAUNDERS COMPANY, CANADA LTD. 


OI dic cis cttheas cabthsascuv curs bsivnitnccuaabsdasanadeGitabaieeealeios Snes Address ... 


drugs that are in general use have been included and information has been 
updated throughout. By Mary W. Falconer, R.N., M.A.; H. Robert Patterson, 
B.S., Pharm.D. and Edward A. Gustafson, B.S., Pharm. D. 250pp. Soft 
Cover. $5.40. March 1972. 
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Needed: a change in attitudes é 


ee 


toward elective sterilization 


Lise Fortier, M.D., F.R.C.S.(C) 


Male and female attitudes to steriliza- 
tion are so far apart that you would 
think only one partner derives advan- 
tage from it. Men shun sterilization; 
women beg for it, even when their rea- 
son for doing so has nothing to do with 
themselves. They will beg for it because 
the husband is alcoholic, epileptic, 
suffers from heart disease or a nervous 
breakdown, or simply to make sex 
more enjoyable for the partner. 

A man whose wife has had six preg- 
nancies, two miscarriages, two curet- 
tages, phlebitis, has taken pills for six 
years, and has varicose veins still thinks 
it is his wife who should submit to steril- 
ization. After all, she is used to general 
anesthesia and operative procedures. 
Why make a fuss about one more oper- 
ation? 

Even when you have explained to 
some women how much more compli- 
cated it is to sterilize them than their 
husbands (it implies a hospital stay, 
major surgery, and convalescence), they 
still insist on being sterilized them- 
selves. Further, male physicians, prob- 
ably sensing that they themselves could 
be patients, discourage men from being 
sterilized by frightening them with 
improbable predictions or complica- 
tions. 

Medicine is still a man’s world, and 
men who become physicians are not 


Dr. Fortier is Senior Assistant in Obstet- 
rics and Gynecology at H6pital Notre- 
Dame, Montreal, and Associate Professor 
of Gynecology, University of Montreal. 
This article is adapted from a paper she 
presented at the meeting of the Interna- 
tional Planned Parenthood Federation, 
Western Hemisphere Region, in Ottawa, 
May 8, 1972. 


entirely free of their male prejudices 
nor of their desire to dominate females. 


Freudian influence 

Psychiatry has done little to change 
these attitudes. Freud described envy 
of the penis as an essential component 
of feminine psychology. He and many 
of his followers considered woman 
incomplete, a being without a penis. 
Surprisingly, they never saw man as 
having no uterus! The functioning of 
such an incomplete being as woman 
could not possibly be normal, so this 
had to be modified. 

From this came what I call the “de- 
lirium of the vaginal orgasm.” Common 
sense shows that the clitoris is the phys- 
iological counterpart of the penis, and 
thus the seat of orgasm. Men, wanting 
to believe that merely introducing the 
penis into the vagina should give 
women great ecstasy, invented the idea 
that in women orgasm is transferred 
from the clitoris to the vagina. This 
does not take into consideration the 
natural insensitivity of the vagina, into 
which a foreign body can be introduced 
and as soon forgotten. 

Using the same line of reasoning, 
ovaries were removed for the most 
tenuous of reasons, yet testes were not 
removed unless death threatened. A 
psychiatrist once asked me to sterilize 
a young woman whose suicidal tenden- 
cies were, in his opinion, apparent only 
during her premenstrual period. It 
would not have occurred to him to cas- 
trate a man if similar suicidal tendencies 
had appeared after an ejaculation. 


Preoperative consultation 

In some Canadian and American hos- 
pitals, there must be consultation before 
sterilizing a woman who is in her re- 
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Du eh once they have 

ir reproductive years? Why 
n not needed for tonsillec- 
appendectomy (two operations 
‘e done without rhyme or reason), 
or to craniotomy or gastrectomy? 
a that a tissue committee is 


Does all this mean that, in the eyes 
’ a physician, the reproductive func- 
on of a woman is more important 
than her life? A woman should not be 
deprived of this function except for 
very serious reasons; she must not es- 
cape pregnancy! 

Inesome hospitals, consultation is 
mandatory for cesarean section. There 
was a time when everything else was 
tried first, short of killing the mother, 

so that she would come for cesarean 
section almost moribund. Thus, consul- 
tation for cesarean section seems to me 
a bad joke. One wonders where all 
these precautions originated. The chief 
causes of maternal mortality — hemor- 
rhage, toxemia, infection— have in 
great measure been controlled by cesar- 
ean section, a procedure so benign that 
it can be compared to a normal deliv- 
ery. Could it be that suspicion is cast 
on everything that permits a woman to 
free herself from the danger and pain 
of having a child? 

Before hastening to refute this 
seemingly ridiculous hypothesis, recall 
earlier objections to the use of anesthe- 
sia in obstetrics. Women were meant 
to give birth in pain. Once women de- 
cided to get rid of this attitude, they de- 
manded anesthesia for delivery. As 
anesthesia and analgesia were dispensed 
for other conditions that caused pain, or 
for other operations, it was rather em- 
barrassing to refuse them for obstetrics. 

Naturally, anesthesia is dangerous to 
the mother and to the infant. Although 
the dangers of anesthesia in any other 
operation are accepted as an inevitable 
part of the fight against pain, it was 
thought that doing without anesthesia 
in obstetrics would benefit the child. 
This is a worthy end, but pregnant 
women were never asked their opinion 
on the subject, as everything was decid- 
ed by physicians. 

Physicians also have tried to convince 
women that they would be superior 
females and mothers if they did com- 
pletely without anesthesia. Thus, nat- 
ural childbirth brought women back 
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~ Why has so much attention been 
given to surgical anesthesia which, after 
all, many persons may never experience 
in their lifetime, while the relief of 
obstetrical pains experienced by most 
women, and repeatedly so, has evoked 
so little attention? I am convinced that, 
if men had babies and suffered the pains 
of childbirth, research in this area would 
long ago have produced a safe and 
easy way to relieve pain. 


Pregnancy considered normal state 

Many physicians have tried to con- 
vince women that pregnancy is a nor- 
mal situation, desirable physiologically 
and socially, and that to avoid pregnan- 
cy spells failure. These same physicians 
keep silent about the real dangers of 
pregnancy. The mortality rate of around 
45 per 1,000 did not decrease until 
knowledge of the important changes 
produced in the organism by pregnancy 
made physicians treat it as a disease 
demanding intensive care. 

Whenever | point out to other phys- 
icians that maternal mortality decreased 
only when they started treating preg- 
nancy as a disease, even the most broad- 
minded of them tell me that pregnancy 
is, after all, a normal function of the 
organism. Certainly it is a function 
and, if normal means that it is shared 
by most. it is a normal function. But | 
cannot agree that it is normal in the 
sense that, like other functions, it helps 
maintain the health of the organism. 

I do not say pregnancy is a disease, 
because I am not sure what a disease is, 
nor how to define it, if not by defining 
health. But, pregnancy is a departure 
from the state of health, or an abnormal 
state of the body as a whole, which 
manifests itself subjectively by abnor- 
mal sensations essentially unpleasant, 
worrying, or painful. 

Certainly many women, from the 
beginning of pregnancy, have a series 
of abnormal sensations or symptoms 
that are essentially unpleasant, worry- 
ing, or painful. To enumerate a few: 
nausea, vomiting, sleepiness, fatigue, 
constipation, shortness of breath, striae 
gravidarum, edema, and backache. A 
climax is reached at delivery, with all 
the pains, bleeding, and tears that ac- 
company it. Later, complications such 
as prolapse, cystocele, and rectocele 
may occur. 

I have not included the specific 
complications of pregnancy, such as 
miscarriage, placenta praevia, abruptio 
plancentae, toxemia, the multiple 
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delivery by cesarean section, nor post- 
partum psychosis. Also, the more nu- 
merous the pregnancies, the greater 
the risk to the health of the mother. 
Maternal deaths directly related to 
multiparity would be greatly reduced 
if contraceptive methods were used. 


Sterilization difficult to achieve 

When a woman does not want any 
more children and asks for a means to 
put an end to her child-bearing cap- 
acities, she has little chance of obtain- 
ing it. Elective sterilization is done in 
only a few Canadian hospitals. This 
means that surgical sterilization of 
females has generally been limited to 
those cases where pregnancy would 
threaten the health of the mother. 
Hence, real, effective sterilization barely 
exists. 

Some hospitals apply the rule of 120, 
which is the number one must arrive 
at before permitting sterilization. This 
is the age of the mother multiplied by 
the number of her children. Thus, a 
woman of 20 must have six children, 
and one of 30 must have four, before 
being eligible for sterilization. This 
formula is little more than an attempt 
to avoid basing a decision on individual 
factors in a given patient. This seems 
ridiculous when we are reaching the 
conviction that our population growth 
should be zero! 


Conclusion 

A good gynecologist, consulted about 
a patient who, without any known pa- 
thology, had had nine successive mis- 
carriages, more complicated each time 
and needing more and more blood 
transfusions, refused to sterilize her. 
To those who objected because of the 
dangers incurred by the patient, he 
answered: “What can we do? This is 
the destiny of women.” This attitude of 
resignation is contrary to medicine’s 
reason for existence, which is to help 
people fight an_ ill-fated biological 
destiny. 

We have a commitment to see that 
every woman who ventures into preg- 
nancy does so of her own free will, 
with a realistic knowledge of the dan- 
gers inherent in the situation, and with 
the possibility of defending herself 
against them, so that every birth be- 
comes a desired and happy event. 
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University 


of Alberta 


The University of Alberta school of 
nursing is located in Edmonton on a 
154-acre site on the bank of the North 
Saskatchewan River, within the uni- 
versity’s health sciences complex. 

The school offers a four-year inte- 
grated baccalaureate program for high 
school graduates, leading to the bache- 
lor of science in nursing degree, and a 
two-year baccalaureate program for 

_ registered nurses. 
Admission requirements for the 
_ degree programs include Alberta senior 


_ matriculation or equivalent with a 60 


percent average in five required sub- 
jects, although a 65 percent average is 
required for admission to the basic 
‘program. Registered nurses must be 
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University schools 
nursing in Canada 


1 a 


Each of Canada’s twenty-two university schools of nursing describes the 
programs to be offered in the fall of 1973. 


graduates of approved diploma schools 
of nursing and eligible for registration 
in Alberta. Because of the need to limit 
enrollment in the degree programs, 
preference is given to Alberta high 
school graduates and registered nurses 
working in the province. Applications 
for admission should be made before 
May each year. 

The certificate program in advanced 
practical ‘obstetrics, equivalent to Part I 
midwifery, is designed to give advanced 
preparation to registered nurses who 
work in obstetrical units of hospitals 
or in outlying areas where medical 
services are limited. 

A two-year program leading to the 
degree of master of nursing, with a 
major in nursing in acute illness, is 
planned for September 1973. A two- 
year program leading to the degree of 
master of health services administra- 
tion, with a major in nursing service 
administration, is offered by the division 
of health services administration. This 
program is designed to prepare nurses 
for senior administrative positions, 
and details may be obtained from the 
director, division of health services 
administration, University of Alberta. 
Academic admission requirements for 
the master’s degree programs are a 
baccalaureate degree in nursing with at 
least a 65 rcent average in the 
academic work of the last two years of 
the bachelor’s program. 

For complete information about 
nursing programs, individuals should 
write to Ruth E. McClure, Director, 
School of Nursing, University of 
Alberta, Edmonton, Alberta. 
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University of 
British Columbia 


The school of nursing, an integral part 
of the university’s developing health 
sciences centre, is located in Greater 
Vancouver. It offers an integrated 
baccalaureate degree program for 
qualified high school graduates and for 
registered nurses eligible for admission 
to the university. The school also offers 
a program leading to a master’s degree 
in nursing. 

The program leading to a baccalaur- 
reate degree prepares its graduates to 
work in hospitals and in the community, 
with individuals and families in any 
stage of health. 

The master’s program is designed to 
help the student develop increased 
knowledge and skills in a clinical nurs- 
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_ing area. It also provides opportunity to 
explore a functional role, such as 
administration, teaching, and research. 
__ Admission to the university requires 
- aminimum of British Columbia second- 
school graduation, or its equivalent, 
with a 65 percent average. Admission 
to the master’s program requires 
completion of a baccalaureate program 
in nursing with good academic standing. 
Consideration is given to nurses with 
baccalaureate degrees in other disci- 
plines. It is necessary that nurses be 
registered in British Columbia or 
another Canadian province. 
For further information, write to 
the Registrar, University of British 
Columbia, Vancouver 8, B.C. 


University of 
Calgary 


The University of Calgary had its ori- 
gins in 1945 and since then has grown 
rapidly to accommodate a current 
student population of about 9,000. 
Situated in the northwest section of 
the city, it is surrounded by a Rocky 
Mountain panorama. The university 
gained full autonomy in 1966. 

The school of nursing was established 
on an independent basis within the 
university administrative framework 
in 1969, and offers a four-year basic 
baccalaureate course, which commenc- 
ed September 1970. After completing 
this program, the student will be award- 
ed a bachelor of nursing degree (B.N.) 
and will be eligible to write licensure 
examinations to practice nursing in 
Canada. 

The student is enrolled in the uni- 
versity in each of the four years and 
will pursue simultaneous study in the 
humanities, sciences, and nursing in 
each of these years. Clinical experience 
is obtained in conjunctinon with several 
hospitals and community health agen- 
cies and is associated with courses in 
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nursing content each 
academic year. 

Significant features of the program 
include emphasis on the Canadian 
cultural milieu and on flexibility to 
allow for individual differences. Each 
term allows for at least one elective 
area of study, and in the final year 
there will be an opportunity for 
independent study in nursing. Inter- 
sessional periods of continuous clinical 
practice are held in the spring; how- 
ever, a minimum of two summer months 
is free of classes and clinical experience. 
Admission of postbasic students to the 
baccalaureate program is under con- 
sideration for 1974. 

The purpose of the school is to 
prepare nurses who are qualified to 
assume first-level positions in pro- 
fessional nursing. The curriculum is 
designed to prepare a generalist in 
professional nursing, rather than one 
who has received specialized prepara- 
tion in functional areas, a philosophy 
compatible with national professional 
standards. The faculty of the school 
are committed to preparing nurses to 
function in new and challenging roles 
in a variety of settings with particular 
emphasis on the role of family nurse 
practitioner. 

Students from high schools in Alberta 
are admitted on presentation of Alberta 
Grade 12 senior matriculation with an 
overall average of at least 65 percent, 
and with SO percent or equivalent 
letter grade standing in the required 
courses. Students from outside the 

rovince are evaluated on an individual 

asis. Enrollment in the school of nurs- 
ing is limited to 60. Further information 
may be obtained from the registrar's 
office. 

The Acting Director of the School 
is Dr. F. Terentiuk. 


throughout 


Dalhousie 
University 


Dalhousie Univeristy in Halifax, Nova 
Scotia, was founded in 1818. The 
Carlton campus, where the faculty of 
health professions — nursing, pharm- 
acy, physical education, and physio- 
therapy — and the faculties of med- 
icine and dentistry are situated, is in 
the southwestern section of Halifax. 
Nearby are many of the city’s health 
agencies and hospitals. 

The school of nursing was organized 
in 1949 and has developed according 
to the needs of the Atlantic region. A 
special working relationship exists with 
the Mount Saint Vincent University, 
where students may obtain a nursing 
degree while taking the nursing courses 
at Dalhousie University. 

The school of nursing offers a four- 
year baccalaureate degree, a three-year 
post-R.N. baccalaureate degree, and 
diplomas in public health nursing, nurs- 
ing service administration (last class in 
1973-74), and also the two-year diplo- 
ma in outpost nursing. 

The basic baccalaureate program 
is an integrated one with emphasis on 
assisting man to maintain optimal 
health throughout his life. Streams run 
throughout these four years and include 
the nursing specialities of medical-sur- 
gical, psychiatry, maternal-child health, 
community health, as well as those of 
nutrition and pharmacology. These 
streams are developed around certain 
basic core concepts and principles that 
progress at increasing levels of com- 
plexity in various environments and 
with people of all age groups who have 
a variety of health problems. Con- 
sequently, there is a constant interplay 
between physiological, psychological, 
and sociocultural factors that are pre- 
sent in the nursing process at every 


phase of the health maintenance, | 


restorative, and rehabilitative cycle. 
Throughout the four years, various 
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teaching modalities are used with em- 
phasis on learning at the interdisciplin- 
ary level. 

The three-year post-R.N. baccalau- 


reate program is progressively being 


integrated with the basic program, 
particularly in the last two years of each 
program. The mature student who has 
not the usual academic qualifications 
is especially considered and accepted. 

The outpost nursing program was 
originally désigned to prepare nurses 
for responsible positions in northern 
Canada. Recently, it is attracting nurses 
from more international settings. Mid- 
wifery is a part of this program. 

For further information about our 
programs, write to the Director, School 
of Nursing, Dalhousie University, 
Halifax, Nova Scotia. 


Lakehead 
University 


Lakehead University, architecturally 
blended into its natural picturesque 
surroundings, is situated centrally with- 
in the city of Thunder Bay. The cam- 
pus, because of its central location, is 
readily accessible to the varied recrea- 
tional facilities for which northern 
Ontario is famous. Being one of the 
smaller universities, with an average 
enrollment of 3,000, Lakehead Uni- 
versity can and does offer the personal 
touch to students who enter its doors. 
The university offers a wide spectrum 
of courses from which to choose, both 
at the undergraduate and graduate 
levels. 

The school of nursing, which admitt- 
ed its first students in 1966, offers two 
programs, both leading to a bachelor 
of science of nursing degree. The four- 
year generic program (basic) is design- 
ed for the high school graduate; the 
integrated three-year program (post 


_ diploma) is offered to registered nurses 
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who wish to pursue a baccalaureate 
degree. 

Admission to the school may be 
attained either by successful comple- 
tion of Ontario Grade 13 or its equiv- 
alent, or by invoking the mature stu- 
dent clause. Under this clause, residents 
of Canada 23’years of age or over, who 
have not attended postsecondary institu- 
tions for two years prior to admission, 
are considered as adult students. 
Regardless of the method of entrance 
into the school, Grade 13 chemistry 
and biology are prerequisites. 

Lakehead University upholds the 
philosophy of interdisciplinary educa- 
tion and the school of nursing cur- 
riculum reflects this approach. The 
clinical component of nursing with its 
emphasis on family-centered care at 
the baccalaureate level is reinforced 
throughout both programs. Appropriate 
field experiences within the community 
health care agencies, including the 
home, are provided. 

A brochure outlining further in- 
formation is available on request. Those 
interested in applying for either of the 
programs should direct their inquiries 
to Dr. Jane Holliday, Director and 
Professor, School of Nursing, Lakehead 
University, Thunder Bay, Ontario. 


Laurentian 
University 


Laurentian University is situated on a 
beautiful campus in Sudbury, northern 
Ontario. The school of nursing, one 
of six professional schools of the uni- 


versity, admitted its first students 
September 1967. 
Entrance requirements: Students 


from Ontario are normally expected 
to have completed a full Grade 13 arts 
and science program. A minimum of six. 
credits and an overall average of at 
least 60 percent are required, and must 
include the following subjects: English 
or frangais, chemistry and biology. 
Equivalent academic standing is requir- 
ed for students from other provinces or 
countries. 

Students study for the BScN degree; 
after passing the Ontario nurse registra- 
tion examination, they are qualified to 
practice nursing in hospitals or public 
health agencies and are prepared to 
advance professionally, without further 
formal preparation, in all nursing posi- 
tions for which a bachelor’s degree is 
preferred. Graduates of the program 
who wish to study at the master’s or 
doctoral level have a sound basis for 
advanced study. 

Approximately 50 percent of the 
curriculum consists of liberal arts and 
sciences, which are open to all students 
in the university. All nursing courses 
are under the control of the faculty of 
the school of nursing and are taught on 
campus and in local hospitals and health 
agencies. Expanding hospital, medical, 
and public health facilities ensure that 
a good variety of clinical experience is 
available. 

Faculty and students are completely 
accepted as members of the university 
community and participate fully in the 
life of the university and its varied 
activities. 

The university senate has given 
approval in principle for a post-basic 
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BScN degree for registered nurses. 
Entrance requirements for it will include 
Ontario Grade 13 English or frangais, 
and Grade 13 chemistry and biology 
with a minimum average of 60 percent. 
Equivalent academic standing will be 
required for students from other prov- 
inces or countries. 

Inquiries should be sent to: Dr. Mar- 
garet Lee, Director, School of Nursing, 
Laurentian University, Ramsey Lake 
Road, Sudbury, Ontario. 


Laval 
University 


The school of nursing of Laval Uni- 
versity was created in 1967 to develop 
and control the curricula leading to 
university degrees in nursing. Since 
1968, the school has been integrated 
with the health sciences department, 
and nursing students register for the 
same basic courses as other health 
science students. It is anticipated that 
through this initiative, students in 
various disciplines of the health field 
will be in a better position to perceive 
the similarity of their scientific and 
professional interests and will learn to 
team together at the outset of their uni- 
versity studies. 

The curriculum offered at present 
has been developed to enable students 
to reach the objectives of the first level 
of a university education. It is made up 
of two groups of subjects: the basic 
subjects related to biologic and behav- 
ioral sciences and those pertaining to 
nursing practice. 

The 96 credits of the entire cur- 
riculum are usually spread over six 
semesters to which are added four to 
six weeks of clinical practice at the 
end of the first and the second year. At 
the end of the program, students receive 
a baccalaureate in health science with 
a major in nursing science. One hundred 
and fifteen students are at present 
registered at the school. 
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Applicants to the program must 
hold a diploma of college level or the 
equivalent. They must also have had 
preadmission courses in the profile of 
biological sciences. 

Applications should be addressed to 
Service d’admission, Université Laval, 
Québec 10e. Rita Dussault is Director 
of the School of Nursing. 


The University 
of Manitoba 


The University of Manitoba, establish- 
ed in 1877, is situated on the banks of 
the Red River about seven miles from 
downtown Winnipeg. In 1929 the 663- 
acre site in Fort Garry, occupied by the 
Manitoba Agricultural College since 
1913, was chosen as the permanent site 
of the university. Courses in nursing 
were first offered in 1943. 

The present nursing program offers 
a four-year integrated course leading to 
a bachelor of nursing (B.N.) degree. 
In the first three years, the academic 
year in nursing is from September 
through June. In the final year, it is 
from September to early May. 

The bachelor’s program for registered 
nurses approximates the four-year 
curriculum, requiring about three years 
to complete. At least two full years of 
the program must be taken at the Uni- 
versity of Manitoba. 

Several institutes are also offered 
each year to meet special needs of 
nursing groups, such as supervisors and 
instructors. 

Minimum requirements for entrance 
include Manitoba Grade 12 — senior 
matriculation — and the prerequisite 
high school subjects. 

Those interested in applying should 
write for complete information on ad- 
mission requirements and courses offer- 
ed to: Dr. Helen Glass, Director, School 
of Nursing, The University of Mani- 
toba, Winnipeg, Manitoba R3T 2N2. 


McGill 
University 


The focus of all programs at the bac- 
calaureate and masters levels in the 
school of nursing, McGill University, 
is to prepare nurses for an expanding 
role in the developing health services. 
The goal is to enable the graduate to 
be an expert practitioner of nursing who 
is capable of exploring the nursing 
function in these services and thereby 
to participate actively in their develop- 
ment. The creation of new entities and 
of new structures and roles within 
traditional institutions is being actively 
pursued by faculty engaged in nursing 
in these evolving services. 

The basic baccalaureate program is 
three years in length following Quebec 
Grade XI and two years in the biologic- 
al (health) sciences stream of Quebec 
CEGEP or the university equivalent. 
High school graduates from outside the 
province and holders of the CEGEP 
collegial diploma in the nursing option 
are considered on the basis of their 
educational profile and might com- 
plete the requirements for the BSc(N) 
degree in less than five years. 

The bachelor of nursing program, 
designed for graduates of hospital 
programs in nursing, comprises two 
years of study following Quebec Grade 
XI and one additional year of general 
education in CEGEP or university. In 
both baccalaureate programs, academic 
and professional courses are integrated, 
with a focus on nursing practice in 
homes, hospitals, and other health 
agencies. 

The two-year program leading to the 
degree of master of science (applied) 
prepares the specialist in nursing who 
Is equipped to promote the develop- 
ment of nursing through research, 
education, or service. The core of the 
program focuses on the study of nurs- 
ing: examination and analysis of 
experience, and intensive investigation 
of more specific phenomena and prob- 
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lems. Students may also explore the 
rocess of learning to nurse and the 
implications for teaching and cur- 
riculum, or may be concerned more 
directly with change and development 
in nursing service and the health field. 

A one-year program leading to a 
master of nursing prepares teachers of 
nursing for the new educational pro- 
grams in Canada. Throughout the 
course and in the two-month internship, 
beginning specialists in nursing, that is, 
highly qualified graduates of four- or 
five-year basic nursing university pro- 
grams, participate in teaching nursing 
in many clinical settings. Courses in 
psychology, anthropology, sociology, 
and education assist in exploring how 
students learn to nurse and in testing 
related teaching practices. 

The Director of the School of Nurs- 
ing is Joan M. Gilchrist. 


McMaster 
University 


The school of nursing is an integral part 
of McMaster University in Hamilton, 
Ontario. Nursing students share the 
academic and educational resources, as 
well as the social and recreational fa- 
cilities, with other students. 

The school is located in the univer- 
sity health sciences centre, which houses 
a university hospital, ambulatory pa- 
tient care services, and a health sciences 
library and learning resource center, as 
well as providing extensive facilities 
for research. These resources are shared 
with the faculty of medicine and region- 
al health-care educational programs. 

The school currently administers 
two programs, the four-year under- 
ene program leading to the degree 

achelor of science in nursing (B.Sc.N.) 
and an eight-month certificate program 
for the training of family practice 
nurses. 

The baccalaureate program qualifies 
students for first-level positions in hos- 
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pital, community fields, and primary 
care settings, and prepares students for 
nurse registration under the College of 
Nurses of Ontario. The broad back- 
ground of general education offered in 
the program provides the necessary 
foundation for graduate study in nurs- 
ing. 

The study of nursing spans the four 
years of the program. From an intro- 
duction to health needs of individuals 
and families, the student is helped to 
evaluate the basic nursing needs of pa- 
tients, and in the first year has the op- 
portunity to plan and give nursing care 
in the hospital. In subsequent years, 
nursing study prepares the student to 
provide increasingly complex nursing 
care to patients and their families in 
hospital, ambulatory, and community 
settings. In all years, the theoretical 
basis for the study of nursing is general 
systems theory. 


Admission requirements are Ontario 
Grade 13 or its equivalent, with certain 
prerequisite subjects. Applications from 
students from all provinces and from 
other countries are welcomed. Year I 
enrollment is limited to 75 students. 

The family practice nurse program 
is planned to provide registered nurses 
who are working with a family physi- 
cian with the knowledge, understand- 
ing, and skills necessary to enable them 
to assume responsibilities that include 
initial assessment of a patient’s or fam- 
ily’s health problems, health teaching, 
and counseling of individuals and fam- 
ilies regarding health-related situations. 
The participation in the program of a 
physician-sponsor is required. 

Plans are now underway in the uni- 
versity to offer a program leading to 
the degree, master of health sciences 
(health care practice). This will be an 
interdisciplinary program, appropriate 
for several of the health-related pro- 
fessions. Clinical majors for nurses will 
be planned in primary care nursing and 
maternal-child nursing. A second mas- 
ter’s program to prepare health care 
researchers is now in operation. The 
latter program leads to a master of 


science (health care evaluation). 

As the number of applicants for ad- 
mission to all these programs is always 
greater than the number of vacancies, 
prospective students should apply as 
early as possible. Further information 
may be obtained from Dr. Dorothy 
Kergin, Director, School of Nursing, 
McMaster University, Hamilton, Ont. 


Memorial 
University 


Memorial University is situated in the 
lovely old city of St. John’s. It is sur- 
rounded by hills and valleys overlook- 
ing famous Signal Hill, with Cabot 
Tower standing high on a rock at the 
entrance to the harbor. 

The university school of nursing ad- 
mitted its first students to a basic, inte- 
grated baccalaureate program in Sep- 
tember 1966. 

Registered nurses who are residents 
of Newfoundland and entered hospital 
schools of nursing before 1971 can en- 
roll as mature students in the degree 
program. Nursing credits are transfer- 
able. 

The program extends over four years. 
Students are admitted after successful 
completion of the first year at Memor- 
ial. Biology and chemistry are required 
and physics is advantageous. 

Each year the students gain nursing 
experience in hospitals and agencies, 
under the direct supervision of univer- 
sity teachers. A six-week extended lab 
practice period is added in May-June 
of the first two years of the program. 

Enrollment is limited to 40 students 
in the first year to permit a workable 
student-teacher ratio and to keep within 
the limits of available clinical practice 
facilities. Male students are welcomed. 

Students from the school are elected 
as representatives to various adminis- 
trative, faculty, and student commit- 
tees and organizations of the university. 

Applications should be made to the 
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of the university. Further 
nfor ation about the school can be 
btained from Director, School of Nurs- 
ng, Memorial University of Newfound- 
land, St. John’s, Newfoundland. 


University of 
Moncton 


When the University of Moncton in 
New Brunswick received its charter of 
incorporation, other French-language 
institutions for higher learning in the 
province became affiliates of the uni- 
versity. These included Collége Saint- 
Joseph, Collége Saint-Louis, and the 
College Sacré-Coeur. Degrees are grant- 
ed by the university. 

As early as 1964, the University of 
Moncton recognized the needs of New 
Brunswick’s French-speaking nurses 
in nursing education. With the encour- 
agement of the New Brunswick Asso- 
ciation of Registered Nurses, Jacqueline 
Bouchard was appointed to organize 
and direct the university’s Ecole des 
sciences infirmiéres. This school has 
the same academic status as other fac- 
ulties and schools within the institution. 
The director is a member of the aca- 
demic senate. 

In 1965, a four-year program of 
studies leading to a degree in nursing 
science was inaugurated. Applicants 
must have completed Grade 12 or 
equivalent from another province, and 
must have 50 percent in each of five 
specific examinations set by the New 
Brunswick department of education. 
Students receive intensive clinical expe- 
rience during the summer months of 
the first three years in addition to two 
clinical days during each week of the 
second, third, and fourth academic 
year. The school maintains complete 
control over the program. Agreements 
have been reached between the univer- 
sity and certain agencies and hospitals 
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in the area and outside to provide 
facilities for clinical practice. 

In 1966, a three-year program that 
provides for completion of studies at 
the baccalaureate level was begun. Ap- 
plicants must be graduates from approv- 
ed schools of nursing and be registered 
nurses. Courses in psychiatry and public 
health are requisites for the degree. 
However, they must be completed out- 
side the regular academic program, 
which combines general and _ profes- 
sional learning. A reorientation of this 
program is now being contemplated. 


University of 
Montreal 


The faculty of nursing of the Univer- 
sity of Montreal was founded in 1962. 
Marguerite d’Youville Institute, found- 
ed in 1934 as a college of nursing 
affiliated to the University of Montreal, 
was integrated in the faculty of nursing 
in 1967. The school for public health 
nursing, which was at first a part of 
the school of hygiene and public health, 
had been previously integrated in the 
faculty in 1964. At the time of integra- 
tion, this latter program, as well as the 
certificate programs of L’institut Mar- 
guerite d’Youville, were ended and only 
the baccalaureate and masters’ pro- 
grams were continued. In May 1973, 
the special baccalaureate program for 
graduate nurses will be terminated; 
1,385 nurses will have benefited from 
It. 

In September 1973 the following 
programs will be offered: B.Sc. (Nurs- 
ing); and master’s in nursing education, 
administration in nursing services, psy- 
chiatric nursing, and medical and sur- 
gical nursing. 

Admission to the baccalaureate pro- 
gram requires a CEGEP diploma with 
option in the biological sciences as re- 
quired for all health disciplines. Admis- 
sions have been raised to 100 for the 


first year; the baccalaureate program is 
three years. 

For graduate nurses who can comply 
with the admission requirements, there 
will be flexibility in the program, taking 
into account their former preparation 
and experience, and their adult status. 

Applicants to the master’s program 
must have a baccalaureate degree in 
nursing or its equivalent. The program 
covers two academic years and requires 
a thesis. Admissions to each option of 
the program are limited to eight candi- 
dates. 

The faculty of nursing with the co- 
operation of the department of continu- 
ing education also offers a one-year 
program in community nursing leading 
to a certificate issued by this depart- 
ment. 

The faculty of nursing in cooperation 
with the Canadian Nurses’ Association 
and the Canadian Hospital Association 
supervises the French-language section 
of the course in nursing unit adminis- 
tration. A certificate signed by the two 
sponsoring bodies is awarded when 
studies are completed. 

The faculty also assists in preparing 
French-speaking personnel for service 
in countries that receive assistance from 
CIDA. 

Dr. Alice Girard is Dean of the Fac- 
ulty of Nursing. 
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~ Mount Saint 
_ Vincent University 


Mount Saint Vincent University in 
- Nova Scotia is the only independent 

women’s university in Canada. It is a 

Catholic institution for higher educa- 

tion, conducted by the Sisters of Char- 

ai Located in Rockingham, about a 

20-minute drive from downtown Hali- 

fax, the campus overlooks Bedford 

Basin. The university is growing rapid- 

ly. Among the most recently completed 

buildings are a tower residence and a 

student union building, an academic 

center and auditorium, and five town- 
house residences. 

The basic nursing program is a four- 

year, integrated program leading to a 
bachelor of science in nursing degree. 
Under a new agreement with Dalhousie 
University, nursing courses are central- 
ized at Dalhousie, with students taking 
arts and science courses at Mount Saint 
Vincent. The course includes three 
summer sessions. Hospital practice is 
given in Halifax hospitals and health 
agencies under direct supervision of the 
university nursing faculty. 

A degree program is also open to 
registered nurses who have completed 
one-year university certificate courses 
in a nursing specialty. Nurses in this 
program must complete 10 courses in 
science and liberal arts subjects. This 
program, instituted to meet a pressing 
need for nurses with degrees in admin- 
istrative and teaching positions in Nova 
Scotia, will be offered for a limited 
time. Deadline for admission to this 
program is September 1973; deadline 
for completion is August 1975. Grad- 
uate nurses who are interested in con- 
tinuing their studies after this time will 
be considered on an individual basis. 
No certificate courses are available. 

Admission to the basic four-year 
‘integrated program requires a Nova 
Scotia Grade 12 high school pass 

rtificate in the university preparatory 
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program, or its equivalent. Married 
women may apply, and although the 
university is primarily for women, men 
may apply. About 20 students are ad- 
mitted to each new class. Interested 
candidates should write to the Admis- 
sions Office, Mount Saint Vincent 
University, Halifax, Nova Scotia. 


University of 
New Brunswick 


The University of New Brunswick, one 
of Canada’s oldest universities, is situat- 
ed on a hillside overlooking the Saint 
John River. The school of nursing was 
established in 1958 and the first stu- 
dents enrolled a year later. In 1969 the 
school became the faculty of nursing 
and now occupies a new building named 
Katherine MacLaggan Hall. 

Two programs are offered: a four- 
year basic degree program and a three- 
year program for registered nurses. 
Both programs, which lead to a bachelor 
of nursing degree, are generic, without 
specialization; both include public 
health nursing integrated within the 
professional content, and courses in 


general education in the faculties of 


arts and science. 

The basic degree program extends 
from mid-September until approxi- 
mately the end of June. The theory and 
practice of nursing are arranged con- 
currently and sequentially throughout 
the four years in community agencies 
and hospitals. An eight-week period of 
concentrated practice is arranged during 
May and June at the conclusion of the 
first, second, and third years. 

The program for registered nurses 
is given during the academic year. The 
courses in nursing, including public 
health, are arranged sequentially during 
the three years. Observations and prac- 
tice are planned at appropriate points 
in conjunction with the nursing theory. 
Psychiatric nursing is arranged for stu- 


2 


dents who have not previously had such ~ 


experience. Required and elective 
courses offered during summer school 
or in the extension department may be 
taken after consultation with the dean 
of the faculty of nursing. The final year 
must be spent in full-time study on the 
Fredericton campus. 

Entrance requirements for applicants 
to the basic degree program include a 
70 percent average on New Brunswick 
departmental examinations in six sub- 
jects, and for the registered nurses, at 
least a 60 percent average is required. 
SACU tests are required for applicants 
leaving secondary school after 1970. 
Male and female, married and single 
applicants are given equal considera- 
tion. 

Further information may be obtain- 
ed by writing to the Dean, Faculty of 
Nursing, University of New Brunswick, 
Fredericton, N.B. 
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University of 
Ottawa 


The University of Ottawa, first incor- 
porated as the College of Bytown 
(1848) and later as the College of Otta- 
wa (1861), was granted a royal charter 
as a university one year before Confed- 
eration. Founded by the Oblate Fathers 
and administered by them for over a 
century, it became a provincially-assist- 
ed university, administered by a board 
of governors, on July 1, 1965. 

September 1973 marks the fortieth 
anniversary of the opening of its school 
of nursing, which, until 1961, offered a 
three-year bilingual diploma program 
in nursing. 

Certificate and baccalaureate pro- 
grams in nursing education and in 
public health nursing were first offered 
to registered nurses in 1943. The 
certificate programs were discontinued 
at the end of the 1970-1971 academic 
year, and candidates for these degrees 
must complete their requirements prior 
to October 1973. 

In 1961 the school established a 
basic four-year integrated degree pro- 
gram leading to a bachelor of science 
in nursing. Its graduates are prepared 
for first-level positions in hospitals and 
community health agencies, and for 
advancement to positions requiring 
administrative skills. 

A three-year degree program for 
registered nurses admitted its first stu- 
dents in 1971. It is designed to broaden 
the student’s concepts of nursing, in- 
crease clinical competency, and develop 
leadership ability. The courses of the 
first year of the program may be taken 
on a part-time basis, and transfer of 
credit may be granted for equivalent 
courses taken in another university. 
During the final two years, candidates 
for the degree must be registered as 
full-time students in this school of nurs- 
ing. 

30 THE CANADIAN NURSE 


The academic admission requirement 
to both B.Sc.N. programs is Ontario 
Grade 13, or equivalent, standing in 
English or French, chemistry, biology, 
and at least two other acceptable sub- 
jects for a minimum of six credits and 
an overall average of at least 60 per- 
cent. Special provision may be made 
for mature applicants, those who are at 
least 23 years of age, but to be eligible 
for admission such applicants must 
have obtained standing in the language 
and two science subjects. 

At present, nursing subjects in both 
programs are taught in English with 
opinions for written work in French. 
Most courses in arts, humanities, and 
sciences are taught in both languages; 
nursing students follow these with the 
students in other faculties. 

Following the recent appointment of 
a coordinator of continuing education, 
the school plans to make nursing 
courses available through university 
extension, to conduct workshops and 
seminars, and to offer short programs 
in clinical and functional areas of nurs- 
ing. 

% olande Fournier is Dean of the 
School of Nursing. 


Queen’s 
University 


Queen’s University school of nursing 
in Kingston, Ontario, offers an inte- 
grated curriculum for basic students 
leading to a bachelor of nursing science 
degree. Admission to a separate pro- 
gram for graduate nurses has been dis- 
continued. 

Students in nursing study basic 
sciences and humanities with students 
from other faculties in the university. 
They have representation on the uni- 
versity senate and in the Alma Mater 
Society. 

The school of nursing, utilizing the 


resources of the university and commu- 


nity, offers learning experiences and 
guidance to enable qualified students to 
design, implement, and evaluate nurs- 
ing action based on a scientific ration- 
ale; to become active participants in 
the health team; and to become involved 
citizens in a democratic society. The 
nursing courses focus on nursing and 
health needs of people in the commu- 
nity, as well as in an agency setting. 
The curriculum provides a flexible 
approach to learning that enables stu- 
dents to observe and participate in the 
health care of an individual or family. 

Graduates should be capable of es- 
tablishing collaborative ralationships 
with other members of the health team; 
developing relationships with patients 
and families that enable them to achieve 
their maximum health potential and 
respect their right to self-determination 
and independence. They should have 
beginning skill in assessing the capacity 
of nursing colleagues and in providing 
guidance to aid them in achieving their 
maximum potential in giving care to 
patients. 

Admission requirements are a mini- 
mum of 60 percent in a full year of 
academic work in Grade 13 or equiva- 
lent, including chemistry and mathe- 
matics. Personal interviews are highly 
desirable. The current enrollment is 
165 full-time students. 

Dr. Jean Hill is Dean of the School 
of Nursing. 
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_ Saskatchewan 


The University of Saskatchewan has 
two campuses, one in Saskatoon and 
one in Regina. The school of nursing 
is on the Saskatoon campus, a 3,200- 
acre site on the bank of the South 
Saskatchewan River. 

The baccalaureate program (B.S.N.) 
for high school graduates is a four-year, 
integrated course. Clinical experience 
is provided in University Hospital and 
in various branches of community health 
agencies in the city and province. Grad- 
uates are prepared for first-level posi- 
tions in hospitals and public health 
agencies. 

The baccalaureate program for regis- 
tered nurses requires the equivalent of 
three academic years above the R.N. 
At least one year, the final one, must be 
spent in full-time study on campus, but 
part-time study, summer sessions, night 
classes, and correspondence courses 
permit graduates to plan according to 
their own work and personal require- 
ments. The program is nonspecialized, 
although some choice in clinical em- 
phasis is possible. This program also 
prepares the graduates for first-level 
positions in public health nursing. 

One-year diploma courses for regis- 
tered nurses are not likely to be offered 
after the 1972-1973 session. 

Entrance requirements are based on 
Saskatchewan Grade 12 — senior ma- 
triculation — or its equivalent. Specific 
high school subjects are also required. 
__ The school admits about 100 students 
_ yearly to the degree courses. Admis- 

sions include men and married women. 

Nonmatriculated adults who are Sas- 

katchewan residents are also considered 

under special admission if requested. 
_ Students in the school of nursing partic- 
ipate actively in campus life and may 
live in university residences. 
_ Students should enquire about ad- 
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mission and complete application forms 
as early as possible in the year. 

Complete information concerning 
these programs can be obtained by 
writing to Dr. Lucy Willis, Director, 
School of Nursing, University of Sas- 
katchewan, Saskatoon, Saskatchewan, 
S7N OWO 


St. Francis Xavier 
University 


Founded in 1853, St. Francis Xavier 
University in Nova Scotia received its 
charter in 1866. The 28 university 
buildings are situated in a 200-acre 
campus near the town of Antigonish. 

Through an agreement with St. Mar- 
tha’s Hospital, the university has award- 
ed degrees to nurses since 1926. How- 
ever, the department of nursing was 
officially established within the faculty 
of science of the university in 1966. 

The department of nursing offers to 
qualified high school graduates and 
registered nurses a program leading to 
the degree of bachelor of science in 
nursing. The program is four years, 
with a minimum of two intersessions, 
usually scheduled in May and June fol- 
lowing the first and second years of the 
program. 

Entrance requirements include credit 
in each of the following Grade 12 
courses: English, history, mathematics, 
chemistry; one of biology, physics, 
another science or a modern language. 
Graduates of diploma programs may 
obtain credit in courses in which they 
can demonstrate knowledge and/or 
skills in keeping with the objectives of 
the nursing program at this university. 
The method for determining the stu- 
dent’s eligibility for credit will be decid- 
ed by the university. 

The central focus of the nursing 
curriculum is the human person ap- 
proached from the perspective of a 


theocentric humanism. Human health, 
as the core value of the curriculum, is 
integrated throughout all clinical — 
courses. Clinical courses provide a 
background of content and experience 
in family contact, community agencies, 
and institutional clinical settings to 
broaden the student’s appreciation of 
the dignity of man, the value of human 
life, and to assist her to acquire the 
conviction that nursing practice is a 
personal service to man in need. In 
keeping with these values, the nursing 
curriculum is designed to provide learn- 
ing experiences that will promote the 
personal development of the student 
and enable her to acquire the cognitive, 
affective, and psychomotor skills nec- 
essary for the practice of professional 
nursing. 

The department admits 20 to 25 
students per year. 

The chairman of the department of 
nursing is Sister M. Simone Roach, 
Ph.D. For information write to the Reg- 
istrar, St. Francis Xavier University, 
Antigonish, Nova Scotia. 
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University of 
Toronto 


Founded in 1920, the University of 
Toronto school of nursing was first to 
offer a basic integrated course in which 
humanities and sciences were related to 
nursing throughout the course. In 1946 
the university first granted its degree to 
nurses. 

In the basic degree course, content 
in the humanities, social, and biological 
sciences is given throughout the course, 
concurrently with the nursing subjects. 
Nursing is taught around a central core, 
with concurrent clinical applications in 
hospitals and health agencies. The pro- 
gram is four years, or 34 months, and 
leads to a bachelor of science in nurs- 
ing degree. 

Graduate nurses can also enroll for 
a degree course. The same academic 
principles are applied in a program 
that consists of three academic years 
for graduates of diploma schools of 
nursing. The first and second years can 
be taken through the division of univer- 
sity extension. 

All degree candidates are prepared 
for public health nursing, teaching, and 
supervision. 

Ontario Grade 13, with certain pre- 
requisite subjects, is required for ad- 
mission. However, the admission stand- 
ards are continually under revision and 
applicants should write directly to the 
university for information. Special 
consideration is given to mature appli- 
cants— over 24 years—who may 
not have had Grade 13 or who have not 
taken the required high school subjects. 

In addition to the undergraduate 
courses, the school offers a graduate 
course leading to a master of science 
in nursing degree. The program is 
designed to prepare nurses as clinical 
specialists. Options are available for 
those interested in teaching or super- 
vision. Each candidate’s program is 
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individually planned in consultation 
with a faculty adviser, and considera- 
tion is given to the individual’s inter- 
ests, potential, and professional goals. 

Applicants for the graduate program 
are considered for admission if they 
meet the general regulations for admis- 
sion to graduate studies as outlined by 
the University of Toronto school of 
graduate studies, hold a B.Sc.N. degree 
of the University of Toronto, or an 
equivalent degree, and have obtained 
at least second-class standing in each of 
the final two years. 

The school offers a certificate course 
in public health nursing. 

The school was officially designated 
the Faculty of Nursing in 1972, and 
M. Kathleen King is Dean of the Fac- 
ulty. 
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The University of 
Western Ontario 


The faculty of nursing, The University 
of Western Ontario, is an integral part 
of the team of health sciences faculties 
that work in increasingly close coopera- 
ion to plan education for all health 
professionals at Western. Other health 
educational programs include medicine, 
dentistry, communication disorders, 
occupational therapy, and _ physical 
therapy. 

The health sciences complex includes 
not only the above faculties, but a well- 
known cancer research center and a 
university hospital. The latter, opened 
in October 1972, adds a vital new di- 
mension, offering a readily accessible 
and highly specialized clinical field. 
Other teaching hospitals associated 
with the university and health agencies 
in the community are used for student 
clinical experience in the nursing pro- 
grams. 

There are currently two programs 
leading to the B.Sc.N. degree and two 
programs leading to the M.Sc.N. de- 
gree. Graduates of Grade 13 with ac- 
ceptable standing in certain required 
subjects enter the four-year basic nurs- 
ing program. Registered nurses, meet- 
ing specific requirements, enter the 
three-year baccalaureate program for 
registered nurses. There is special pro- 
vision for admission of mature appli- 
cants, 23 years of age and over. Rec- 
ognition is given to the background 
nursing education and experience that 
the registered nurse brings to her uni- 
versity education. 

The purpose of both baccalaureate 
programs is to prepare professional 
nurse practitioners who: are capable of 
assuming beginning professional re- 
sponsibilities in hospitals and other 
health agencies; are capable of using 
further experience to proceed to the 
assumption of greater responsibility in 
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the practice of nursing; and have a 
sound educational foundation for pro- 


ceeding to graduate studies preparing 
clinical specialists, teachers, adminis- 
trators, consultants and researchers. 
All B.Sc.N. students are prepared to 

ractice nursing wherever it is needed 
in the community. 

The two programs leading to the 
MSc.N. degree include, respectively, 
a major in administration and a major 
in teaching. Students entering either 

rogram must have an overall B stand- 
ing in their baccalaureate program. 
There are specific entrance require- 
ments for each graduate program. The 
major in administration offers special- 
ization in one of the three following 
areas: hospital nursing service, public 
health nursing service, nursing educa- 
tion. The major in education is intend- 
ed for both beginning and experienced 
teachers. 

The purpose of graduate education 
in nursing is to prepare graduates to 
assume senior responsibilities in nurs- 
ing and to exert wise leadership within 
the profession of nursing. The programs 
take into consideration studies satisfac- 
torily completed in undergraduate pro- 
grams and are designed to build upon 
the individual’s background of educa- 
tion and experience and, where pos- 
sible, to prepare for individually anti- 
cipated responsibilities on graduation. 

For particular details relevant to ad- 
mission requirements and programs, 
write to: Dean R. Catherine Aiken, 
Faculty of Nursing, The University of 
Western Ontario, 1151 Richmond St., 
London, Ontario, N6A 3K7. For 
courses in continuing education offered 
through the summer school and exten- 
sion department, write to its director, 
Angela M. Armitt. 


University of 
Windsor 


The University of Windsor is situated 
in Windsor on a large campus border- 
ing the Detroit River. Residences are 
available for students who want to live 
on campus. 

In 1955 the department of nursing 
was created within the faculty of arts 
and science, and in 1962 it became a 
separate school. From 1957 to 1967, 
the school offered a nonintegrated pro- 
gram leading to a baccalaureate degree 
in which the first and final years were 
taken at the university. This has now 
been replaced with a four-year, inte- 
grated, basic baccalaureate program 
that began in September 1968. 

The school of nursing presently has 
three different types of programs. First, 
it offers a four-year basic program for 
high school graduates, leading to the 
bachelor of science honors degree in 
nursing. This program includes science, 
arts, and concurrent and yearly terminal 
clinical practice. The program prepares 
the graduate for the general practice of 
nursing in hospitals and health agen- 
cies, for team leadership positions, for 
junior-level teaching positions, and to 
write the nurse registration examina- 
tions. 

Second, the school offers a bacca- 
laureate degree program for registered 
nurses who meet university admission 
requirements, of three academic years 
or of a shorter duration if courses are 
taken during summer sessions as well. 
This program includes preparation for 
the general practice of public health 
nursing and introduces the student to 
the basic principles of teaching and 
administration. Students may take sev- 
eral of the required courses through the 
division of extension. 

The school also offers a diploma 
program of one academic year in pub- 
lic health nursing for RNs. 
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Admission requirements for all pro- 
grams are Ontario Grade 13 or the 
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year or equivalent, and must include 
among other credits English, biology, 
and chemistry. Registered nurses must 
be currently registered in a province of 
Canada. RNs seeking admission under 
the maturity clause must have complet- 
ed at least biology, chemistry, and Eng- 
lish of Ontario Grade 13 level. 
Complete information on each pro- 
gram is contained in the school bro- 
chure and the university calendar. As 
the academic year begins in mid-Sep- 
tember, candidates are advised to sub- 
mit their applications several /months 
in advance and to seek a personal in- 
terview. The Director of the School of 
Nursing is Anna Gupta. g 
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Street nurses in blue jeans 
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How four young nurses provided on-the-spot health service to transient 


youth in the Vancouver area. 


Trudi Ruiterman, R.N., B.N., and 
Gayle Biette, R.N., B.N. 


Young people who are transient or part 
of the counterculture in Vancouver 
share common health problems: non- 
medical drug use; unwanted pregnancy; 
various communicable diseases, includ- 
ing venereal disease; and psychological 
adjustments to an alienated way of life. 
However, they often do not seek or ob- 
tain health care. 

This led to the establishment of the 
“youth services project,” a joint pro- 
gram between British Columbia’s health 
department division of venereal disease 
control and the Vancouver health de- 
partment. For the past two years, four 
nurses have provided a primary health 
service for these youth. 

The “street nurses,” as we became 
known, were required to have a bache- 
lor of nursing degree; be young (under 
25 years to eliminate the generation 
gap); married (to provide stability lack- 
ing in the work situation); nonjudg- 
mental; and flexible. 

We found that our attitude was the 
most important factor. How we felt 
about the kids and their life situation 


The authors were public health nurses be- 
fore they became “Street Nurses in Blue 
Jeans.” Ms. Biette recently moved from 
Vancouver to Toronto. Ms. Ruiterman is 
now working with the B.C. division of 
VD control in another capacity. 


was communicated nonverbally, thus 
determining the effectiveness of our 
care. 


Street work and other services 

Four areas of Vancouver attracted 
the kids: West End, East End, Fourth 
Avenue, and Gastown.* We each be- 
came responsible for one area, frequent- 
ing the places where the kids congre- 
gated. The communes, head _ houses, 
hostels, restaurants, pubs, parks, beach- 
es, rooming houses, and street corners 
became our “district.” 

Both our dress and hours were casual 


* West End: high density, high-rise apart- 
ment, and commercial area that merges 
with downtown Vancouver. Young people 
live in many of the older low-rental houses 
situated between apartment blocks. East 
End: large, multicultural, lower middle- 
class residential area. Available low- 
rental housing and anonymity attract 
youth from Fourth Avenue, West End, 
and Gastown. Fourth Avenue: Vancou- 
ver’s original hippie area, with many 
communal houses and commercial outlets 


for young people. Gastown: revitalized — 


waterfront area of Vancouver. Many — 


small shops and restaurants make it a_ 


popular tourist ake tee Pepin a 


conglomeration of hippies, yo! 
drug users and dealers and | 


f 
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The “street nurses in blue jeans.” Left to right: Sue Johnson, Dianne Symonds, Gayle Biette, and Trudi Ruiterman. 
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ate the lifestyle of the 

. ing blue jeans and packing 
ede shoulder bag containing health 
1ation and medication, we be- 
king resource centers. We 
ourselves with “Hi! I’m the 


around here. How are you 


et contact led to contact with 
‘ids in the communal houses. Frequent 
visits made our faces familiar and en- 
_abled us to keep pace with the mobility 
_of the kids. 
_ Our on-the-spot service was based 
on the health needs of the kids. These 
included contraceptive information and 
birth control pills, treatment for various 
communicable skin diseases, prophy- 
lactic medication for “the dose,” ** 
and advice on upper respiratory infec- 
tions. Health education and counseling 
were part of every contact. 

As well as street work, each nurse 
provided services through evening clin- 
ics, at the free clinics, health units; and 
hostels. We worked closely with the 
free clinics and with the outpatient 
departments of two general hospitals, 
often referring kids to them following 
our initial assessment. 

Health problems varied from group 
to group. The transients traveling dur- 
ing the summer months developed in- 
fections resulting from close person-to- 
person contact. Lice, scabies, ringworm, 
and colds were common. Immediate 
assessment, followed by treatment at 
hostels or crash pads, and the travelers 
were on their way. 

As well as eliminating the need to 
use expensive hospital outpatient facil- 
ities, these visits led to lively discus- 
sions about the kids’ concerns: vitamins, 
health foods, drugs (medical and non- 
medical), philosophy of life, and sexu- 
ality. Girls, in particular, had questions 
about their bodies, their morals, their 
personal hygiene, vaginal infections, 
contraception, and venereal disease. 

Counterculture youth in a communal 
setting continually exposed themselves 
to the “germs of hospitality.” Crashers 
were welcome, but they often inadvert- 
ently introduced infections into the 
house. Three common culprits were 


** A glossary of terms used in this article 
appears on page 37. 
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the streptococcal sore throat, infectious 
hepatitis, and gastroenteritis. As well 
as taking bacteriological cultures and 
arranging for treatment, the street 
nurse rapped with the kids about con- 
trol of these diseases in relation to their 
life-style. 

The drug user and the year-round 
transient suffered more from poor 
nutrition, dental disease, chronic skin 
infections, serum and infectious hepa- 
titis, and gonorrhea. Health is a low 
priority when you need a fix, are look- 
ing for a trick, or are panhandling for 
your first meal in three days. This was 
the most difficult group to work with, 
because our care could treat only the 
symptom, not the cause. 


Reflections of blue jeans nurses 

We entered the youth culture with 
middle-class ideals of work, health, and 
self-improvement. We had already made 
our decisions regarding marriage, occu- 
pation, sexual values, and future goals 
but were young enough to identify with 
the emotional struggles of the kids. 
Many of them were not only grappling 
for an identity, but were also forced to 
make decisions based on a moral code 
foreign to their background and under- 
standing. 

We had our values; so did the kids. 
Looking back, we were amazingly 
straight, yet the kids seemed to accept 
us aS we were. The key? We were 
straight, but bendable. 

We realized many situations would 
not change. A hospital would remain 
impersonal and efficient. Kids who 
have a low self-image would react with 
outbursts of profanity, rudeness, and 
an energetic desire to become one of 
the gang. Prostitution, drug abuse, and 
permissive sex mores remained cold 
hard facts. We had to adapt our priori- 
ties to those of the kids, as each had 
already chosen his own particular life- 
style. 

Carol, at age 16, was a hustler and a 
speed freak. She could not afford to 
become pregnant or contract gonorrhea, 
but had never considered herself at risk 
for either. Her priority was to earn 
bread to support her habit; ours became 
to prevent infection and pregnancy. 


Skinny Billy suffered from both 
speed sores and bleeding gums, two 
conditions he knew were the dirgct 


results of heavy speed use. We were 
able to provide minimal antibiotic 
treatment and advice to prevent second- 
ary infection. But the decision to kick 
the habit was up to him. 

Eddie, on another bummer, had been 
pitching back and forth for the past five 
hours. He refused to go to emergency 
because he was there three nights ago 
and was told never to come back. After 
consulting the House,t we gave Eddie 
some Valium (diazepam), which we 
presumed would be hyped. Fifteen 
minutes later, Eddie emerged an incred- 
ibly sober boy. However, when we left 
him we did not experience the satisfy- 
ing feeling that comes from a job well 
done but, rather, a feeling of dissatis- 
faction from a job ambivalently done. 

Counterculture had its values, so did 
traditional culture. We who have been 
trained in the health field often fall 
into the trap of judging people by their 
cleanliness and appearance. Conse- 
quently, - health workers were often 
hostile toward youth who arrived in 
bare feet and no underwear. They did 
not look past the drug problem or the 
lifestyle of a dude or chick who sought 
assistance for a specific medical con- 
dition. 

When these kids were eventually 
seen, the health workers’ expectations 
for home care and return appointments 
were usually unrealistic. “Keep warm, 
eat well, and get lots of rest” was in- 
comprehensible to a transient on the 
road without any bread. A return ap- 
pointment for next week would be for- 
gotten if there were better things to do. 
As far as the transient was concerned, 
the whole health trip was a hassle. For 
the health worker, young people were 
malingerers. 

There was a credibility gap between 
the two cultures.‘To be effective, we 
had to reconcile both the “live today” 
attitude of the young people and the 
indifferent, sometimes hostile, attitude 
of middle-class health workers. Inevi- 
tably we found ourselves as buffers 
between the kids and the “establish- 
ment.” A referral from us to an outpa- 
tient department often lent credibility 
to a transient’s desire for medical at- 


+ The House —a drop-in center for soft 
drug users, run by both medical and 
paramedical personnel and by volunteers. — 
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Glossary : 

To express the vibrance and the crea- 
tivity of youth, we chose to incorporate 
everyday adolescent jargon. A_ brief 
glossary has been provided to explain 
these various terms. The language of 
youth, although picturesque, often 
means exactly what it says. 
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bread: money 
bummer: bad experience 
chick: girl 
— crash pad: a place where one can 
af sleep, usually the home 
4. of a recent acquaintance 
dose: gonorrhea 
dude: a fellow 
fix: an intravenous injection 
hassle: a mix-up, a bothersome 


experience 

a house where young 
people live, or more 
often a house where 
young people who use 
drugs congregate 


head house: 


heavy: deeply involved, an 
emotional experience 

hustler: a young prostitute 

hyped: injected intravenously 


kick the habit: break the drug habit 


panhandle: ask for money on the 
street 

rapped: discussed 

speed freak: one who likes to use 
stimulants, especially 


the amphetamines 

superimposed skin in- 
fection as a result of the 
user scratching areas 
where speed has collect- 
ed subcutaneously; ir- 


speed sores: 


ritating, impetigo-like 

straight: middle class 

trick: sexual relations for the 
purpose of earning 
money 

trip: an experience a person 


has while under the in- 
fluence of a drug, espe- 
cially LSD 


tention. Interpretation and modification 
of home care instructions by us enabled 
the transient to see the logic behind 
them. 

Not only were we instrumental in 
these situations, but we also acted as 
buffers between parents and their chil- 
dren. Sandy was a 15-year-old runaway 
from the U.S.A. Her family had some- 
how heard of our program and asked 
us to find her. They wanted to know if 
she was alright. But Sandy was nowhere 
to be found. 

Judy, on the other hand, had settled 
in with a group of friends. Even though 
her concerned father wanted to know 
her exact whereabouts, he accepted us 
as his go-between. Because he respect- 
ed Judy’s decision to live on her own, 
he sent clothes and letters to her, care 
of us. 


Contraception 

Contraception, a constant request, 
was never straightforward. We met 
many girls like Beth. “Listen, you're 
the nurse, aren’t you? I think | need 
some birth control pills.” “I think I 
need,” not “I need” was the subtle 
catch. Did she really want pills or did 
she want to discuss her feelings about 
sex? We often found that girls who were 
having sexual intercourse had negative 
feelings about it. Unquestionably there 
is a lot of pressure to conform. 


Beth revealed her many unresolved 
feelings about sex. She definitely did 
not want to become pregnant. Consider- 
ing her recent bout of infectious hepa- 
titis, we discussed why an intrauterine 
device (IUD) was preferable to the pill. 
She was referred to a free clinic for the 
IUD, but in the interim declined the 
antispermicidal foam because it was 
just too much trouble. 

We felt it was important to inform 
girls of all available methods of birth 
control. Many had heard about or had 
used the pill, some the IUD. The former 
was usually the method of choice. 
Many had already decided on the pill 
because it was seen as the most reliable, 
most convenient, and the least sugges- 
tive of premeditated sex. 


Why the program worked 

We arrived at three explanations as 
to why transients did not seek or obtain 
health care. First, health was definitely 


a low priority, particul: 
was on the move and bi 
there was a lack of unde 
transients and by health workers 
other’s values. To use an old 
therein lay a communication 
nally, the mobility of these young 
ple created the need for on-the-s 
services, the coup de maitré behind 
program. : : 
As primary care workers, we were 
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accepted by the kids because we were > 
at the right place, at the right time, — 
with the right service. And if we did 
not have the service, we knew where 
to get it! In other words, our contact 
and effective action had to be right 
away or not at all. 

A flexible, nonjudgmental attitude 
was our most important ally. We func- 
tioned by assessing priorities and learn- 
ed early to act on theirs, not ours. We 
respected the integrity of the kids as 
we struggled to maintain our own. Who 
we were was not as important as what 
we were — the street nurses. 2 
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Intravenous hyperalimentation provides adequate nourishment for 
nutritionally depleted patients. It prevents breakdown of body protein in a 
long-term illness and allows healing to proceed. 


Mervyn Deitel, M.D., F.R.C.S.(C), F.A.C.S. 


The treatment of most severe diseases 
of the alimentary tract is surgical. 
Consequently, malnourished patients in 
Canada are usually seen on surgical 
services. Although parenteral nutrition 
has been progressively improved each 
decade, sustained and meaningful res- 
toration of the nutritionally depleted 
patient is a goal that has eluded regular 
achievement. 

Conventional intravenous therapy 
given postoperatively is adequate to 
carry a patient temporarily, for exam- 
ple, until a postoperative ileus resolves. 
However, some weight loss occurs. 
This means that during a prolonged, 


The author, a graduate in medicine from 
the University of Toronto, is an associate 
in the department of surgery of the Uni- 
versity of Toronto, and a staff surgeon at 
St. Joseph’s Hospital, Foronto. This work 
was aided by a grant from St. Joseph’s 
Hospital (Toronto) Research Foundation 
and Abbott Laboratories, Limited. The 
author thanks the departments of phar- 
macy, laboratories, photography, and 
radiology; Tom Petsoulas, technician; 
and the bedside nurses for their invaluable 
assistance. 


complicated illness with nutritional 
depletion — major trauma, infection, 
fistulas, ileus, starvation —a_ special 
source of nutrition with adequate 
calories must be resorted to if the 
patient is to prevent breakdown of body 
protein to dangerous levels, and is to 
heal and survive.2 

Intravenous hyperalimentation an- 
swers this nutritional need. This therapy 
is the infusion, into a central vein, of 
high concentrations of glucose and 
amino acids for protein synthesis in 
nutritionally depleted patients.*4 

Isotonic solutions, such as five per- 
cent dextrose in water, exert the same 
osmotic pressure as plasma. Solutions 
infused into peripheral veins are limited 
to no more than twice isotonicity, — 
because greater concentrations rapidly 
produce phlebitis in peripheral veins. 
However, if the markedly hypertonic — 
solutions used in IV hyperalimentation 
are dripped into the intrathoracic, 
valveless, large-diameter central veins, 
the infusion is immediately diluted to — 
isotonic concentration in the large : 
volume of blood,5 enters the hea 
is ieee to the tissues: 
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neck for movement. 


mulating in the blood. Thus, the osmotic 
pressure, or osmolality, of the serum 
does not rise. 

For hyperalimentation, the basic 
requirement of the prescriptions for 
each bottle of solution is that 150 to 
200 calories must be supplied for each 
gram of nitrogen infused to enter into 
protein synthesis.§ 

Nitrogen makes up about 16 percent 
of the weight of amino acids. Thus, 1 
Gm. of nitrogen is equivalent to 6.25 
Gm. of protein; 100 Gm. of protein 
hydrolysate (amino acids) is obtained 
from hydrolysis of 76 Gm. of protein. 
The manufacturer fortifies the protein 
hydrolysates by adding certain amino 
acids to provide proper ratios of the 
different amino acids for protein syn- 
thesis. Synthetic amino acid prepara- 
tions may also be used. 

If adequate calories are not supplied 
for the body’s energy requirements at 
the same time that amino acids are 
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Figure 1: Infraclavicular route frees patient’s arms and 


infused, the amino acids themselves will 
be metabolized (deaminated and 
oxydized) for the body’s energy 
needs, instead of being used as building 
blocks for the synthesis of proteins. 
Glucose is a suitable source for this 
energy.? Since glucose in solution sup- 
plies 3.4 cal./Gm., a glucose:animo- 
acid ratio of 5:1 satisfies the above 
calorie-to-nitrogen ratio. 


Technique 

At the bedside, with the patient in 
slight Trendelenberg position with 
head low to distend the subclavian 
vein, the shaved skin is defatted with 
acetone, prepped thoroughly with 
providone-iodine, and anesthetized 
with local anesthetic. The doctor per- 
forms a percutaneous infraclavicular 
subclavian puncture, using a 2-3 ml. 
syringe with a 2” needle. When blood 
is drawn back freely, he removes the 
syringe and threads in a small plastic 


Figure 2; Sterile occlusive dressing secured at the sides 
with tincture of benzoin. 


catheter and withdraws the needle over 
the catheter. An infusion is attached. 

The infraclavicular route leaves the 
patient’s arms and neck free for move- 
ment (Fig. /). 

The catheter insertion site is covered 
with an antibiotic ointment; the catheter 
is sutured in place with 3-0 silk; a 
needle guard is applied to prevent cath- 
eter shearing, and a sterile occlusive 
dressing is secured at the sides with 
tincture of benzoin (Fig. 2). 

Strict sterile technique is mandatory 
to prevent infection, as the catheters 
may be required for 30 days, or longer, 
on one side. The catheter position must 
be confirmed by an x-ray, as in 25 per- 
cent of insertions the catheter takes 
a malposition, usually up the neck, or 
occasionally it curls up (Fig. 3).9 

In infants under five kg., a very fine 
catheter is inserted by a cutdown into 
the external or internal jugular vein. 
The catheter is threaded to the superior 
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ava and tunneled out through a 
ound in the parietal scalp, where 
may be maintained away from 
the baby’s oral and nasal secretions 
(Fig. 4).10 This procedure is done in 
_ the operating room. 


ra 

Solutions individually prescribed 

The doctor uses a duplicate order 

form for solutions — a pharmacy copy 

and a carbon chart copy. The pharmacy 

_ staff prepare the solutions in a clean 
work station in the hospital pharmacy, 
using an essentially closed transfer 
system.'''? Although our studies showea 
that this produced sterile solutions, 
preparation in a laminar-flow, filtered- 
air hood was begun a year ago. As these 
solutions are excellent culture media 
for bacteria and fungi, all additions to 
them are made in the pharmacy.'$ Spe- 
cial labels detailing contents are affixed 
to each bottle, and each bottle for any 
one patient is numbered consecutively 
to avoid errors. The bottles are stored 
in the refrigerator until used. 


is 


Care used 

Nurses take extreme care to prevent 
contamination when attaching the IV 
tubing to each bottle. A three percent 
hexachlorophene hand scrub is done, 
and the bottle top is swabbed with 70 
percent alcohol before the administra- 
tion-set spike is inserted.14 Our solu- 
tions are prepared in two-liter bot- 
tles,15,16 to reduce frequency of chang 
ing, and the chance of contamination 
during bottle changes. 

These solutions must be infused at a 
constant rate for maximum metabolic 
efficiency, and the rate of flow must 
not exceed what is ordered. Too rapid 
infusion will elevate blood glucose 
above the renal threshold, causing loss 
of glucose in the urine, accompanied 
by electrolytes and water, with resultant 
dehydration and lassitude. Should the 
solution be infused too slowly, the 

;nurse does not speed up the IV to 
“catch up.” Instead, the constant 
prescribed rate is resumed, 

A strip of tape beside the scale of 
the bottle, marked off at levels, may 
help in checking accuracy of the rate of 
flow. The calculated drops per minute 
should also be checked frequently. With 
a gravity drip, the rate varies when the 
patient changes position. Our nurses 
prefer an external-action, constant- 
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infusion Holter roller pump as it assures 
an accurate delivery rate (Fig. 5), but 
they still make sure the pump is deliver- 
ing the prescribed volume of fluid. 

The bottles are changed when 100 
cc. of solution remain. This is to ensure 
that the bottles will not run dry and 
that air will not be pumped in. Micro- 
pore membrane filters (0.22 micra) 
would prevent air embolism and block 
passage of any bacteria, but some 
workers have suggested that organisms 
may concentrate and proliferate on the 
filter and be discharged with filter 
damage.17.18 

We generally do not use filters. 
However, for infants in whom 130 cc/ 
kg/day are infused to provide 125 cal/ 
kg/day, a 0.22 micra final filter, attach- 
ed to the central catheter, and a pump 
are necessary, '?.2° because of the slow, 
almost stagnant, flow in which bacteria 
could proliferate (Fig. 4). 

Collapsible plastic bags would also 
avoid air embolism. 

An organized team, wearing masks 
and sterile gowns, and using strict asep- 
tic technique, change the dressings every 
Tuesday and Friday; or when soiled.‘ 
An IV hyperalimentation cart contains 
the necessary equipment for dressings 
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and catheter insertion.21 The nurse — 
makes sure equipment is available, 
helps the orderly progress of the pro- 
cedure, and alerts the doctor to possible 
breaks in technique. 

Meticulous care is the only way to 
assure safe, long-term use of this cath- 
eter. We have had no problems from 
changing the IV tubing only once every 
seven days, but it is changed whenever 
there is suspicion of contamination, for 
example, during changing of bottles. 
«Final removal of the catheter is done by 
the doctor.’ 

Patients are encouraged to move and 
to walk about. Optimal nutrition re- 
quires activity, otherwise protein 
catabolism and “body atrophy” result. 
To prevent the occurrence of shearing 
and catheter-embolism to the heart, 
there must be no traction on the cath- 
eter. 

These patients also require psycho- 
logical support. 

Electrolytes, blood sugar, and BUN 
are drawn every Monday, Wednesday, 
and Friday. Later, as the replacement 
is stabilized, these chemistries are 
drawn at broader intervals. Urine is 
checked for sugar four times daily, 
every six hours if possible, and coverage 


Figure 3: Arrow points to proper site of catheter tip. Dotted lines indicate catheter 
up neck. Int, J.V. (internal jugular vein), Ext. J.V. (external jugular vein), Subcla. 
V. (subclavian vein), Innomi.V. (innominate vein), S.V.C. (Superior vena cava). 
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with insulin is given for 4+ only. A 
urine sugar of less than 4+ corresponds 
to an acceptable loss of less than 2 Gm. 
of glucose/100 cc. of urine. Urine is 
generally negative for sugar. However, 
diabetics, those on high doses of ster- 
oids, and those with sepsis have glucose 
intolerance and require coverage with 
regular insulin. Patients are weighed 
twice weekly on an accurate bed-scale. 

IV hyperalimentation is carried out 
at the bedside in the wards, private 
rooms, intensive care unit, or infectious 
unit. A special unit is neither necessary 
nor desirable for this treatment, as the 
patients also require care related to the 
area from which they are referred. The 
number of patients on this treatment 
has varied from one to nine at any 
one time. 


Precautions 

The dressing must be kept intact. 
Catheter shearing must not occur. 
Aseptic technique is mandatory.” 2° 

Blood, plasma, antibiotics, digoxin, 
etcetera, are not given through the 
subclavian line, as this could invite 
contamination of the system. When 
necessary, they are administered 
through a peripheral IV. Furthermore, 
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the central catheter is not used as a 
source for drawing blood. 

A sudden temperature elevation 
should be reported immediately to the 
doctor in charge of hyperalimentation. 
If a cause for the elevated temperature 
cannot be found, the bottle and tubing 
should be changed and cultured. If 
fever persists, the doctor will remove 
and culture the catheter and have a 
blood culture done. 

The proper flow rate must be main- 
tained. Urine should be checked for 
sugar. Dehydration and lassitude should 
be watched for. Pain and swelling (in- 
flammation) of the neck, shoulder, arm 
or chest wall must be reported. 


Our patients 

In our experience, hyperalimentation 
was used in three groups: those unable 
or unwilling to eat; those in whom eli- 
mination of oral intake would improve 
the problem; and, with omission of the 
protein hydrolysate, those in acute 
renal 4 or hepatic2° failure, (Table 1). 

Patients, whose ages ranged from 4 
weeks to 94 years, were on hyperali- 
mentation an average of 22 days. Eleven 
patients required hyperalimentation for 
more than 50 days, 5 for more than 75 


Figure 4: Premature infant, born at 29 weeks weighing 940 Gm., had frequent 
cyanosis with tube feedings and did not gain weight. At 4 weeks, a silicone rubber 
catheter was threaded centrally and tunnelled out the scalp to permit hyperali- 
mentation. He gained 270 Gm. in 11 days, matured to tube feedings, and ulti- 


mately was normal. 
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days, and 2 for more than 100 days. 


Of the 11 patients who were 80 years 


or older, 10 survived and 1 died of her 
underlying disease. Seven patients died 
of their disease while on hyperaliment- 
ation, but no death could be attributed 
to this therapy. 

Many malnourished patients were 
infused preoperatively so that they 
could tolerate an operation, and healed 
without difficulty as the infusion was 
continued postoperatively. In seven 
patients, hyperalimentation was used 
to afford colonic rest, and thereby 
obviated the need for a defunctioning 
colostomy. 

Due to careful management by 
nurses and responsible staff, only two 
complications arose. One instance of 
catheter sepsis resolved promptly on 
removal of the catheter, and the infusion 
was continued through the opposite 
subclavian vein. In this patient, Staph. 
aureus was grown on blood culture and 
culture of the catheter tip. It was inter- 
esting that this patient was one of the 
few who had a micropore filter used in 
the system. 

The second complication was event- 
ual spillage of sugar into the urine, 
high blood sugar, high serum tonicity, 
somnolence, twitching, and coma due 
to intracellular brain dehydration in a 
latent diabetic. The coma subsided on 
treatment with large volumes of hypo- 
tonic solutions and regular insulin, 
and hyperalimentation was resumed 
with a lower concentration of infusate, 
plus insulin. 


Clinical findings 

Clinical findings included healing of 
multiple enterocutaneous fistulas, huge 
abdominal wall defects, and large bed- 
sores. Weight gains of up to 11 kg. per 
month occurred. Nutritional edema of 
the legs disappeared. A line of demarca- 
tion appeared on fingernails, indicating 
the day on which hyperalimentation 
had begun, and the previous poorly 
formed nails were extruded. Scalp hair 
and palmar skin were shed and re- 
placed. Patients’ alertness and activity 
increased. Many patients lacked appe- 
tite while receiving the nutritional 
infusion; others, previously too weak 
to eat, gained strength and appetite. 

In nondiabetic patients, serum insulin 
levels rose abruptly with the high 
glucose infusions, and the blood sugar 
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ysis in Patients on Intravenous Hyperalimentation* 


sha wee a ria No. of Patients 
sophageal Obstructions and Leaks 11 
‘Complicated Gastric Surgery 10 
- Gastric Outlet Obstruction 15 
Post Biliary Reconstructions 3 
Pancreatic Fistula 4 
Fulminant Pancreatitis 3 
Enterocutaneous Fistulas 33 
Bowel Obstructions 12 
Ileitis, Colitis, and Polyposis 7 
Short Bowel Syndrome 3 
Colonic Perforation or Disruption 5 
Closure Rectovaginal Fistula 1 
Major Wound Disruption and Peritonitis 3 
y Premature Infant Feeding Problem 1 
Beak’ > Liver Failure 5 
Renal Failure 1 
Others — Cachexia, Debilitation, Chronic Lung Disease 8 
125 
* Complicated Cases 
ESE SER ES ELE SR OS TEETER ORE OR BRGY SSPE CORY PIL RS 


remained within normal range through- 
out treatment, that is, the pancreatic 
insulin response did not become 
exhausted.26 

The following report on a 59-year- 
old woman shows the results. She had 
had multiple abdominal operations, 
including removal of the gallbladder 
and excision of the left colon. On 
March 1, 1970, she underwent total 
colectomy and ileostomy for ulcerative 
colitis. Postoperatively the patient 
developed multiple small bowel fistulas, 
draining liquid stool through her inci- 
sion and retention suture sites. Oral in- 
take increased the drainage and en- 
larged the fistulas. Her peripheral 
veins were closed by phlebitis from 
repeated IVs. She developed reactive 
depression. 

On March 18, 1970, intravenous 
hyperalimentation was begun, and the 
patient was to have nothing by mouth. 
Her serum proteins rose from 3.7 to 
6.3 Gm. (albumin rose from 1.37 to 
3.15 Gm.), her fistulas stopped drain- 
ing in two weeks and closed, she grew 
new nails, and her weight increased 
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from 39.2 to 43.0 kg. This occurred 
over 29 days, and on April 20, hyper- 
alimentation was discontinued. 


Alternative treatment 

An additional 61 patients were given 
elemental, nonresidue diets. These 
contain basic chemicals similar to those 
in the hyperalimentation bottle, with 
flavoring added to make them palat- 
able. Since they are “predigested,” 
they are ready for absorption and do 
not stimulate enzyme secretion. 

Patients differ in their flavor accept- 
ance. When accepted, the elemental 
diet may be given as frequent sips to 
prevent dumping or diarrhea. They 
may be pumped (similar to IV hyper- 
alimentation) through a No. 5 French 
nasogastric feeding tube from 8:00A.M. 
to 10:00 P.M., with the head of the bed 
elevated to avoid aspiration, or through 
a gastrostomy tube when aspiration 
presents a problem. 

Healing of fistulas appeared slower 
with the elemental diets than with IV 
hyperalimentation, as the latter prod- 
uces maximal mechanical rest of the 
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gastrointestinal tract, and the basal 
outputs of intestinal secretions are 
actually reduced with IV hyperalimen- 
tation. 27 


Conclusion 

Intravenous hyperalimentation has 
saved the lives of patients who un- 
doubtedly would have died with conven- 
tional treatment. It is a major break- 
through in the care of the nutritionally 
depleted patient who is unable to eat. 
Any hospital that accepts the respon- 
sibility for handling major medical, 
surgical, or traumatic illnesses should 
have informed nurses and a competent, 
team to handle this procedure. 28.29 
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» will focus on ways to improve 
sing services in our communities. 


__ All senior nursing personnel are invited 
to attend. Registration fee: $35. For 


3 further information, write to: Ms. Norma 
_ Fulton, Continuing Nursing Education, 
U. of Saskatchewan. Saskatoon. 


January 26-27, 1973 

Evaluation of Learning Outcomes, 
Unit IV, Auditorium, Canadian Arthritis 
and Rheumatism Society. University 
of British Columbia program to provide 
nurse instructors with knowledge of 
techniques to evaluate learning out- 
comes in terms of clinical nursing. 
Fee: $40. For further information, write 
to: Continuing Education, P.A. Wood- 
ward Instructional Resources Centre, 
Vancouver 8, B.C. 


February-March, 1973 

Workshops on ‘‘Care of the Normal and 
High Risk Newborn,”’ University of Sas- 
katchewan, Saskatoon. Dates of these 
workshops are as follows: February 6, 
1973 — evening workshop on ‘‘Care of 
the Normal Newborn.” February 15, 
1973 — all-day workshop on “‘Intensive 
Care of the Neonate.”’ Resource person: 
Dr. Gordon Peirie, Assistant Professor of 
Pediatrics, Vancouver General Hospital, 
Vancouver. February 20, February 27, 
March 6, 1973 — evening workshops on 
“Problems of the Newborn.” For further 
information, write to: Ms. Norma Fulton, 
Nursing Continuing Education, Univer- 
sity of Saskatchewan, Saskatoon. 


February 8-11, 1973 

Canadian University Students’ Associa- 
tion conference, Dalhousie University, 
Halifax, Nova Scotia. Conference 
theme: “The Community.” 


February 9-10, 1973 

Two-day course on ‘‘Nursing Care 
Plans,’ Auditorium, Canadian Arthritis 
and Rheumatism Society. University of 
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British Columbia program to enable 
nurses to use nursing care plans more 
effectively. Fee: $30. For further infor- 
mation, write to: Continuing Education, 
P.A. Woodward Instructional Resources 
Centre, Vancouver 8, B.C. 


February 12 - March 23, 1973 

Intensive care nursing program, Fan- 
shawe College, London, Ontario. Pref- 
erence will be given to candidates who 
are subsidized by a hospital, have at 
least one year’s experience, and who 
work in an ICU. For further information, 
write to: Intensive Care Nursing Pro- 
gram, Director, Fanshawe College, 
Health & Welfare Div., Box 4005, 
Terminal C, London, Ontario. 


March 13-16, 1973 

University of British Columbia course 
in maternal health and pediatric nurs- 
ing, Auditorium, Canadian Arthritis 
and Rheumatism Society. Program will 
enable nurses practicing in hospital 
and community settings to update 
clinical knowledge and skills. Fee: $55. 
for 4 days; $30 for 2 days. For further 
information, write to: Continuing Edu- 
cation, P.A. Woodward Instructional 
Resources Centre, Vancouver 8, B.C. 


March 16-17, 1973 

Two-day symposium/workshop = on 
“Epilepsy ‘73: A Multidisciplinary Sym- 
posium on Current Developments,” 
David Whitney House, Detroit, Michi- 
gan. For further information, write to: 
Epilepsy Center of Michigan, 10 Peter- 
boro, Detroit, Michigan 48201, U.S.A. 


April 12, 1973 

Canadian Nurses’ Association, annual 
meeting, Chateau Laurier Hotel, Otta- 
wa, Ontario. 


April 11-12, 1973 

“Continuity of Health Care in B.C..,”’ 
Harrison Hotel, Harrison Hot Springs, 
B.C. This course —for directors of 
nursing and senior administrative 
personnel — is planned in cooperation 
with the nurse administrators section, 


Registered Nurses’ Association of 
British Columbia. Fee: $50. For further 
information, write to: RNABC, 2130 
W. 12th Ave., Vancouver 9, B.C. 


May 7-11, 1973 

Postgraduate course in childbirth 
education, McGill School of Physical 
Therapy, Montreal. Sponsored by 
McGill University. This bilingual pro- 
gram is designed for paramedical 
personnel interested in the obstetrical 
field. Registration fee: $50. Application 
forms available from: Ms. C. Morse, 
73 Dunrae Ave., Mount Royal 304, P.Q. 


May 13-16, 1973 

Workshop on Evaluation of Student 
Nurse Clinical Performance, sponsor- 
ed by The University of Western On- 
tario, London. Instructor: Professor 
Vivian Wood. Tuition fee, including 
accommodation and meals: $125. 
For further information, write to: 
Summer School and Extension Dept., 
U. of Western Ontario, London 72, 
Ontario. 


May 13-19, 1973 
International Council of Nurses, 15th 
Quadrennial Congress, Mexico City. 


May 14-15, 1973 


Third annual conference, Alumni Com- 
mittee, Faculty of Nursing, University 
of Western Ontario. Symposium on 
“Understanding and Helping the Fami- 
ly in Modern Society” to be led by Dr. 
Norman Bell, Professor of Sociology, 
U. of Toronto. For further information, 
write to: Ms. Mary Gee, Publicity Chair- 
man, 206 St. James St., London, Ontario. 
N6A 1W8 


May 14-17, 1973 

Operating Room Nurses of Greater 
Toronto, second national conference 
for operating room nurses in Canada, 
Skyline Hotel, Toronto, Ontario. Simul- 
taneous translation will be available. 
Direct enquiries to: Ms. Jean K. Wat- 
son, Convenor, Publicity Committee, 3 
Du Maurier Blvd., Api. 111, Toronto 
319, Ontario. ¥ 


names 


Louise Mcintyre has been appointed 
associate employment relations officer 
for the New Brunswick Nurses Prov- 
incial Collective Bargaining Councils. 

A native of Moncton, Ms. McIntyre 
is a 1971 graduate of the University 
of Moncton School of Nursing. Prior 
to accepting her new position in Sep- 
tember 1972, she worked as a general 
staff nurse at Docteur Georges L. 
Dumont Hospital in Moncton. 

Ms. MclIntyre’s duties include as- 
sisting employment relations officer 
Glenna Rowsell in the administration 
of a collective bargaining program 
for the bargaining councils. She replaces 
Grace Stevens, who retired from her 
position in 1972. 


Lorraine Bourque 
(B.N., Dalhousie U., 
Haivtax sh. : 
M.Ed., U. of Otta- 
wa, Ontario) joined 
the test development 
staff of the Canadian 
Nurses’ Association 
Testing Service in 
May 1972 as a test- 


ing specialist. 

Ms. Bourque came to Ottawa from 
Fredericton, New Brunswick, where she 
worked for the New Brunswick Depart- 
ment of health as a public health nurse 
for eight years and on the faculty of 
nursing at the University of Moncton 
for two years. She has also worked as an 
occupational health nurse for Bell Can- 
ada in Toronto and has done obstetrical 
nursing in Alberta. 


The following appointments have been 
made to the nursing department of 
Grant MacEwan Community College in 
Edmonton, Alberta. The college opened 
in the fall of 1972. 

Théreése Caston- 
guay, S.g.m. (R.N., 
St.BonifaceH., 
Manitoba; B.S.N., 
U. of Montreal; M. 
S.N., Catholic U. of 
America, Washing- 
ton, D.C.) was ap- 
pointed chairman of 
i i the nursing depart- 
ment in September 1971. Sister Cas- 
tonguay has had wide experience in 
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U Of A Students Win Canadian Liquid Air Awards 


The two top first-year students in the University of Alberta’s health services 
administration program were honored at a dinner at the university’s faculty 
club in November 1972. Ronald Douglas Taylor, Calgary, center, won the 
Canadian Liquid Air Limited $1,000 award. He attained the highest academic 
standing in the administration program. Beside him is Grace M. Johnston, 
Ottawa. As the student with the second highest academic standing, she was 
presented with a $500 cheque. At the left is Carl A. Meilicke, Ph.D., director 
of the university’s division of health services administration. 


clinical nursing, nursing service admin- 
istration, teaching, and nursing educa- 
tion administration. 

Ellen Martin, s.j. (R.N., St. Joseph’s 
H., Lewistown, Montana; B.S.N. and 
M.S.N., Catholic U. of America) is 
clinical coordinator of the nursing 
program. She has had a varied back- 
ground in teaching, nursing education 
administration, and hospital admin- 
istration. Before her new appointment 
she was director of nursing education 
at Edmonton General Hospital, Ed- 
monton, Alberta. Sister Martin is 
president of the Catholic Hospital 
Conference of Alberta. 

Norma Young (R.N., St. Boniface 
H., Man.; B.N., U. of Manitoba, Win- 
nipeg) is section head for the first 
year of the college’s nursing program. 
She has had experience in clinical 
nursing and has taught nursing funda- 
mentals and medical-surgical nursing. 

Pat Picketts (R.N., Calgary General 
H., Calgary, Alta.; B.Sc.N., U. of 


Alberta) is section head for the second 
year of the nursing program. She has 
had experience in clinical nursing and 
as a teacher of medical-surgical nursing. 

Rhea Arcand (R.N., Misericordia H.., 
Edmonton; B.Sc.N., U. of Alberta), 
instructor, has had experience in clini- 
cal nursing and has taught fundamentals 
of nursing and medical-surgical nursing. 

Danin Bodnar (R.N., Edmonton 
General H.; B.Sc.N., U. of Alberta), 
instructor, has had experience in clini- 
cal nursing and has taught nursing 
fundamentals and maternal and child 
health. 

Betty Davies (R.N., U. of Alberta H., 
Edmonton; B.Sc.N., U. of Alberta), 
instructor, has had experience in clini- 
cal nursing and has taught pediatric 
nursing. 

Paulette Falconer (R.N., Edmonton 
General H.; B.Sc.N., U. of Alberta), 
instructor, has had experience in clini- 
cal nursing, public health, and teaching 
psychiatric nursing. 
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Cheryl Hoffmeyer 


Cheryl Hoffmeyer (R.N., Regina 
Grey Nuns’ Hospital; B.Sc.N., U. of 
Alberta), instructor, has had experience 
in clinical nursing and has taught nurs- 
ing fundamentals and maternal and 
child health. 

Emily Knor (R.N., U. of Alberta H.; 
B.Sc.N., U. of Alberta), instructor, 
has worked in clinical nursing, as a head 
nurse, and has taught medical-surgical 
nursing. 

Jenneice Larsen (R.P.N., Alberta H., 
Edmonton; R.N., Misericordia H., 
Edmonton; B.Sc.N., U. of Alberta), 
instructor, has had teaching experience 
in psychiatric nursing, nursing funda- 
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mentals, and medical-surgical nursing. 

Myrna Maquera (B.Sc., U. of St. 
Thomas, Manila, Philippines; graduate 
studies in midwifery, Philippine Wom- 
en’s U.; postgraduate course in pediat- 
ric nursing, Bronx Municipal Medical 
Center, New York), instructor, has 
taught nursing fundamentals, maternal 
and child health, and medical-surgical 
nursing, 

Donna Patching (R.N., U. of Alberta 
H.; B.Sc.N., U of Alberta), instructor, 
has had experience in clinical nursing 
and has taught nursing fundamentals, 
maternal and child health, and psychiat- 
ric nursing. 

Bernice Stiansen (R.N., Holy Cross 
H., Calgary; diploma in teaching and 
superv., U. of Alberta), instructor, 
has taught nursing sciences, funda- 
mentals of nursing, maternal and child 
health, and medical-surgical nursing. 

Jennie Wilting (R.N., Blodgett Me- 
morial School of Nursing, Grand 
Rapids, Michigan; U. of Minnesota, 
Minneapolis), instructor, has worked 
in clinical nursing and as an instructor 
in medical-surgical nursing. After work- 
ing as a head nurse, she taught psychiat- 
ric nursing in diploma and baccalaure- 
ate nursing programs. More recently, 
she was a consultant for teachers of 
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psychiatric nursing and taught in the 
continuing nursing education program 
offered by the school of nursing at the 
University of Alberta. 


Edith Vivian Benoit (B.N., U. of Man- 
itoba; M.Sc.N., U. of Western Ontario, 
London) has been appointed an assis- 
tant professor at the University of 
British Columbia school of nursing in 
Vancouver. She is teaching medical- 
surgical nursing. 

eee «A native of Win- 
nipeg, Ms. Benoit 
has worked as a 
staff nurse and nurs- 
ing teacher at The 
Winnipeg General 
Hospital. She was a 
Canadian Nurses’ 
Foundation scholar 
in 1971. 


McMaster University School of Nursing 
in Hamilton, Ontario, has announced 
the following appointments. 

Margaret Bennett, B.S.N., M.Sc., is 
an assistant professor responsible for 
teaching psychiatric-mental health 
nursing in year III. For several years, 
she was a member of the faculty of the 
University of Hawaii School of Nursing. 
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Li : 

_ She recently spent a year with the 
- Hamilton Civic Hospital School of 
_ Nursing in Hamilton, Ontario. 

4 Mary Buzzell, B.N., M.N., M.Ed., is 
an assistant professor responsible for 
_ directing the educational program for 


family practice nurses. She is experi- 
enced in medical-surgical nursing and 
- in adult education. 

Sheila Delaney, B.Sc.N., is a lec- 
turer on loan from the Chedoke-Mc- 
Master Centre for the academic year 
to assist in teaching psychiatric-public 
health nursing in year IV. 

Kay Harrison, B.Sc.N., M.S., is an 
assistant professor. She has had wide 
experience in community mental health 
as a practitioner, consultant, and teach- 
er. She will teach psychiatric-mental 
health nursing in year III. 

Dr. Ruth MacKay, B.A., M.N., M.A., 
Ph.D., is an associate professor respon- 
sible for teaching and coordinating 
senior nursing in year IV of the curric- 
ulum. She will also devote time to 
planning and implementing the propos- 
ed program leading to the degree of 
Master of Health Sciences (health care 
practice). 

Betty Oka, B.Sc.N., M.N., is a part- 
time lecturer. Ms. Oka is experienced 
in medical-surgical nursing, primarily 
coronary care. Recently she worked 
with a children’s aid society, and has 
been involved in assessment and devel- 
opment of foster families. She has join- 
ed the year | team. 

Ruth Pallister, B.S.N., M.N., is an 
assistant professor, responsible for 
teaching and coordinating the year IV 
courses in psychiatric nursing and pub- 
lic health nursing. Ms. Pallister attend- 
ed the University of Washington as a 
Laidlaw Foundation Fellow. 

Joan Royle, B.Sc.N., M.Sc.N., is a 
lecturer. Ms. Royle has joined the year 
III team, where her primary focus will 
be teaching medical-surgical nursing. 
She has been employed in community 
nursing and has had teaching exper- 
ience. 

Marilyn Steels, B.Sc.N., M.N., is a 
lecturer in medical-surgical nursing on 
the year II team. She has worked with 
the Victorian Order of Nurses, Hamil- 
ton-Dundas, Ontario branch. Ms. Steels 
attended Case Western Reserve Uni- 
versity in Cleveland, Ohio, as a Cana- 
dian Nurses’ Foundation Fellow. 

Mary Lou Ware, B.N., is a lecturer 
in year II. She has had considerable 
experience in pediatrics as a practition- 
er and as a teacher. 

May Yoshida, B.Sc.N., M.N., is a 
part-time associate professor with a 
primary responsibility to the family 
practice nurse practitioner educational 
program. Ms. Yoshida has been asso- 
ciated with McMaster as a research 
associate for the Nurse Activity Study 
and related projects. & 
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Tucks* 


offer prompt, temporary relief from the discomforts of itching, burning 
and irritation associated with hemorrhoids, post-operative anorectal sur- 
gery wounds and episiotomies. Used as a compress, they relieve itching 
and edema with a cooling, mildly astringent action. As an after stool 
wipe, Tucks gently and thoroughly cleanse while soothing tender, trau- 
matized tissues. Moist, soothing Tucks are soft disposable flannel pads 
saturated with Witch Hazel (hamamelis water) 50%, Glycerine, U.S.P., 
10%, Purified Water, U.S.P., de-ionized, q.s. buffered to approximate pH 
of 4.6: They come in jars of 40 pads. Ready prepared Tucks can be 
kept by the patient’s bedside for immediate application whenever their 
soothing, healing properties are indicated. 


Fuller Shield* 


Protective dressing to hold anal, perianal and sacral dressing comfortably 
in place; prevent soiling of clothing or linens with wound drainage, watery 
fecal leakage, staining medications. Does not bind. No tape needed. Fits 
male or female patients, waist sizes 24 to 48. Order two per patient; one 
to launder while other is worn. 


For clinical trial supply write to: 


IGNe ICN Canada ix. 


rs 675 Montée de Liesse, Montreal 377, P.Q. 


*Trade marks of Fuller Laboratories, Inc. 
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cal Patholo 
for 


: Fundamentals 
Allied Medical 
Alvin F. Gardner. 

pringfield, Illinois, 

os mas, 1972. 

: _ Reviewed by Dianne Bloor, Teacher, 

Ottawa Civic Hospital School of 

Mapsing, Ottawa, Ontario. 


er the preface of this text, the author 
identifies the 15 paramedical groups 
for whom this book was designed. This 
list encompasses such diverse occupa- 
tional groups as registered nurses, 
medical record librarians, and histologic 
technicians. The text is intended “to 
- provide the members of the allied health 
teams with the basic science fundament- 
als of pathology” that may be used as 
a basis for future study in their particu- 
lar occupation. 

The book defines pathological terms, 
presents information on pathological 
changes resulting from various stres- 
sors, and describes the pathology of 
numerous systemic diseases. 

Although all 200 pages of this text 
are well packed with current informa- 
tion, the varied population to which it 
is directed means that much material is 
irrelevant for nursing students and 
practitioners. For example, descriptions 
of cellular and tissue changes are too 
detailed for nurses. 

An attempt is made to describe 
broad principles; this is best achieved 
in a chapter dealing with inflammation, 
repair, and regeneration. Nevertheless, 
little time is spent on general body 
response to disease in comparison to 
the time devoted to specific reactions 
and diseases. For example, the causes 
of edema are enumerated in two short 
paragraphs, and little information 
regarding general allergic reactions is 
presented. 

On the other hand, a relatively large 
proportion of material is devoted to a 
detailed description of the sequence of 
the clotting mechanism and to path- 
ological conditions accompanying dis- 
ease states. Many of these, such as 
Gaucher’s disease and scleroderma, 
are rarely seen by the average nurse. 
All parts of the text are steeped in 
pathological terminology. 

There are, however, several redeem- 
ing features. The numerous photographs 
provide excellent visualization of theory 
presented. Tables are generally un- 
cluttered, easily understood, and used 
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effectively both to provide summaries 
and introduce new material. The inclu- 
sion of clinical diagnostic tests with 
the related pathology is also of value. 
A comprehensive index is included, 
which brings information quickly to 
the fingertips, and gives it value as a 
reference text. Users of this book would 
require a thorough knowledge of 
normal anatomy and physiology. 


Autotutorial Techniques in Nursing 
Education by Crystal M. Lange. 105 
pages. Englewood Cliffs, N.J., Pren- 
tice-Hall, 1972. Canadian Agent: 
Prentice- ‘Hall of Canada, Toronto. 
Reviewed by Betty McInnes, Coor- 
dinator of Learning Resources 
Centre, St. Joseph’s School of Nurs- 
ing, Hamilton, Ontario. 


This book is designed for nurse ed- 
ucators who are interested in making 
learning experiences as easy and ef- 
fective as possible. The learning exper- 
iences presented are patterned after 
Dr. Postlethwait’s approach to educa- 
tion with modifications to meet the 
needs of nursing education. This ap- 
proach continually emphasizes the role 
of the student in the learning process. 
The author states that the auto- 
tutorial approach equates achievement 
of specified objectives with learning 
rather than time with learning. That is, 
when the student has demonstrated 
attainment of objectives, he has com- 
pleted the required learning. The time 
it takes a single student to achieve the 


NURSING STUDIES INDEX 


Addendum number four of the Cana- 
dian Nursing Studies Index is now 
available. This addendum covers 
studies received in the CNA reposito- 
ry collection, or reported, in 1971-72. 
Automatic distribution has been 
made to holders of the basic index. 
Any person who did not receive the 
newest addendum and who wants a 
copy may write to the Canadian 
Nurses’ Association library, 50 The 
Driveway, Ottawa, K2P 1E2. The 
index is available without charge to 
libraries and research workers. 


objectives will be specific to that stu- 
dent. However, this objective is only 
partially met in this curriculum ap- 
roach, as time is still the governing 
actor. 

In this curriculum it seems the 
student must be ready to demonstrate 
achievement of objectives at specific 
times determined by the teachers in 
each week of the curriculum, and if 
they are not ready, they are penalized 
either with poor grades or exclusion 
from a clinical experience. These are 
the same types of penalties that apply 
in any standard curriculum that does 
not consider the individuality of stu- 
dents, and so the idea of equating 
achievement to learning is defeated — 
time is still the all-important element. 
The time it takes a single student to 
achieve the objectives is not specific to 
the student, but rather to the time ele- 
ments of the curriculum. 

The book is basically divided into 
four topics: autotutorial approaches, 
environmental design, faculty team, 
and student performance. 

The latter section includes a week’s 
unit of study. The autotutorial ap- 
proaches in the curriculum design uses, 
with some modifications, Dr. Postleth- 
wait’s four basic sessions: the indepen- 
dent study session, which has been 
renamed in the nursing curriculum the 
autotutorial laboratory; the general 
assembly session; the small assembly 
session; and the integrated quiz session. 

A fifth session has been added to 
the original concept and that is the 
clinical laboratory session. Each of these 
sessions is discussed in detail. The sec- 
tion on environmental design of an 
autotutorial laboratory includes inform- 
ation on size and number of carrels per 
student ratio, basic equipment required, 
exhibit areas, practice area, environ- 
mental controls, storage, hardware and 
software requirements, and use and 
staffing of the area. 

The sections on the faculty team and 
student performance could be enlarged. 
The book would be improved if more 
depth in discussion were included on 
the increased guidance required by 
students using this approach. Also, 
the new role of the teacher is virtually 
ignored. All the physical planning of 
facilities, services, and Boome are 
discussed and emphasized by examples, 
but the change in philosophy that each 
teacher must undergo, nd 
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successful is barely touched on. 

In summary, the author has provided 
for nurse educators an_ interesting 
concept and approach to learning, one 
in which the role of the student is 
continually emphasized. 

I would recommend this book for 
nurse teachers to use as a beginning 
guide to the autotutorial approach in 
nursing education, with the reservation 
that more research could be pursued. 


The Retarded Child and His Family by 
John B. Fotheringham, Mora Skel- 
ton and Bernard A. Hoddinott. 115 

ages. Toronto, Ontario Institute for 
Studies in Education, 1971. 
Reviewed by Harold Robbins, 
M.S.W., Staff Member, Mental 
Retardation Services Branch, Ontar- 
io Ministry of Health, Toronto, 
Ontario. 


This book is the result of a study of 
the relative merits of keeping retarded 
children in the home or admitting them 
to an institution. Changes in the func- 
tioning level of children and parents 
in the two groups were observed over 
one year. 

The chapter on method outlines the 
choosing of a study sample and des- 
cribes the measures and techniques used 
to ascertain before and after function- 
ing levels. This is followed by chapters 
describing preadmission characteristics, 
areas of concern and reasons for ad- 
mission, and functioning changes that 
took place over the study period. These 
are succinctly written and offer a clear 
picture of the methodology followed. 

Conclusions are reserved for chapter 
six, which outlines the general conclu- 
sion that there were no significantly 
different changes in the functioning 
of the retarded children in the two dif- 
ferent situations, together with a 
number of related findings such as: 
families who had their children admitted 
to an institution did not improve sig- 
nificantly in terms of measured levels 
of family functioning; the intellectual 
functioning of both the institutionalized 
and community-based children decreas- 
ed over the study period; C.A.S. chil- 
dren admitted to institutions were older, 
brighter, and possibly less troublesome 
than those admitted from their own 
homes. 

The final chapter suggests that home 
and institution should not be consider- 
ed as alternatives, but as opposite ends 
of a spectrum of living situations that 
may be considered appropriate for 
retarded persons. These include sup- 
plementary home care with community 
services and replacing, where necessary, 
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home living with community residences. 


oe data, aetiet with 2 an sedans of the 
family functioning scale used, are in- 
cluded in the appendices of the book. 


Fundamentals of Patient-Centered 
Nursing, 3ed., by Ruth V. Matheney, 
Breda T. Nolan, Alice E. Hogan, 
and Gerald J. Griffin. 288 pages. 
Saint Louis, Mosby, 1972. 

Reviewed by Jean Leavens, Teacher, 
School of Nursing, Toronto General 
Hospital, Toronto, Ontario. 


This is a revised text specifically design- 
ed for beginning nursing students. The 
book is based on fundamental concepts 
in nursing, rather than on procedures 
and techniques. A knowledge of 
anatomy, physiology, social sciences, 
nutrition and pharmacology is assumed, 
or to be taught concurrently. 

The book is presented in a clear and 
concise manner and is augmented by 
numerous photographs and diagrams. 
The interrelationships of systems and 
the development of observational skills 
have been stressed throughout. 

The chapter on meeting the religious 
needs of patients briefly presents the 
basic beliefs of Judaism, Christianity, 
Islam, Hinduism, Zen Buddhism, to 
name a few. This information is pre- 
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further ail 

An addition to the text is a 
on anxiety and the student nurses’ ro 
It is a short chapter but it may help the 
student to look for the first time 1e1 
own feelings and reactions to 
things as injustice, disfigurement, 
death. 

The patient and his reaction to illness _ 
— physically, emotionally, and spiritu- — 
ally — remain the focus throughout the _ 
text. The concepts of nursing care are — 
well integrated. Rehabilitation is dealt 
with only briefly in the last two chap- 
ters. 

This is an interesting text to read, but 
it lacks the depth necessary even for 
a beginning nursing student. It would 
be an excellent supplement to another 
nursing text. 


Rehabilitative Aspects of Acute and 
Chronic Nursing Care by Ruth Perin 
Stryker. 236 pages. Toronto, Saun- 
ders, 1972. 

Reviewed by Miriam Pill, Former 
Director, Nursing Service, Maimon- 
ides Hospital, Montreal, Quebec. 


The author states that the book is de- 
signed “to help nurses implement reha- 
bilitative steps in acute and long-term 
care, regardless of physical setting,” 
and confines her material to physical 
rehabilitation while acknowledging the 
importance of psychosocial rehabilita- 
tion. 

The book is divided into four parts. 
In the first, Ms. Stryker speaks of the 
history of rehabilitation and the evolu- 
tion of present techniques; she states 
the current and future need for more 
emphasis on rehabilitation in the total 
nursing curriculum. 

The second part is devoted to the 
nursing care required and emphasizes 
the role of the nurse as a teacher. The 
author comments on most of the specific 
problems encountered in rehabilitative 
nursing. 

Part three concerns specific nursing 
skills required, and in part four the 
author writes of the adjustments that 
can be made to aid the patient in return- 
ing to the community, leading a normal 
life within the disabled person’s limita- 
tions. 

The definition of rehabilitation is 
clear and realistic with broad emphasis 
upon the role of the nurse and the 
family, while the focus is on the patient 
throughout the book. However, the role 
of motivation could be more clearly 
stressed. 

The emphasis is on rehabilitation in 
an acute setting rather than a chronic 
long-term care setting, but it is an ex- 
cellent reference book for nurses and a 
good addition to any nurse’s library. & 
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These parents and teachers in London, Ontario, are being filmed for the motion 
picture study Better Than It Was Before, which shows the involvement of London 
public and high school students, teachers, nurses, and parents in the London board 
of education’s family living program. 


FILMS 

0) A film entitled Better Than It Was 
Before (16 mm, black and white, 28 
mins. 30 secs., 1972) was produced for 
the Metropolitan Life Insurance Com- 
pany, in cooperation with the London 
School Board and London medical 
community, for the 1972 National 
Conference on School Health (News, 
December, p. 17). This motion picture 
study of the London schools’ health 
education program was originally made 
on half-inch tape. 

The film, of particular interest to 
school educators, nurses, and school 
boards, shows teachers, students (from 
the early grades of public school 
throughout high school), and parents 
involved in various aspects of the family 
living curriculum. Although only a part 
of this innovative program could be 
covered in the film, a number of topics 
are mentioned: personal safety, com- 
municable diseases, drugs, family plan- 
ning, and reproduction. 

At the time the film was shown at the 
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end of October, Metropolitan Life had 
only the one print. However, a com- 
pany representative told The Canadian 
Nurse in November 1972 that another 
three to ten prints of the film would be 
ordered. Anyone who would like to 
borrow a print to review the film can 
write to: Health and Welfare Division, 
Metropolitan Life Insurance Company, 
180 Wellington St., Ottawa, Ontario. 
If a print is not immediately available, 
the person requesting the print will be 
put on a waiting list. 


Complete information about the 


Change of Address 


In the September 1972 issue, a Calgary 
address was given for Sound Treks 
Audio Productions, which announced 
it was establishing a cassette service. 
That address has been changed to: Box 
12, Site 14, R.R. 4, Calgary, Alberta 
T2M 4L4. 


family living program can be obtained 
by writing to: London Board of Educa- 
tion, P.O. Box 5873, London 12, 
Ontario. 


AV PACKAGE 

QO The Au-Vid Learning System is a 
tool to help students in learning medical 
terminology. Focusing on diagnostic 
and operative terms related to the 
cardiovascular system, the 12 programs 
in this series are designed for self- 
instructional purposes. 

This learning system is multisensory; 
each program is presented on cassette 
tape, coordinated with the use of visual 
illustrations in a student manual. Based 
on concepts of programmed instruction, 
the characteristics of this system include 
clear and logical presentation of ma- 
terials, reinforcement, and immediate 
feedback. 

The package is entitled “Diagnostic 
and Operative Terminology: Cardio- 
vascular.” Its programs give the student 
the precise meaning, pronunciation, 
and spelling of hundreds of terms 
related to the cardiovascular system. 

Au-Vid packages are offered for 
evaluation to educators and qualified 
personnel in the health care field. For 
details regarding a free preview, contact 
Mr. Lew Herndon, Au-Vid, Inc., Box 
964, Garden Grove, California 92642, 
U.S.A. 


LITERATURE AVAILABLE 

QO) Aids for Health Teaching: A Cata- 
log for Schools is available from the 
Metropolitan Life Insurance Company, 
health and welfare division, 180 
Wellington St., Ottawa K1P 5A3. The 
13-page catalog lists special school 
materials available. These include 
classroom materials, such as booklets 
and pamphlets, filmstrips, and 16 mm 
sound films. Some of the topics covered 
are safety, drugs, nursing, health re- 
search, detection of health problems in 
children, weight control, medical 
emergencies, alcoholism, and stress. A 
request form for ordering these materi- 
als comes with the catalog. 


() Another booklet available from 
Metropolitan Life is Publications and 
Films on Health and Safety. The five 
16 mm sound films listed, which can 
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sh Topics covered 
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e home nursing, 
ren’s eyesight, children’s sleep, exer- 

, personal health record, teenage 
driving, and teenage babysitting. 
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Material on this list, except refer- 
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embers, schools of nursing and other 
Jinstitutions. Reference (R) items (ar- 
chive books and directories, almanacs 
sand similar basic books) do not go out 
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sand may go out on interlibrary loan 
sonly. 
_ Request for loans should be made 
‘on the “Request Form for Accession 
|List’” and should be adressed to: The 
‘Library, Canadian Nurses’ Association, 
+4 The Driveway, Ottawa, Ont. K2P 
2. 
No more than three titles should be 
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films Ltd., 1972. 180p. 
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Science Unit, University of Wisconsin — 
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by Sidney John Hopkins. Sed. Edinburgh, 
Livingstone, 1971. 350p. 
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ziller, 1970. 470p. 

13. The future of work and leisure, by Stanley 
Parker. London, MacGibbon and Kee, 
1971. 160p. 
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William M. Platts. Christchurch, N.Z., 
Peryer, 1972. 94p. 
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Boston, Little Brown, 1972. 373p. 

16. High-risk newborn infants; the basis 
for intensive nursing care, by Sheldon B. 
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a report of a Conference on Gerontology, 
2/Ist, University of Florida, Feb. 6-8, 1972. 
Edited by Carter C. Osterbind. Gainesville, 
Fla., University of Florida Press, 1972. 142p. 
(Institute of Gerontology series no. 21) 

18. Linfirmiére anesthésiste, par Joan K. 
Hobkirk. Traduit de l'anglais. Paris, Maloine, 
1972. 188p. 

19. Information retrieval: notes for students, 
by John R. Sharp. New York, Seminar Press, 
1970. 90p. 

20. Initiation a la recherche dans les sciences 
humaines, par Marc-Adélard Tremblay. 
Montréal, McGraw-Hill, 1968. 425p. 


21. Ketalar; Ketamine hydrochloride. Mont- 
real, Parke-Davis, Research Division, 1971. 
189p. 


22. Learning experience guides for nursing 
students, by Anne K. Roe and Mary C. 
Sherwood. New York, Wiley, 1970-71. vol. 
2 and vol. 3 

23. Nursing administration in the hospital 
health care system, by Edythe Alexander. 
St. Louis, Mosby, 1972. 317p. 

24. Nursing skills for allied health services. 
Edited by Lucile A. Wood. Toronto, Saun- 
ders, 1972. 2 vols. 

25. Organizing knowledge in libraries; an 
introduction to information retrieval, by 
C.D. Needham. 2d rev. ed. New York, 
Seminar Press, 1971. 448p. 


26. Paramedical pathology; fundamentals of 
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by Alvin F. Gardner. Springfield, 111., 
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family’s role in pediatrics, by Carol B. Hard- 
grove. Boston, Little, Brown. 1972, 276p. 

28. Proceedings of International Conference 
on Nosocomial Infections, Center for Disease 
Control, 1970. Chicago, American Hospital 
Association, 1971. 334p. 

29. The professional ethic and the hospital 
service, by Norah Mackenzie. London, 


17-20, 1972. Stockholm, 
Health Organization, Reverie 
Centre on Human Reproduction, | 
Institutet, 1972. 258p. 
32. Retirement. Edited by Fchaen 
New York, Behavioral Pumlicaticnes 19 
409p. (Gerontology series) , Ap 
33. Saunders review for practical nurses, 
by Claire Brackman Keane. 2ed. Toronto, 
Saunders, 1972. 453p. 


34. Special libraries, by Manil Silva. Pym. the 


outh, Deutsch, 1970. 96p. 

35. Structure and function of the bay by 
Catherine Parker Anthony, 4ed. St. Louis, 
Mosby, 1972. 175p. 0 
36. Vademecum de l'éducation et du travail, 
par Jacques Trahan, Rollande Gagné et 
Jean-Claude Deschenes. Montréal, Editions 
Intermonde, 1972. 1 vol. 


PAMPHLETS 
37. L’équipe de la santé: un modéle concep- 
tuel par Madelon George et al. Traduction 
d'un texte publi¢é dans “The Journal of 
Nursing Administration.” Montreal, Asso- 
ciation des Infirmiéres et Infirmiers de la 
Province de Québec, 1972. 8p. 
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wa, 1972. Ip. 
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1. —.Surgical procedures and treatments. 
A report on surgical operations and non- 
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§2. Division of Nursing. Planning for nurs- 
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54. National Institutes of Health. Accredita- 
tion and certification in relation to allied 
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55. A comparative study of training programs 
for male nursing assistants and orderlies in 
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i od Sige a : signs 
In her book on the of 
International Council 2S, 
Daisy Caroline Bridges commented — 
on the death of Adelaide Nutting, — 
the famous Canadian-born nurse 
who became the first professor of 
nursing in the world: “With the 
death of Miss Nutting there seem- 
ed to pass an epoch in international, 
as well as American, nursing.” 

The same words are true of Daisy 
Bridges. With her death (Names, 
page 47), an epoch in international, 
as well as British, nursing has 
passed. Indeed, the wor/d of nursing 
has lost a friend and a great leader, 
as her work, devotion, and vision 
encompassed every country. 

Like most outstanding persons, 
Daisy Bridges had a_ delightful 
sense of humor. Almost everyone 
who knew her can recall something 
amusing she either did or said. My 
favorite concerns the Canadian 
nurse who had the misfortune to 
fall down some steps while attend- 
ing a nurses’ meeting. She was 
admitted to hospital for observation, 
and while there had skull x-rays 
taken. She was visited by her friend 
Daisy, who said soothingly: “Don't 
worry, my dear. I’ve seen the x-ray 
report on your head, and there’s 
nothing in it!” 

Before the last ICN Congress in 
1969, we asked Daisy Bridges to 
write an article about the ICN. In 
this article appears one of her 
beliefs about its importance. After 
listing ICN objectives, she states: 

“There is another objective which, 
although not included in the formal 
constitution, is equally important 
— the promotion of friendship and 
fellowship among the nurses of the 
world. Throughout more than half 
a century, this spirit of international 
cooperation has been built up. It is 
a priceless heritage to be cherished 
and handed on to succeeding 
generations, and it is our contribu- 
tion, as nurses, to the cause of 
world peace.” 

At the end of this article, she 
quoted from an old Sanscrit prov- 
erb: “Walk together, talk together 
all ye peoples of the earth; then 
and only then, will ye have peace.” 

When Daisy Bridges retired as 
general secretary of the ICN in 
1961, many tributes to her were 
published in the /nternational Nurs- 
ing Review. One read, in part, “Her 
services to the ICN and to nursing 
the world over are incalculable. Yet 
she remains an essentially simple 
person to whom duty, loyalty, integ- 
rity, and caring deeply about other 
people and their problems are all- 
important. She must surely be one 
of the great nurses of our time.” 

And indeed she was. —V.ALL. 
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letters 


Letters to the editor are welcome. 


Only signed letters will be considered for publication, but 
name will be withheld at the writer’s request. 


Thanks author 

_ Thanks to Barbara Pilkey for the arti- 
cle ‘Retraining Daze’ (December 
1972). 

I can imagine how she felt after 23 
years’ absence from nursing. I faced a 
small dilemma after only one and a half 
year’s absence. This really slowed me 
down. For example, I had to stop to 
figure out the old drug problems | 
used to do in my head. Not only the 
names of drugs changed, but the 
familiar ones were produced with 
different mgm and cc per vial. It 
slowed me down enough to check and 
recheck everything I did. Is there any- 
thing wrong with that? 

I also have had experience with other 
nurses who have been away much longer 
than myself. But in my opinion they are 
safe nurses, given an adjustment period, 
because they do check with a little 
more care. 

Another point: these returning nurses 
seem to have a greater capacity tor 
empathy, especially if their absence 
was due to illness or childbearing and 
childrearing. They bring with them not 
only their maturity, but also their 
experiences. I think being on the receiv- 
ing end of care can really point out 
areas for improvement. 

More nurses should come out of 
retirement and accept the challenge of 
working again. After the initial step, 
the fear will slowly melt away. The 
names of pills and drugs might change, 
but even time cannot change the na- 


ture of illness and, most important of 


all, the patients do not change. 

Returning nurses have all the time, 
help, and admiration I can give them, 
because it does take courage. — R.N., 
Halifax, Nova Scotia. 


Book review does injustice 
A review of Jeannette E. Watson’s 
Medical-Surgical Nursing and Related 
Physiology appeared in the December 
issue (page 50). The comments by the 
reviewer relate to the first paragraph of 
the preface; in regard to this, she inter- 
jects her own ideas. As the actual con- 
tent of the book is not discussed, a con- 
siderable injustice is done the author. 
The physiology in each chapter is 
selective and precise. The nursing care 
of patients with medical-surgical disor- 
ders is dealt with in detail. References 
listed at the end of each chapter are 
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up-to-date and relevant to the content. 

The book is well written. Clear 
writing should not be confused with 
simplicity of content. No one text can 
be definitive as far as range of content 
is concerned. Supplementary readings 
in current journals in both nursing and 
medicine are essential to keep abreast 
of the rapid changes in health. 

I would have no reservation in 
recommending Ms. Watson’s text to 
diploma students, nor to beginning 
students in a baccalaureate program. 
Several of my colleagues have read the 
text and concur with my opinion. — 


Irene Leckie, Professor, University of 


New Brunswick, Fredericton. 


Jacquelyn Peitchinis reviewed Medical- 
Surgical Nursing and Related Physiol- 
ogy by Jeannette E. Watson in the 
December 1972 issue. I recognize that 
the opinions expressed in the review are 
those of the reviewer. But there are 
readers who depend, to some extent at 
least, on opinions expressed in reviews 
to overcome the problem of keeping 
up-to-date with current books and 
literature of all kinds. For this reason, 
I must contact my nursing colleagues 
about this particular book review. 

As a nursing student, I am using this 
text, not as a course requirement, but 
because of its value to me. I do not 
know of any current book more useful 
to nursing students of all levels. This is 
not a text for nursing aides and order- 
lies, as Ms. Peitchinis would have us 
think. It is a comprehensive, succinct, 
and readable text offering a wealth of 
information in a most accessible form. 

Ms. Peitchinis gets completely off 
the track in mentioning the problems 
of delineating specific functions of the 
various categories of nursing service 
staff. Genuine though they may be, it is 
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youl 
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and child care courses. 


Ambulance home 


teach St. 


nursing 
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St. John Ambulance. 


not the function of a textbook on 
medical-surgical nursing to deal with 
them. Those are the problems of the 
profession generally and of nursing 
administrators in particular — of whom 
Ms. Peitchinis is one. In other words, 
those are her problems, and she cannot 
expect the author of a medical-surgical 
textbook to include them. 

As a person with appreciable exper- 
ience in nursing, I cannot agree with the 
reviewer that this text is“. . . too limit- 
ed a reference source” for graduate 
nurses — regardless of the route by 
which they were educated. Grand and 
glorious will be the day in ‘nursing 
history when all Canadian nurses can 
truthfully say they know and are apply- 
ing the knowledge in this text. — Gloria 
Kay, B.Sc.N., B.A., Willowdale, Ont. 


The December 1972 issue of The Ca- 
nadian Nurse carries a review of the 
textbook Medical-Surgical Nursing and 
Related Physiology by Jeannette Wat- 
son. 

The reviewer appears to concentrate 
her remarks on the preface of this book. 
Although she stresses the levels of prep- 
aration, she does not really comment 
on the content. This textbook is detail- 
ed and factual. At the completion of 
each chapter there is a listing of addi- 
tional references for the reader who 
wishes to pursue further information. 

There are many predictions that 
more nursing care will be given in the 
community. This text could well be a 
basic reference for staff nurses of com- 
munity health agencies. — Ethel Irwin, 
Toronto, Ontario. 


Objects to photo 

I would like to voice a small objection 
to the picture used on page 47 of the 
December issue of The Canadian Nurse. 

The picture illustrates the meaning 
well. My question is: could not a similar 
illustration have been found with a 
little less obvious United States identifi- 
cation? After all, this is a Canadian 
journal and we are more often pleased 
with it than not. 

The “U.S. Mail” on the box caught 
my eye the moment I opened that page. 
I wonder how many other nurses reacted 
as I did. — Virginia Rivard, Director 
of Nursing, Queen Mary Veterans 
Hospital, Montreal, Quebec. 


FEBRUARY 1973 | 


— 


Looking for visual teaching 
materials? Lippincott offers you 
professionally prepared time 
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| CNA Executive Approves Responses 
To School Health Recommendations 
Ottawa — The CNA executive commit- 
tee, at its meeting in December 1972, 
approved responses to the recommen- 
| tions made at the close of a national 

conference on school health, held in 


fauna oA hd ol 


et 


a 
| Ottawa in October 1972. 
_ December 1972, page 17.) 
An ad hoe committee of public 
_ health nurses prepared the position 
_ paper that was approved by the CNA 
| executive. Chairman of the ad hoc 
committee was Constance Swinton; 
committee members were Margaret 
C. Cahoon, Justine M. Delmotte, 
Rachel Lamothe, and Marie A. Loyer. 

Among other recommendations, the 
position paper urged that: 

e Those concerned with the develop- 
ment of school health programs permit 
parents to assume responsibility for 
the care of their children. 

e School health services continue to be 
an extension of the community services 
available during the prenatal and post- 
natal period, the preschool years, and 
throughout life. 

e In the development of school health 
curricula, appropriate learning expe- 
riences be provided to enable students 
to understand and use available com- 
munity health resources. 

A CNA staff submission contained 
suggested changes in the school health 
conference recommendations. Included 
in the changes are: 

e The school health program should 
be the joint responsibility of provincial 
departments of health and education, 
since health service is involved. 

e Provincial departments of education 
should develop credit courses in health 
and family life sciences at the secondary 
level, encompassing physical, mental, 
and social health education. 

Both the position paper and the CNA 
staff submission were sent to the steering 
committee for the national conference 
on school health. 


(News, 


Shortage Of Nurses Exists 

In Some Provinces 

Ottawa — After surveying the provin- 

cial nurses’ associations about reported 
Shortages in hospital nursing staffs, 

The Canadian Nurse has learned there 
_ have been shortages — in addition 
_ to those that generally occur during 
the summer — in Nova Scotia, northern 


New Brunswick, parts of Quebec, and 
Saskatchewan. 

Dorothy Miller, public relations 
officer for the Registered Nurses’ 
Association of Nova Scotia, told The 
Canadian Nurse that shortages are 
worse in the summer, but the situation 
is bad all year round. This is because 
of hospital budget restrictions or poor 
administration of budgets, she ex- 
plained. 

According to Ms. Miller, “The 
RNANS is very concerned about the 
situation throughout the province and 
has submitted ‘A Statement of Concern’ 
to the minister of public health and the 
health council.” This statement men- 
tions the association’s position paper 
on the practice of professional nursing 
in Nova Scotia. The RNANS expressed 
concern about obstacles to practicing 
professional nursing, such as nonnurs- 
ing tasks and inadequate numbers of 
staff. 

Ms. Miller said the statement of 
concern, submitted September 30, 
1972, gives definite examples of situa- 
tions in hospitals because of shortages. 
The statement, she said, “concludes by 
appealing to the minister of public 
health and the health council, on behalf 
of the 5,063 nurses in N.S., to use all 
possible means in providing adequate 
numbers of qualified nursing personnel 
and supporting services for the nursing 
departments of our hospitals.” 

In New Brunswick, Nancy Rideout, 
liaison officer with the New Brunswick 
Association of Registered Nurses, said 
shortages exist mainly in the northern, 
more isolated part of the province. 
However, she explained that the situa- 
tion in the larger cities is continually 
changing; hospitals sometimes have 
problems finding nurses. 

At a meeting of directors of nurs- 
ing in New Brunswick October 24 to 
25, 1972, reference was made to press 
stories that closure of hospital units 
during the summer was due to nurses 
being on vacation or students being 
withdrawn from specific hospitals. 
The directors discussed other reasons, 
such as doctors’ vacations and patients’ 
unwillingness to enter hospital during 
the vacation period. 

Gertrude Jacobs, Association of 
Nurses of the Province of Quebec, 
noted that some hospitals claim to 
have a shortage of nurses, but pointed 
out some nurses in the province are 


not working. The large English-speaking 
hospitals in Montreal are asking for — 


nurses, she said. As well, there is a 
shortage in outlying districts. . 

Although there have been newspaper 
accounts of a large decrease in the 
numbers of foreign nurses going to 
work in Quebec, Ms. Jacobs stressed 
that the ANPQ has been receiving many 
requests about nursing in the province. 

Ms. Jacobs explained that the three 
English-language CEGEPs in Quebec 
have admitted fewer nursing students 
than did the hospital schools, which 
have been phased out. However, she 
said these CEGEPs plan to admit more 
students. French-language CEGEPs, 
on the other hand, have been admitting 
larger numbers of nursing students. 

Doris Gibney, Registered Nurses’ 
Association of Ontario, told The Cana- 
dian Nurse early in January 1973 there 
is not a shortage of nurses in the prov- 
ince, but there is a problem of getting 
enough nurses to work in the northern 
areas. 

Commenting on the situation in 
Saskatchewan, Betty Schill, public 
relations officer for the Saskatchewan 
Registered Nurses’ Association, said 
a shortage of nurses in the rural areas 
was routine. But she also mentioned 
shortages in Regina, Saskatoon, and 
Yorkton. 

The Regina Grey Nuns’ Hospital had 
a nursing shortage of three or four 
full-time RNs throughout the summer 
of 1972, but did not have to curtail 
any ward services. 

At the Regina hospital there were 
19 resignations of general duty nurses 
in June 1972, compared with nine in 
June 1971, and 21 resignations in 
August 1972. According to the hos- 
pital’s director of nursing, part of the 
reason for the increased shortage in 
1972 might have been because there 
are only three schools of nursing left 
in the province. 

At University Hospital in Saskatoon, 
there was a shortage of operating room 
nurses in the summer of 1972, although 
no services had to be cut. 

Throughout the summer of 1972, 
Yorkton Union Hospital was short of 
relief nurses, as regular relief nurses 
were used to replace full-time nurses, 
and the hospital had to cut back on 
some surgery. At the end of 1972, there 
were still three full-time nursing posi- 
tions open. 
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or te oatoetaee new graduates 
want to on ® in larger centers; a year 
‘ago, the hospital’s school of nursing 
_ was closed; and because nurses are no 
_ longer getting married as soon after 
‘school as they used to, they are now 
more mobile. 

In Alberta and Manitoba, a distribu- 
tion problem, rather than an actual 
shortage of nurses, was mentioned. 
There has been difficulty in getting 
enough nurses to work in the northern, 
isolated areas. 

The Registered Nurses’ Association 
of British Columbia said in September 
1972 it would investigate a reported 
shortage of RNs during the past sum- 
mer. “We hope to get this study under- 
way soon and to be able to come up 
with useful data prior to next summer,” 
RNABC president Margaret Neylan 
said. 

RNABC said the study would include 
the many factors involved in staffing 
patterns, such as recruitment, educa- 
tional opportunities, individual factors, 
and working conditions. The study 
also called for making enquiries in 
other provincés to find out if a similar 
problem exists, and if so, what steps 
have been taken to alleviate hospital 
staffing problems in summer months. 

The only province that reported 
a surplus of nurses was Prince Edward 
Island. Laurie Fraser, executive secre- 
tary registrar of the Association of 
Nurses of Prince Edward Island, said: 
“Our school of nursing... still has a 
three-year program where the third- 
year students are considered additions 
to hospital nursing staff. When the 
students were on vacation [ in 1972], 
there were always enough nurses in the 
community to do part-time work... . ” 

Ms. Fraser added that in late August 
and early September 1972, there were 
few positions for the new nursing grad- 
uates, many of whom were forced to 
seek employment in other provinces. 


ANPQ Recommendations Included 
In Quebec Hospital Regulations 
Quebec City, Quebec—Some of the 
changes recommended by the Associa- 


tion of Nurses of the Province of 


Quebec (ANPQ) are embodied in the 
regulations for Bill 65, the Act on 
health and social services in Quebec, 
which came into effect January 1, 1973. 

The position of director of nursing 
service may no longer exist in Quebec 


8 THE CANADIAN NURSE 


Pamela Baptiste, 


Nurses at the Victoria Hospital in Castries, Saint Lucia, ie West Indies, were 
pleased to receive three boxes of nursing books from the Canadian Nurses’ 
Association, sent through the Overseas Book Centre of Canada. Pictured with 
some of the books are student nurses, staff nurses, nursing assistants, the sister 
tutor (chief nursing instructor) of the Victoria Hospital school of nursing, 
second from left, and the assistant tutor, Andrita Louis, 
fifth from left. The books are basic nursing texts removed from the shelves 
of the CNA library when new editions were purchased; the nursing content 
of the gift books is still valid. The Overseas Book Centre is a nongovernmental 
organization funded 40 percent by the Canadian International Developmental 
Agency; the remaining support comes from individual donations. 


hospitals; the new position title is “head 
of the nursing department” in Quebec 
hospital centers for short-term or pro- 
longed care. 

The requirement for a nursing de- 
partment is a change in the final form 
of the regulations to Bill 65. (Some 
parts of Bill 65 were discussed in 
Lisette Arcand’s article, New health 
programs in Quebec, December 1972, 
pages 27-30.) The draft regulations 
made a nusing department optional, and 
the head of the nursing department 
was to be responsible to a director of 
hospital services who reported to the 
general manager. 

The final regulations state that the 
head of the nursing department is 
responsible, under the authority of the 
general manager of the hospital, for 
the coordination and evaluation of nurs- 
ing care in the hospital center. 

The government’s proposals for the 
regulations were discussed at a meeting 
of the ANPQ in August 1972. (News, 
October 1972, page 8.) 

Another change in the regulations 
that reflects recommendations from 
ANPQ members at the August meeting 


is the restriction of telephone orders 
to an intern, resident, or nurse on duty 
in the hospital; telephone orders must 
be countersigned by the physician or 
dentist within 72 hours. 

The ANPQ recommendation that a 
grievance procedure for physicians 
and dentists should include nurses 
who are not covered by a collective 
bargaining agreement is not in the 
regulations. 


Fitness And Health Conference 
Aims At Fitness For All Canadians 
Ottawa — Keith McKerracher, in ad- 
dressing the national conference on 
fitness and health December 6, en- 
visioned 3.5 million Canadians on 
regular exercise by 1976. As director 
general, Sport Participation Canada, 
he would like to get Canadians away 
from their TV po grandstand interest 
in sports and on to the playing fields. 

It could be “fear of dying, the fun 
that a physically active life offers, the 
fun of playing with others . . . that would 
get them there,” he said. 

(Continued on page 10) 
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is year-old program is trained on 
, pe al fitness of Canadians. It 
volves education of citizens regarding 
heir health problems; motivation; 
solution, offering individual or group 
_ recreation, individual or group exercise, 
or competitive sports; and reminder 
advertising through the media. 

Earlier in the day, the United 
States government program of expend- 
iture on fitness was outlined by Casey 
Conrad, the executive director of the 
President’s council on physical fitness 
and sports; and the Swedish program 
by Berit Brattnas, attaché to the Royal 
Consulate General of Sweden in New 
York. 

The Swedish fitness program has 
as its purpose the involvement of every- 
one in the land at his or her level of 
capability or fitness, with competitions 
suited to the ability of the performer. 
According to Ms. Brattnas, the govern- 
ment considers fitness an important 
investment in society, having recogniz- 
ed as a poor use of funds the education 
of a doctor who graduates at 25 and dies 
of a heart attack at 40 years of age. 

Sweden, a country of 8,000,000 
people, has 13,500 sports clubs with a 
total of 2,000,000 members. Sports, 
promoted through the media, schools, 
and commercial firms, are being devel- 
oped “from a hobby for a few into a 
need for the many, and physical fitness 
programs for senior citizens have 
500,000 participants,” Ms. Brattnas 
said. Her talk ended: “No matter what 
or who we are, we should never neglect 
exercise to keep our body as beautiful 
as nature intended it to be.” 

From the 17 workshops of the 
conference came recommendations 
that called for a marketing campaign to 
sell the idea of physical fitness; govern- 
ment provision of a delivery system of 
preventive and fitness service centers 
across Canada; physical education 
programs, beginning in elementary 
school; and availability of recreation for 
all Canadians, including the aged and 
disabled. 


B.C. Nurses Discuss Report 

On Community Health Centers 
Vancouver, B.C.—The_ Registered 
Nurses’ Association of British Columbia 
expressed general agreement with the 
community health care concept of the 
Hastings Report at a forum sponsored 
by the University of British Columbia’s 
Health Sciences Centre October °72. 
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Dr. Anne Chrichton. 

Speaking for the RNABC, Helen L. 
Shore, assistant professor at the Uni- 
versity of British Columbia school of 
nursing, generally agreed with the 
community health center concept, but 
questioned the focus on the provision 
of basic medical services rather than on 
basic health services. 

“We feel that the services coming 
from the center and the influence that 
the center exerts on the community 
must promote the well-being of the 
citizens much more vigorously if we 
hope to see some evidence of a relation- 
ship between the health status of the 
community and the health services 
provided,” Ms. Shore said. 

On the matter of nurse participation 
in services provided by community 
health centers, she noted that although 
the report refers to the assistant to the 
physician and the physician surrogate, 
it “does not pay sufficient attention to 
the role of the nurse as associate of the 
physician.” 

According to the RNABC spokesman, 
there will be an urgent need for educa- 
tional programs designed to prepare 
nurses to function in different ways 
within a new method of health care 
delivery. She also said continuing 
education, available on a regional basis, 
as well as changes in the basic prepara- 
tion of nurses were required. 

Ms. Shore pointed out the report’s 
implications for change in the distribu- 
tion of nurses employed: presently 
82.5 percent of nurses employed in 
British Columbia practice in hospitals 
or other institutions, whereas only 15.2 
percent work “at the other end of the 
health/illness continuum, promoting 
health and preventing illness.” 

The public must be educated to 
assume greater responsibility for health, 
she concluded. “An educated public 
with a sense of responsibility for its 
own health will be the most valuable 
asset of any health services system.” 


Work Is A Basic Biologic Need 
Selye Tells Fitness Conference 
Ottawa — Work is a_ basic biologic 
need of man. The question is not wheth- 
er we should or should not work but 
what kind of work suits us best, said 
Hans Selye, director of the Institute 
of Experimental Medicine and Surgery, 
University of Montreal. He spoke to 
participants at the national conference 
on fitness and health Dec. 5, 1972. 
“Exercise of body and mind is as 


necessary to life as respiration” 
eating,” Dr. Selye said. A close relatio 
ship exists between stress and aging. 
“Stress is the nonspecific response to— 
any kind of activity at any one time; 
aging is the sum of all the stresses to 
which the body has been exposed during 
a lifetime. ‘ 

“Each period of stress, especially 
if it results from frustrating, unsuccess-_ 
ful struggles, leaves some irreversible 
chemical scars (think of them as insol- 
uble precipitates of living matter) 
which accumulate to constitute signs of | 
tissue aging. But successful activity, 
no matter how intense, leaves virtually 
no such scars. On the contrary, it pro- 
vides you with the exhilarating feeling 
of youthful strength, even at a very 
advanced age. Work wears you out — 
mainly through the frustration of — 
failure.” 

Dr. Selye advised his audience they 
can live long and happily by working 
hard at activity they really love and at 
which they are reasonably successful. 

In a panel discussion of attitudes 
toward fitness, Raymond Desharnais, 
assistant professor of sports psychology, 
Laval University, said there is not 
necessarily a link between a favorable — 
attitude to physical activity and active — 
practice of activity. Participation or — 
nonparticipation depends on the inten- 
sity of the attitude; most people have 
a favorable attitude to fitness. 

Dr. Desharnais said most adults are 
oriented toward passive participation 
and, even if the attitude is strongly 
favorable, there is a gradual decrease 
in activity with aging. A possible expla- 
nation is in the values transmitted by 
social groups. 

High school students participate in 
physical activity as a means of satis- 
fying needs for physical conditioning, 
beauty of body, or relief from psycho- 
logical tension. As the individual grows ~ 
older, the attitude of professionalization 
develops. Physical activity is used to 
measure performance and for victory; 
this results in highly selective participa- 
tion. 

“If the main objective is an increased 
level of active participation by the gen- 
eral population, we should use the 
media to promote values other than 
victory in physical activity,” Dr. Des- 
harnais said. 

Because individuals will drop out 
of active participation in physical 
activity unless the behavior change — 
to participation is consistently reward- _ 
ed, it might be worthwhile to tle a 
proven level of physical fitness to the — 
premium paid for health insurance, | 
suggested Gerald Wilde, professor of — 
psychology at Queen’s University. 

Dr. Wilde said encouragement of — 
greater active participation in physical — 

(Continued o Ke ; 
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nadian Nurses With CARE 


Help Injured In Nicaragua 

'tawa — An earthquake in December 

- destro ae 80 percent of the Nicaraguan 

capital of Managua and left some 

200,000 refugees. Medical personnel, 
including Canadian nurses, working 
with CARE in Nicaragua and surround- 
ing Central American countries were 
mobilized to help care for the injured. 

Heather Mason, a registered nurse 
from New Brunswick (Names, Novem- 

_ ber 1972, page 44), and her associate 
from the United States left their Medico 
team stationed in Honduras to work 
in a hospital in Chinandega, Nicaragua. 

The rest of the Medico team, under 
the direction of Canadian doctor 
Kenneth Ockenden, stood by at the 
200-bed hospital in Choluteca, Hon- 
duras, some 100 miles from Managua, 
awaiting the arrival of injured evacuees. 
CARE also sent 10 student nurses from 
the hospital in Choluteca to work in 
Nicaragua. 

Susan Wright, a nurse from Montreal 
was working for CARE/Medico at an 
Outpost station in the semiwilderness 
of Nueva Guinea, Nicaragua, 175 
miles from Managua. She was moved 
to the capital to work with Red Cross 
units. 

Since she began working for CARE 
in Nicaragua in May 1972, Ms. Wright 
has handled a number of emergency 
situations. Once when the local doctor 
and nurse were away, she evacuated 
a 15-year-old mother and her newly- 
born twins by cargo plane to the well- 
equipped Retiro Hospital in Manuagua. 
This hospital, the main one in the 
capital, was destroyed by the earth- 
quake, 

On two previous occasions, Ms. 
Wright took patients to the hospital 
by road and brought back medical and 
food supplies, hiking the last 20 miles 
to her outpost station. A CARE/Medico 
officer described her as a “sweet, frail- 
looking girl” who turned out to be 
“as brave as anyone I’ve ever met.” 

At the beginning of January 1973, 
the Canadian government gave CARE 
Canada a $25,000 grant it had request- 
ed to help carry out urgently needed 
aid. By January 6, CARE expected to 
have set up a refugee center in Costa 
Rica, authorized to spend $10,000 for 
immediate local purchases. 
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rport following | the Saks. CARE 


~ moved in supplies by truck from neigh- 


with the Nicaraguan authorities to 
organize widespread food distribution. 
Although Nicaragua is the largest of 
the Central American countries, its 
population is just two million and vast 
sections of the eastern jungle region 
are undeveloped. 

CARE’s Canadian team at Solo, 
Indonesia, needs two registered nurses, 
one immediately and one in August 
1973. In addition, eight nurses will 
be needed on two-year contracts within 
the next few months. Enquiries can 
be made to CARE, 63 Sparks Street, 
Ottawa K1P SA6. 


Saskatchewan Workshop Asks 

How Nurses Rate As Educators 

Regina, Sask. — Health is really low 
on the totem pole for most people, 
Otillia Bieber told 50 nurses at a 
November 1972 workshop in Maple 
Creek, Saskatchewan. “Priorities are 
more likely to be a beach cottage, two 
cars, and a color television,” Ms. 
Bieber said at the workshop sponsored 
by Region I of the Saskatchewan 
Registered Nurses’ Association. 

Ms. Bieber, nursing consultant with 
the provincial health department and a 
part-time faculty member at the Uni- 
versity of Saskatchewan school of nurs- 
ing in Saskatoon, was speaking on the 
workshop topic “Nurses as educators 
—how do we rate?” She told the 
nurses: “By virtue of your professional 
licence, you have the right and duty to 
provide health information. This is one 
of your most important functions.” 

Nurses, who do not accept the re- 
sponsibility for teaching health, use 
the excuse they do not have time to 
teach during their work day, Ms. Bieber 
said. She asked: “Is time really your 
enemy? Or...are [you] too busy 
carrying out nonnursing functions?” 

The nursing consultant described 
health teaching as being concerned 
with learning to live in the healthiest 
way possible. “Nurses must teach 
patients the meaning of their illness 
so they can learn how to change and 
improve their situation. Patients, 
families, relatives, and friends must 
be taught to try and help themselves 
to get well, stay well, and prevent them- 
selves from getting sick again.” 

She pointed out three things patients 
want from nursing, which are related 
to health teaching: they want to be 
treated as individuals, want an expla- 
nation of their care, and want to partic- 
ipate as a partner in their care. 

Some nurses don’t want to tell their 
patients much because they might 

(Continued on page 17) 
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Traditional Navy with Bright Red lin 
Finest tailoring of 65% Dacron polye: 
35% combed cotton. Zepel treated. 1 
Nylon Duralyn lining. Snap fasteners, 
openings. Matching head scarf. Washi) 
warm water, tumble dry and smooth. 
(up to 34 bust), MEDIUM (35-38) or 
(39-42) . . . specify size on coupon wu) 
“COLOR”. 


No. 658 Cape....... 14: 
6-11 13.95 ea., 12 or more 12.95 
3 Gold Initials inside collar, add 1.00 per 


Cobbler-Style TUNIC 


Pretty and perky over uniform, pants, skirt or 
dress . .. serves many needs. 200 dnr. washable 
Nylon Taffeta. 29” long, 20” wide. Huge, handy 
oversized pockets. Choose all snow-white . 

or aqua or red with black trim. 


No. 360 Tunic . . . 4.98 ea., 


A + 
6 or more 4.50 e: [/ a 
2 Gold Initials on peekel: add 50¢ per tunic. ) 


Vinyl or Dacron APRONS 4 


Professional extra-heavy duty translu- 

cent vinyl apron (left)... Ideal for messy 

jobs anywhere! 36” long, 30” wide. 

- 2.69 ea. & 

6-11 2.50 ea., 12 or more 2.25 ea. 

Dacron apron (right) features scoop toi 

bib that folds under out-of-sight if 

desired. 3-gored skirt, side pocket, extra 

wide hem. Skirt 19” long, 24” wide. 

Color white only. 

No. 264 Dacron Apron. . . 3.98 ea. 
12 or more 3.50 ea. 

2 Gold-Stamped Initials on either apron, add 50¢ per apron. 


Nurses’ POCKET PAL KIT 


Handiest for busy nurses. Includes white Del 
Pocket Saver, with 5” Bandage Shear (both she 
opposite page), Tri-Color ball-point pen, p 
handsome little pen light . . . all silver finish 
Change compartment, key chain. 


7. ‘attisls poem d on she , s, add 50 eat kit 
Endura STOPWATCH e eo 


A fine Swiss instrument for critical timing 
Records to 1/10 second (2 full revolutions per 
minute). Anti-magnetic, guaranteed accurate. 
Numerals red and black on white face. Top 
button starts/stops; side button returns to 
zero. Grey Cycolac molded case, serrated grip- 
tight edge. 18” red neck loop. 


No, 15-129-1 Stop Watch . . . 19.95 ea. 
3 engraved initials on back, add 1.00 per watch. 


nf 


form or in bag. Attach keys to bead chain. 


out to use key, rewinds automatically. New 

convenient. Silver finish. In plastic gift cam 

: No. vie: ynpea Pe 2.49 & 
\= 6-11 2.25 ea. 12 or more, 2.00 ea. 

3 initials ‘engraved, add 50¢ per Keepy 


o£ Pull-Out KEY-KEEPE? 
KF tnd fumbling for keys! Pin key-keeper on 


Bras DOOR NAMEPLATES 


Trim, distinctive and helpful for callers. 
Your Name engraved and lacquered into 
smart solid brass 244” doorplate. Satin 
gold with polished border, weather- 
proof finish, black lettering. Brass nails 
included 

No. 701 Doorplate . . . 1.98 ea. 


Print name desired clearly on separate paper. 


fo Action Personalized TOvsNIG’E 
6 ae ae er brand closure, app! 


Po aitt Fae ce on rk ce 
) No. 641 Tourniquet . pouty fret 


Fhe 


Qo 


y Y 


IT’S EASY TO ORDER REEVES NAME PINS FOR YOURSELF OR FRIENDS! 
Choose style you want, shown right. Print name (and 2nd bottom right. Attach extra sheet for additional pins. 
line if desired) on dotted lines below. Check other info in NOTE SAVINGS ON 2 IDENTICAL PINS . . . more convenient, 
boxes on chart, clip this section and attach to coupon spare in case of loss. 
J EE <a oa sa ee ce ses cams ne ems on 2 LINE ee 
BACKGROUND 
STYLE DESCRIPTION METAL METAL COLOR LETTERING 
NO. Lonoke! (iidactad (Plastic) COLOR | Engraved 1 Line | Engraved 2 Lines 
ALL METAL .. . rich, trim and D Gold |O Polished Does D Black |p1Pin 1.98/p1Pin 258 
eh tailored. Lightweight, smooth {shiny) not © Ok. Blue 
u edges, rounded corners. D Silver | an apply O White a) Abd a - ghee 
PLASTIC LAMINATE .. . slimmer, DWhite 41D) Black 5 
MA broader; engraved thru surface to eg yan, (Med. Green| (O Dk. Blue} 11 Pin .95)[)1Pin 1.45 
contrasting core color. Beveled apply apply EiMed. Blue [White 02 Pins 1.65] (2 Pins 2.30 
border matches lettering. EiCocoa Letters only| Piens hens) (aate heme) 
with snow- Polished 2 
Gold White Black |()1Pin 198/()1Pin 2.58 
O10} white plastic center. Smooth 5 Silver frame only A Ok. Blue} 1 2 Pins 3.25] D 2 Pins 3.85 
beveled edges. only (same name) (same name) 
MOLDED PLASTIC... simple, Does Does White O Black 1Pin .95/(])1Pin 1.45 
@} smart, will never discolor. Rounded} not not only 0 Ok. Blue 2 Pins 1.65] (2 Pins 2.30 
corners and edges. apply apply (same name) (same name) 
QUANTITY DISCOUNTS: 10-24 pins, deduct 10%; 
*Please add 25¢ per order for 3 pins or less. 25-99 pins, 15%; 100 or more pins, 20%. 


Personalized, precision-made forged 
Lister scissors. Guaranteed 2 years. 


3%” MINI SCISSORS 

Tiny, handy, slip into uniform pocket or 
se. Choose jewelers Gold or gleaming 
hrome plate finish on coupon. 


4¥2” or 5¥2” SCISSORS 

As above, but larger for bigger jobs. Chrome finish only. 
Choose No. 3500 (342”), No. 4500 (4¥2”) or No. 5500 (5¥2”) .. . 2.75 ea. 
1 Doz. or more . . . $2.00 ea. Your initials engraved, add 50¢ per scissors. 


NURSES a § 


Finest sculptured Fisher hares 

Sterling or Gold Filled (specify under COLOR on coupon). 

For bracelet or pendant chain. Add to your collection! Q 
No. 263 Caduceus; No. 164 Cap; No. 68 { % 
Grad. Hat; No. 8. Band. Scissors . . 3.49 ea. y 


ei. 14K PIERCED EARRINGS 


Dainty, detailed 14K Gold caduceus, for on or off duty 
wear. Shown actual size. Gift boxed for friends, too. 


No. 13/297 Earrings ........ 5.95 per pair. 
PIN GUARD Sculptured caduceus, chained 


to your professional letters, each with pinback/ 
safety catch. Or replace either with class pin for 
safety. Gold finish, gift boxed. Choose RN, LPN 


or LVN No. 3420 Pin Guard... . 2.95 ea. 


7 
4, 


SCRIPTO PILL LIGHTER Famous Scripto 


Vu-Lighter with crystal-clear fuel chamber containing color- 
ful array of capsules, pills and tablets. Novel, unique, for 
yourself or for unusual gifts for friends. Guaranteed by 
Scripto. A real conversation piece! 


No. 300-P Pill Lighter.............. 
Prevent stains and wear! 
Smooth, pliable pure white vinyl. Ideal 
low-cost group gifts or favors. 
No. 210-E (right), two compartments 
with flap, old stamped caduceus .. . 
6 for 1.50, 25 or more 20¢ ea. 


No. 791 (left) Deluxe Saver, 3 compt., & 
change pocket & key chain . 
6 for 2.98, 25 or more 35¢ ea. 


NIGHTINGALE LAMP 


An authentic, unique favor, gift or engraved 
award! Ceramic off-white candleholder with 
genuine gold leaf trim. Recessed candle 
cup (candle not included). 7” long 


No. FI00S Lamp . . 6.95 ea., 12 or more 4.95 ea. 
Initials and date engraved on gold plaque .. . 
add 1.00 per lamp. 


Hamilton 17 Jewel 
“Buren” Calendar Watch, 17 jewels, sweep- 
second hand. Date changes at midnight. Water, 
shock resis., anti-mag., unbreak. mainspring. é 
, Chrome finish, expan. bracelet, 1 yr. guarantee. 
No. BL53 Ham. Watch . . . 34.95 ea., 
= 
Endura Waterproof swiss made, raised silver full 
numerals, lumin. markings. Red-tipped sweep second- 
vand, chrome / stainless case. Includes genuine black 
seather watch strap. 1 year guarantee. Very dependable. 
No. 1093 Endura Watch.............- . .. 19.95 ea. 


Bzzz MEMO-TIMER time hot packs, heat ,.. 
lamps, park meters. Remember to check vital signs, — 
give medication, etc. Lightweight, compact (142” dia), 4 
sets to buzz 5 to 60 min. Key ring. Swiss made. 

No. M-22 Timer 3.98 ea. 


White barrel with caduceus-imprint, aluminum 
g band and clip. 5” long, U.S. made, batteries included (re- 
"as onank batteries available any store). Your own light, gift boxed. 


No. 007 Penlight . . . 3.98 ea. Your Initials engraved, add 50¢ per light. 


CROSS PEN Natalie B. Havens 
World-famous ballpoint, with 
sculptured caduceus emblem. Full name 
FREE engraved on barrel (include name with coupon). 
Refills avail. everywhere. Lifetime guarantee. 

No. 3502 Chrome 8.00 ea. No. 6602 12kt. G.F. 11.50 ea. 


MEDI-CARD SET dandiest reference 


ever! 6 age plastic cards | (3¥4” x 5%") Kihge 


med with 


Apothecary to Metric to Household Meas., Tone 

to °F, Prescrip. Abbr., Urinalysis, Body Chem., 
Blood Chem., Liver Tests, Bone Marrow, Disease 
Incub. Periods, Adult Wets., Child's Dosages, etc. 
All in white vinyl holder with gold stamped 


caduceus. No. 289 Card Set. . 
6 or more 1.25 ea. 


add 50¢ per set. 


12 or more 1.10 ea. 
Your initials gold-stamped on holder, 


+ 1.50 ea. 


RS.R.F. JOF 
SUPERVISOf ies 


is Sate 


CHARLENE HAYNES fie 


OLBR + 


Mrs. 1 ae 


COHN, L.PN. 


SCOPE SACK neatly carries and pro- 
tects Nursescope or any scope. Double-thick 
frosted flexible plastic, white vinyl binding. 442” 
x 94%”. Your own initials help prevent loss. 

No. 223 Sack. . . 1.00 ea. 6 or more 75¢ ea. 
Your initials gold-stamped, add 50¢ per sack. 


~ 


KELLY FORCEPS 5 handy for 


every nurse! 544” stainless steel, 


fully 


guaranteed. Ideal for clamping off tubing. Your 


own initials help prevent loss. 


No. 25-72 Forceps . . . 


2.75 ea. 6 or more 2.50 ea. 


_/ Your initials engraved, add 50¢ per forceps. 


Your 
Initials 

Engraved 
Free! 


Jf. 


Free Initials and Scope Sack 
with your own 


Littmann 


No. 216 Nursescope... 
13.80 ea. ppd. 


6-11... 12.80 ea. 


12 or more... 


Nursesope! 


Famous Littmann nu 

diaphragm stethos ope . 

a fine precision instrument 

with high sensitivity for 

bloo d pressures, apical pulse 
6 fits in 


epoxy diaphragm 
all Non-rot ating ang 
tubes and chest piece beau 
tifully styled in choice of 5 
jewel-like colors: Goldtone, 
Silvertone, Blue, Green, Pink.* 


FREE INITIALS AND SACK! 
Your initials engraved FREE 
on chest piece; lend individ 
ual distinction and help pre 
vent loss. Also FREE SCOPE 
SACK included, worth $1. as 
described above right. (Free 
sacks not personalized; add 
50¢ if initials desired.) Ideal 
for group gifts! Note big sav- 
ings on quantity orders (left) 


11.80 ea. 


Group Discounts include free Initials and Sack! 


*IMPORTANT NEW FEATURE: 


New ‘‘Medallion’’ styling 


includes tubing in colors to match metal parts. If desired, 


please add $1. ea. to all prices above, 
Order No. (No. 216M) on coupon. 


and add ‘‘M’’ to 


Duty free 


NURSES PERSONALIZED 
ANEROID SPHYG. 


A superb instrument especially 
designed for nurses! Imported from pre- 
cision craftsmen in W. Germany. Easy- 
to-attach Velcro cuff, by rene com- 
pact, fits into soft sim. leather zippered 
case 24%2"-x 4” x 7”. Dial calibra- 
ted to 320 mm., 10-year accuracy 
coobegry to +3 mm. Serviced by 
leeves if ever required. Your ini- 
tials engraved on manometer and 
gold stamped on case FREE, for 
permanent identification and 
distinction. A wise investment for 
a lifetime of dependable service! 


No. 106 Sphyg. . . . 29.95 ea. 


AP p OR AD so 
CAP TOTE keeps your caps crisp and clean 3 
while stored or carried. Flexible clear plastic, white —— 


trim, zipper, carrying strap, hang loop. Stores flat. Also 
for wiglets, curlers, etc. 842” dia., 6” high. 

No. 333 Tote . . 2.65 ea., 6 or more . . 2.35 ea. 
Your initials gold-stamped, add 50¢ per Tote. 


WHITE CAP CLIPS 


Holds 
firmly in place! Hard-to-find white bobbie pins, 
enamel on fine spring steel. Eight 2” and eight 
3” clips included in plastic snap box. 


caps 


No. 529 Clips . . 3 boxes for 1.95, 
6 for 3.25, 12 for 49¢ ea. 


MOLDED CAP TACS _ 
Replace cap band instantly. Tiny plastic tac, 
dainty caduceus.-Choose Black, Blue, White 
or Crystal with Gold Caduceus; or all Black gg 
(plain). The neater way to fasten bands. 

No. 200 Set of 6 Tacs . . . 1.25 per set. 
12 or more sets 1.00 per set $ 


ALL METAL CAP TACS bainty, jew 


elry-quality Cap Tacs with grippers to hold cap 


band securely in place. Sculptured metal 
¢ Caduceus, polished gold finish, clutch fastener. 
Two Tacs per set, gift boxed. Ideal Class favor or 


ae 


group gift. Add a bit of style to your cap! 


No. CT-2 Cad. Tacs ......... 2.50 ea. 
SEL-FIX CAP BAND Biack velvet ) ae 
band material. Self-adhesive, presses on, 


pulls off; no sewing or pinning. Reusable 
several times. Each band 20” long, pre-cut to 
popular widths: %” (12 per plastic box) 42” 
(8 per box) %” (6 per box) 1” (6 per bbx). 
Specify width under ITEM column on coupon 
No. 6343 Band. . .1.75 per box 


1.50 ea. 
0: R OMPA Bo 9, Attieboro a 02/0 


3 or more. . 


ORDER NO. ITEM COLOR | QUANT. 


e extra sheet for additic 


INITIALS as desired: —s 
(Good idea . for distinctive identification) 


nal items or 


TO ORDER NAME PINS, fill out all information in box top 
left, clip out and attach to this coupon. 


| enclose $ (Mass. residents add 3% S. T.) 
Sorry, no COD’s or billing terms available 


Send to . 


Street 


City State 


An important announcement to nurses from ASTRA 


Here is a 


new, fast and sterile 


way to prepare Xylocaine infusions 
for life threatening arrhythmias 


fail 


(Lidocaine Hydrochloride Injection, Astra Std.) 


One Gram * 


e The special 5 mi transfer syringe 
contains 200 mg/ml Xylocaine and can be 
added to infusion set-ups without removing 
solution from infusion flask or bag 


e Cuts preparation time in half 

e Easy and convenient to use 

e Adds another link to the sterility chain 
e@ Disposable 


® Clearly labeled for positive ¢ Jf ie. ma / 
safeguard against error ~<a =. / 
: an original from 
ASTRA Pharmaceutical Division, 
Mississauga, Ontario A Ss T ae A 
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Next Month 
in 


The 
Canadian 
Nurse 


e Gestational Diabetes 


e Ten Tips on Preparing 
Research Proposals 


e Health and Community 
Information Services 


YS 


Photo credits for 
February 1973 


American Journal 
of Nursing, p. 26 
Artwork for Acupuncture 
Article: p. 28 — Dr. 
Mifoo Hsu; pp. 27, 29 — 
redrawn from illustrations 
in Acupuncture: The Ancient 
Chinese Art of Healing by 
Felix Mann. William 
Heinemann Medical Books Ltd., 
London, Eng. 
Julien LeBourdais, Toronto, 
pp. 33-7 
Children’s Hospital, Vancouver, 
p. 43 
Victorian Order of Nurses, 
p. 44. 
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(Continued from page 14) 


become too knowledgeable and thus 
more critical of the care they are getting 
explained Ms. Bieber. These nurses 
are afraid to risk such a situation in 
case they are found wanting, she added. 

Ms. Bieber suggested five steps 
nurses could follow in planning patient 
education: identify the educational 
needs of the patient and his family, 
set educational goals for them, choose 
effective educational methods to be 
used, carry out the program, and 
evaluate what they have learned. 

Three nurses participated in a panel 
discussion during the workshop. Mar- 
garet Hartley, Swift Current, said health 
teaching is started by the doctor and 
nurses must follow through. In her 
opinion, most nurses are willing to 
teach health, but have feelings of in- 
adequacy as teachers. 

Joy Mitchell, Swift Current, said 
nurses have as much responsibility in 
health teaching in a hospital as in a 
community. 

Cecile Schmidt, Leader, noted that 
a nurse should instill in her patients 
a responsibility for keeping themselves 
healthy. “All they require is the know- 
ledge and skills to do so, and nurses 
can give these to patients,” she said. 

All three panelists agreed that gen- 
erally nurses are not doing a good job 
of patient teaching. 


Ontario Heart Foundation Offers 
Fellowship For Master’s Degree 
Toronto, Ont.— The Ontario Heart 
Foundation offers a fellowship of 
$3,000 annually to a qualified reg- 
istered nurse who is enrolled in the 
course leading to a master’s degree in 
nursing at the U of Toronto. 

The applicant must have been ac- 
cepted into the master of science in 
nursing course, and have serious in- 
tention of practicing cardiovascular 
nursing in Ontario following gradua- 
tion. 

In selecting a recipient, the awards 
committee will review the applicant’s 
nursing record and may request a per- 
sonal interview. 

Application forms are available from 
the chairman of the awards committee, 
graduate division of nursing, U of 
Toronto school of nursing, 50 St. 
George Street, Toronto 181, Ontario. 

Applications should be submitted 
by June 15. The award is made 
annually. 


*Trademark 


nae hoaored Me 


diabetics 


It’s not that you should 
do more. It’s just that eae 
KETO-DIASTIX* Reagent 
Strips require the /east a. 
amount of effortintesting 
for glucose and ketones in — 
urine. Simply dip into urine 
and get a semiquantitative 
reading for glucose and 
ketones in 30 seconds. What 
could be easier and less 
troublesome for you and the 
patient? Useful all around 
the hospital. On wards, at the 
bedside, in patient teaching 
centers, and in the O.P.D. 
Also, a good test to recom- 
mend for the patient to use 
at home after discharge. 
Obtain full details on 
KETO-DIASTIX by calling 
your Ames Systems Special- 
ist or by writing to the 
address below. It’s the /east 
work you can do in diabetic 
urine testing. 


Keto-Diastix 
amtyed Company ® 


¥we Division Miles Laboratories, Ltd. 
77 Belfield Road, Rexdale, Ontario 


ie 


“Chemical and biological information systems 
serving Medicine and Industry” mn 


your nursing skills with these Saunders texts 


Asperheim & Eisenhauer: New 2nd Edition 


Pharmacologic Basis of Patient Care 


Emphasizes not only the basic factual knowledge of pharmacology, but the 
nurse’s role in drug therapy and her position as a vital member of the 
health team. By Mary K. Asperheim, R.N., M.D., and Laurel A. Eisenhauer, 
R.N., M.S.N. About 495 pp. Illustd. About $9.30. Just Ready. Order no. 1436. 


Brown & Fowler: 4th Edition 


Psychodynamic Nursing 


Offers valuable advice and guidance on the use of psychology in nursing, 
Particularly in a psychiatric service. Discusses psychopharmacologic 
agents and emohasizes nursing in deprived environments. By Martha 
Montgomery Brown, R.N., Ph.D., and Grace R. Fowler, R.N., M.A. 358 pp. 
Sept. '71. $7.50. Order no. 2162. 


DuGas: 
Kozier-DuGas Introduction to Patient Care 


How to judge and meet the patient’s needs. Common health problems are 
discussed. Includes behavioral objectives and the nurse’s role in diagnostic 
therapeutic care. By Beverly Witter DuGas, R.N. 487 pp. 157 IIlustd. June 
72. $8.25 Order no. 3225. 


2nd Edition 


Falconer et al: 
Current Drug Handbook 1972-74 


The latest clinical data on more than 1500 drugs: name, source, synonyms, 
Preparations, dosage, administration, uses, action, contrairdications. By 
Mary W. Falconer, R.N., H. Robert Patterson, Pharm.D., and Edward A. 
Gustafson, Pharm. D. 250 pp. Soft Cover. March '72. $5.40. Order no. 
3565. 


Kron: 3rd Edition 
The Management of Patient Care: 
Putting Leadership Skills to Work 


Guides to leadership in nursing. Care is discussed along lines of hospital 


policy, doctor's Prescription, and the nurse's decision. By Thora Kron, 
R.N. 210 pp. IIlustd. Jan. '71. $3.90. Order no. 5527. 


18 THE CANADIAN NURSE 


Bakwin & Bakwin: 
Clinical Management of Behavioral Disorders 
in Children 


Tells how to better understand and deal with the many behavioral and 
emotional problems of childhood. Includes common-sense handling of 
adolescent rebellion. By Harry Bakwin, M.D., and Ruth Morris Bakwin, M.D. 
714 pp. Illustd. May '72. $18.05. Order no. 1502. 


4th Edition 


Keane & Fletcher: 2nd Edition 


Drugs and Solutions 
A Programmed Introduction for Nurses 


Simplifies learning calculation of dosages and preparation of solutions by 
teaching the reader to use simplified proportions. By Claire B. Keane, 
R.N. and Sybil M. Fletcher, R.N. 171 pp. Soft Cover. Aug. '70. $3.35. Order 
no. 5341. 


Freeman: 
Community Health Nursing Practice 


Introduces modern concepts of community health nursing as a dynamic 
and socially-oriented discipline. Special attention is given to poverty, 
family planning, and mental health. By Ruth B. Freeman, R.N., Ed.D. 414 
pp. IIlustd. Aug. '70. $7.75. Order no. 3876. 


Kron: 2nd Edition 
Communication in Nursing 


From lecturing to listening, from writing reports to reading efficiently — a 
practical guide to effective communication with doctors, patients and 
co-workers. By Thora Kron, R.N. 299 pp. Illustd. Soft Cover. Jan. '72. $4.15. 
Order no. 5521. 


Leifer: 2nd Edition 


Principles and Techniques in Pediatric Nursing 


Over 140 essential procedures, including use of new equipment, develop- 
ment of observation techniques, assessing the newborn, neonatal intensive 
care. By Gloria Leifer, R.N. 229 pp. 149 Illustd. March '72. $7.50. Order 
no. 5714. 
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' ar the most widely used text of its kind, Totally vomits and sielas , 


to describe the role of the nurse as a member of a team working for the 
Hl Welfare of the child and his family. By Dorothy R. Marlow, R.N., Ed. D. 
te preparation. Ready April. Order no. 6098. 


* Reed & She ppard: 
Regulation of Fluid and Electrolyte Balance: 
A Programmed Introduction in Physiology 
Provides a working knowledge of fluid shifts, solute distributions, 


electrolyte imbalance, more. By Gretchen M. Reed, M.A., and Vincent F. 
Sheppard, Ph.D. 317 pp. Illustd. Soft Cover. July '71. Order no. 7517. 


LeMaitre & Finnegan: * 2nd Edition 
The Patient in Surgery: 
A Guide for Nurses 


Sound guidance on surgical preparation, operative techniques, and post- 
Operative care. New material on wound healing, vascular surgery, 
craniotomy, heart surgery. By George D. LeMaitre, M.D., and Janet A. 
Finnegan, R.N. 457 pp. 111 Illustd. Soft Cover. Sept. '70. $6.70. Order no. 
5716. 


Sanderson: 
The Cardiac Patient 
A Comprehensive Approach 


For both surgical and non-surgical patients. Discusses background of 
problems, then methods of treatment: electrocardiography, cardiac drugs, 
cardiopulmonary resuscitation, etc. By Richard G. Sanderson, M.D. 7 
Contributors. 548 pp. 188 Illustd. June '72. $11.85. Order no. 7905. 


Watson: 
Medical-Surgical Nursing and Related Physiology 


Reviews relevant anatomy and pathophysiology, applying them to nursing 
care for disorders of particular systems or organs. Illustrations are of 
unusual instructional quality. By Jeanette E. Watson, R.N. 786 pp. IIlustd. 
April '72. $10.30. Order no. 9135. 


seca ‘designed for it 
hospital procedure a nurse can bes, ine 

procedures that aides perform Chinen s 

and oxygen therapy. By Mary E. s, R.N. 239 pp. usta. tc 
July '70. $4.10. Order no. 6190. 


, - ae 
Robinson: : ; ; “ 
Psychiatric Nursing as a Human Experience 
Establishing a one-to-one relationship with the patient. Discusses anxiety i 
as a dynamic construct, contemporary problems (alcoholism, drugs, mental 


retardation), institutional and community health nursing. By Lisa Robinson, fe 
R.N. 352 pp. Sept. '72. $8.25. Order no. 7620. ik 


Stryker: 

Rehabilitative Aspects of Acute 

and Chronic Nursing Care 

Special relevance to neuromuscular and skeletal disorders. Includes body 
mechanics, care after discharge, communication with brain-damaged 


patients. By Ruth Perin Stryker, R.N. 236pp. 125 illustd. April '72. $8.00. 
Order no. 8636. 


Sutton: 2nd Edition 
Bedside Nursing Techniques in Medicine and Surgery 


Describes hundreds of basic and specialized nursing techniques for reverse 
isolation, hypodermoclysis, tubeless gastric analysis, heart transplants. 
more. By Audrey L. Sutton, R.N. 398 pp. 871 Illustd. March '69. $8.50. Order 
no. 8666. 


Wood: 
Nursing Skills for Allied Health Professions 


Step-by-step descriptions of basic skills required of all entry-level personnel: 
body alignment, bedmaking, oxygen therapy — 184 in all explained in 36 
self-study units. Edited by Lucille A. Wood, R.N. 2-vol. 768 pp. 560 Illustd. 
May ’72. $10.30. Order no. 9600-1. 


W.B. SAUNDERS COMPANY CANADA LTD. 
833 Oxford Street, Toronto 18, Ontario 
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Keeps | 
him drier 


Instead of holding 
moisture, Pampers 
hydrophobic top sheet 
allows it to pass 
through and get 
“trapped” in the 
absorbent wadding 
underneath. The inner 
sheet stays drier, and 
baby’s bottom stays 
drier than it would in 
cloth diapers. 


Saves 
you time 


Pampers construction 
helps prevent moisture 
from soaking through 
and soiling linens. As a 
result of this superior 
containment, shirts, 
sheets, blankets and 
bed pads don’t have to 
be changed as often 

as they would with 
conventional cloth 
diapers. And when less 
time is spent changing 
linens, those who take 
care of babies have 
more time to spend on 
other tasks. 
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Coronary patients 
and their families 


receive incomplete care 


The author studied what selected patients and their families knew and how 
they felt about myocardial infarctions and the treatment prescribed during 
the acute and early convalescent phases of the illness. She concluded that 
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nurses need to assist patients and their spouses to adapt to heart disease, 
by identifying and meeting their learning needs at all the stages of illness 


and recovery. 


Joan Royle, RN, M.Sc.N. 


“When your life is at stake, you are 
left to guess what is best for you,” said 
Mr. A., a well educated gentleman in 
his fifties, who was in the early conva- 
lescent period following a myocardial 
infarction. 

In the one week following discharge 
from hospital, Mr. A. developed a 
rigid daily routine based on his medica- 
tion schedule. Although this routine 
proved inconvenient, he was unable 
to change from the time-schedule 
established in hospital. 

Mr. A. remained in bed each morning 
after his wife left for work, until the 


The study reported in the article is the 
subject of Joan Royle’s thesis for the 
M.Sc.N. degree, which she received from 
the U of Toronto in 1972. She was award- 
ed an Ontario department of health 
bursary for master’s degree study. Ms. 
Royle is a graduate of the McMaster U 
School of Nursing (B.Sc.N.) and is now 
a lecturer at McMaster, teaching medical- 
surgical nursing in year III. 


Red Cross homemaker arrived. He 
reported feeling tense when alone in 
the house and preferred not to move 
around. Anxiety regarding physical 
activity was further evidenced by Mr. 
A.’s reluctance to venture past his 
bedroom and study, even when mem- 
bers of his family were present. 
Incidents such as this pose several 
questions for health personnel. Why 
did Mr. A. respond in this manner to 
his heart disease and prescribed thera- 
py? What were the bases for his fears 
and anxieties? How can health person- 
nel assist patients and their families 
to adapt to heart disease, which, al- 
though acute in nature, is a chronic 
disease with lifetime implications? 
Satisfactory rehabilitation of a pa- 
tient following myocardial infarction 
depends on his adjustment to the phy- 
sical limitations and _ psychological 
problems related to the underlying 
cardiac disease. To assist patients and 
their families to move toward useful 
lives that accommodate the illness, 
nurses and other health personnel 
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require knowledge of an individual’s 
learning needs and of factors affecting 
responses at different stages of illness. 


The literature 

Available knowledge concerning the 
educational needs of patients and their 
families following myocardial infarc- 
tions rests upon conclusions drawn 
from studies of widely varying orienta- 
tion and quality. Few investigations 
have attempted to identify what the 
patient knows about his disease and 
therapy or his attitude to these. 

Studies have indicated that during 
the acute phase of illness most patients 
show denial of heart disease and fear 
of death. The threat to life and the 
complexity of the disease and its treat- 
ment result in patients becoming de- 
pendent on others to meet their needs. 
Knowledge becomes — irrelevant or 
unnecessary to the dependent patient 
who has not yet acknowledged his 
illness; information given is not re- 
tained.2 Investigators suggest the in- 
creased anxiety, identified in patients 
during periods of transition in care, 
may be decreased by preparation of 
the patient for transfer and discharge.* 

Few patients have been found to 
succeed in altering health habits that 
may adversely influence their coronary 
disease. Several follow-up studies of 
patients with chronic illness have de- 
monstrated the great frequency with 
which patients fail to follow medical 
recommendations.’ Investigators agree 
in attributing this lack of compliance 
with prescribed health regimen to 
inadequate information about the 
illness and treatment and failure to 
understand the little information that 
was given. 

The influence of the family in as- 
sisting the patient to accomplish the 
tasks of reorganization and rehabilita- 
tion was illustrated by Donabedian’s 
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findings that patients who had help 
available to them in the home were 
more likely to comply with medical 
recommendations.® 

The effectiveness of patient and 
family education is influenced by the 
role expectations of members of the 
health professions, their preparation 
for teaching, and the system in which 
they function. The nurse can set the 
climate for patient teaching in both 
the hospital and the community; she 
also has many opportunities to teach 
patients and their families. 


The study 

Patients and their families require 
specific knowledge, at different stages 
of adaptation following myocardial 
infarctions, to enable them to comply 
with prescribed therapy and adjust to 
the changes in life style resulting from 
the heart disease. To identify the learn- 
ing needs of patients and their families 
more information was needed. A study 
was undertaken to describe what se- 
lected patients and their families knew 
and how they felt about myocardial 
infarctions and the treatment prescribed 
during the acute and early convalescent 
phases of illness. The ultimate purpose 
was to improve nursing care through 
more effective patient and family 
teaching. 

Twenty patients with myocardial 
infarctions were interviewed in the 
coronary care units and on the general 
care units of two large hospitals; seven- 
teen of this sample were interviewed 
again five to ten days following dis- 
charge from hospital. Six of the pa- 
tients’ spouses were interviewed during 
the early posthospital period. 

Because the sample was selected, 
findings cannot be generalized beyond 
the study population, but they do 
illustrate many important implications 
for nursing practice. 


_ Standing of the reasons for its , 


Findings 
Initially, the patients and their spouses 
showed an awareness of the diagnosis — 
but their abilities to accept this were 
influenced by their attitudes of fear, — 
denial, and anger. During the acute and 
early convalescent phases of illness, — 
most patients did not understand the 
causes of heart disease or the patho- 
physiological changes following the 
myocardial infarction. The same 
misconceptions were apparent in their 
responses throughout the three inter- 
views. Patients with previous history 
of heart disease showed a similar lack 
of understanding about their illness. 
During the initial period at home, 
patients and their spouses showed 
attitudes of acceptance of their changed 
situation but, for most, this was accom- 
panied by an element of fear. Three 
in ten patients showed additional atti- ; 
tudes of defeat and resignation toward 
their changed life styles. One in four 
patients and one spouse in six continued : 
to disregard the illness and changed 
life pattern. . 
Preexisting occupational and family 
problems, limited support from family 
members or lack of understanding 
appeared to contribute to continued 
failure to follow prescribed therapy — 
and/or continued denial of illness. 
During the later period of hospitaliza- 
tion and the initial period at home, 
most patients tended to explore the 
implications of their changed situations, 
but few appeared to arrive at decisions. 
One in two patients with a first 
infarction showed an attitude of help- 
lessness while in the coronary unit. 
Their responses indicated feelings of 
dependency and lack of perceived 
ability to influence what was happening — 
to them. Three in four patients gained 
reassurance from the cardiac monitor, 
and three in five showed some under- 
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Categories of Attitudes 
Toward Specific 
Therapeutic Measures 


Acceptance 
Followed instructions about 
this aspect of therapy 


Acceptance with Fear 
Expressed anxiety about this 
aspect of therapy but followed 
instructions as well as able 


Defeat and Resignation 
Showed additional responses of 
depression toward situation in 
regard to this aspect of therapy 


Rejection 
Disregarded some instructions 
about this aspect of therapy. 


= 


Attitudes of Patients Toward Their Prescribed Medications, Activity Regimen, and Dietary Measures _ ' 


During the Initial Period at Home 


Prescribed Medications 
(N=15) 
No. 


14 2 


No. 


Activity Regimen 
(N=17) 


Dietary Measures "an 
(N=13) 


No. Le 
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Most patients and their spouses indi- 
cated acceptance of and reassurance 
from the coronary care unit environ- 
ment. 

Periods of transition, such as transfer 
and discharge, appeared to cause stress 
in most patients; four in five patients 
reported fear, and one in two patients 
indicated the additional element of 
helplessness or lack of ability to control 
the change. Apprehension about dis- 
charge was shown by one in two pa- 
tients. 

Patients acquired only limited know- 
ledge of their prescribed therapy. Most 
described the instructions they received 
in vague terms, and few were able to 
give any reasons for prescribed thera- 
peutic measures. Many misconceptions 
were found in the patients’ responses 
to questions about the reasons for thera- 
py, which.appeared to originate mainly 
from unpredictable sources such as 
newspaper articles, friends, and other 
patients. 

Patients tended not to request specific 
information during hopitalization, but 
stated they wanted and/or expected to 
receive information about their heart 
disease and its effects on their future 
life styles prior to their discharge from 
hospital. 

Table 1 indicates the attitudes of 

_ patients toward their prescribed medi- 
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cations, activity regimen, and dietary 
measures during the initial period at 
home. 


Patients at home 

During the initial period at home, 
most patients reported following their 
prescribed therapy. Acceptance of 
therapeutic measures was combined 
with fear for most of the patients and 
their spouses. The major source of 
apprehension was the limitation in 
physical activities. Lack of under- 
standing of instructions contributed 
to this anxiety. One in three patients 
showed additional attitudes of defeat 
and resignation toward their physical 
limitations. Two in three spouses were 
apprehensive about their ability to 
follow the prescribed dietary measures. 

The experiences of Mr. and Mrs. B. 
illustrate some of the difficulties study 
patients and their families encountered 
in adapting to the heart disease and 
therapy. For two weeks prior to his 
admission to hospital, Mr. B. was 
treated by his family physician for 
possible angina. This was described 
as a trying and confusing experience. 
Neither Mr. nor Mrs. B. knew what was 
wrong or what to do, and both viewed 
his admission with great relief. 

Mr. B. slept a great deal his first few 
days in the coronary care unit and re- 


membered little about his care. He 
indicated that he occasionally watched 
the monitor and worried when at first it 
went “haywire” when he moved. He 
later remarked that nothing bothered 
him in the unit, including the event of 
another patient having a cardiac arrest. 
Nurses described Mr. B. as “a coopera- 
tive patient, accepting all that was 
done for him and following instructions 
closely.” 

He viewed his transfer from the 
coronary unit as necessary, saying, 
“they must have figured I was ready,” 
but he found his first few days on the 
general care unit disturbing. Initially 
he was in a ward where the other pa- 
tients were noisy and upsetting. He 
had difficulty sleeping and was moved 
to a private room. 

Throughout his stay in hospital, 
Mr. B. did not report any desire for 
information about his heart disease, 
treatment, or future care. He said he 
expected to be told before he left. At 
no time was he able to suggest any 
causes for his heart disease or to des- 
cribe the pathophysiological changes 
resulting from his infarction. 

Mrs. B. was reassured by the infor- 
mation she received from the resident 
in the coronary care unit, but was con- 
cerned about the lack of preparation and 
guidance for the posthospital period. 
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5 "Following discharge from hospital, 


=] 


Mr. B. received only one medication 


— digitalis, which he erroneously 


_ perceived as being to “thin the blood.” 


~ 


He was on a fat-restricted, low sodium 


‘diet to which he adjusted readily. Mrs. 


B. had carefully read the diet sheets 
and was concerned about her ability 
to follow them and prepare well-bal- 
anced meals. She reported some dietary 
discrepancies between meals on the 
part of her husband. 

Of greatest concern to Mr. B. and 
his wife was the extent of physical 
activity. The uncertainty and concern 
associated with a new activity frequently 
resulted in argument and confusion 
over what he should and should not be 
doing. 

Mr. B.’s family physician was away 
and, therefore, Mr. B. was unable to 
contact him for another three weeks. 
Both Mr. B. and his wife had many 
questions to discuss with the doctor, 
including problems of physical activity, 
diet, sexual relations, and the signifi- 
cance of the “odd thickness” in the 
chest Mr. B. occasionally experienced. 

Mr. B. reported receiving almost 
no instructions prior to his discharge 
from hospital. He asked few questions 
while in hospital and, as a result, knew 
little about his illness and care. Mrs. 
B. perceived her role as providing a 
happy relaxed home and helping her 
husband to follow his treatment regimen. 
She recognized the tension created by 
their insecurity over Mr. B.’s activity 
regimen, diet, and other aspects of 
care. 

One week following discharge, Mr. 
B. had made no plans regarding his 
return to work and perceived no diffi- 
culties in returning to his previous 
job as a construction worker. 


Implications for nursing 

Patients’ apparent lack of concern 
for specific information about their 
heart disease and prescribed therapy 
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during hospitalization does not negate 
the importance of this knowledge. The 
infrequency of requests for specific 
information may have resulted from 
insufficient understanding or fear of 
what they needed to know. 

Some patients tended not to ask 
questions but indicated that they wanted 
and/or expected to receive information 
prior to discharge from hospital. Their 
inability to take the initiative in seeking 
necessary information was influenced 
by the stage of adaptation to illness 
and by their apparent dependency on 
medical and nursing personnel during 
hospitalization. 

Nurses should understand the phy- 
siological implications of the patient’s 
psychological stress. Fear and appre- 
hension were indicated by most patients 
on admission to hospital, and in relation 
to transfer and discharge. Information 
about the heart disease, hospital envi- 
ronment, and therapy, as well as better 
preparation for transfer and discharge, 
should decrease the emotional stress 
shown by patients during hospitaliza- 
tion and following return home. 

The failure of health personnel to 
identify and meet the patients’ learning 
needs probably contributed to their 
tendency to seek information from 
nonprofessional sources, resulting in 
the development of misconceptions 
about their illness and care. The mis- 
givings expressed by the patients’ 
spouses and the lack of information they 
received regarding posthospital care 
probably hindered their ability to pro- 
vide the support needed by most pa- 
tients. 

Patients with previous history of 
heart disease appeared to be more 
aware of the effects of their illness 
on their families, resulting in a family 
becoming a cause for concern rather 
than a provider of support. Preexisting 
occupational and family problems 
appeared to assume greater importance 
to some patients and probably hindered 


their ability to cope with the illness — 


and its residual effects. This illustrates — 


the importance of knowing the patient 
as an individual and understanding 
his past experiences. 


Variations in specificity of instruc- — 


tions appeared to account, at least in 


part, for attitudes of apprehension — 


during the initial period at home. Pa- 
tients reported they received fairly 
specific instructions regarding medica- 
tions, which were clearly written on 


the medication bottles. Dietary restric- — 


tions were described in general terms 
but were accompanied by printed 
instruction sheets. 
physical activity were vague and in- 
cluded: “take it easy,” “slow down,” 
and “be your own guide.” 

It would appear from these findings 
that much of the anxiety found in the 
patients and their families during the 
initial posthospital period could have 
been prevented by health personnel. 
If instructions given patients and their 
spouses prior to discharge had been 
more specific, and if continuity of care 
had been provided following discharge, 


patients and their families would have 
felt less anxious. 


Educational programs 
There is need for more effective 


individual patient and family teaching — 


and for the development of educational 


programs for groups of cardiac patients 
and their families, both in the hospital — 

and on acontinuing basis in the commu- 
nity. There is also a need to develop — 


and make available authoritative refer- 


ence material for patients and their — 


families. This literature is required 


to reinforce and supplement teaching, — 


to provide a written source of reference 
when patients are uncertain about 
their instructions, and to decrease 
patients’ need to obtain information 
from the news media and friends, 


Assisting the patient and his famil: z 


to understand the tation: i 


Instructions about 
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d therapy is a nursing function, in collab- 


oration with other members of the 
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health team. Continous evaluation 
and revision of patient teaching is 


essential to allow for changes in the 


_ patient’s level of knowledge and need 
for different information during each 


phase of illness. Patient and family 
participation in the development and 
implementation of the teaching program 
should increase as the patient progresses 
toward recovery. Inservice education 
programs can better prepare nurses 
in the hospital and community for 
their teaching roles. 

The use of clinical nurse specialists 
contributes to the improved quality 
and coordination of patient care and 
education. These nurses possess the 
knowledge and ability to assess patients’ 
needs and to plan, implement, and 
coordinate patient and family education 
during hospitalization and the initial 
period at home. The clinical nurse 


specialist can also assist nursing staff 


to develop their teaching skills. Most 
of the nursing needs of the patients 
and family members during the initial 
time at home can be met by public 
health nurses or nurse practitioners 
with preparation in coronary care and 
patient teaching. 

Nurses with special preparation in 
coronary care and patient teaching can 
develop and implement formal educa- 
tional programs for groups of patients 
and their families in the hospital and 
the community. Effective programs 
would require cooperation among the 


_ nurse coordinators; physicians; nurses 
in the coronary units, general care 


units, and the community; dietitians; 
_and other health personnel. 


by the use of the same personnel in 
both programs and/or the establish- 
ment of peeaixe lines of communica- 


Coordination of hospital and commu 
nity teaching programs can be dou 


tion following discharge from hospital 
could be conducted either in the hospi- 
tal or in community health centers. 


Summary 

The findings indicated that the needs 
of study patients and their families for 
relevant information about their heart 
disease and prescribed therapy were 
not adequately identified or met during 
their hospitalization or initial period at 
home. When specific instructions were 
given to patients and their spouses 
about prescribed therapeutic measures, 
they experienced less anxiety during 
the initial posthospital period. When 
instructions were vague, increased 
anxiety was shown. 

The patients progressed through 
identifiable phases of adaptation to 
illness with different kinds of informa- 
tion needed in the coronary care unit, 
on the general care unit, and at home. 
Some information provided within a 
few days of discharge was more mean- 
ingful than when given during the 
initial acute phase of illness. 

Attitudes of most patients showed 
a recognizable pattern from the initial 
inability to accept the diagnosis to 
gradual acceptance of their heart disease 
and its residual effects. Fear and appre- 
hension continued to influence patients’ 
and families’ adjustments during the 
initial period at home. 

As nurses, we need to recognize our 
responsibilities as health teachers, to 


prepare ourselves to fulfill this role in * 


the hospital and the community, and 
to develop means of ensuring accessi- 
bility and continuity of care and teach- 
ing for patients and their families, 
through all stages of illness and recov- 
ery. 
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Acupuncture, an unfamiliar term in 
this country barely a year ago, is be- 
coming a meaningful word to health 
professionals and laymen alike. It will 
probably be some time before detailed 
information is readily available con- 
cerning the theoretical basis and prac- 
tical application of acupuncture. How- 
ever, enough is now known to begin 
acquisition of knowledge and assess- 
ment of implications of this ancient 
medical practice. Only if we begin now, 
will the nursing profession be able to 
determine its own destiny regarding its 
role in relation to acupuncture and re- 
lated techniques. 


Puncture points 

The term acupuncture derives its 
meaning from the Latin acus, needle, 
and punctura, a puncture. It is a method 
of preventing, diagnosing, and treating 
disease by inserting metal needles into 
the body at designated locations — 
acupuncture points — at various 
depths and angles. 

There are now approximately 1,000 
known acupuncture points, each nearly 
one-tenth of an inch in diameter which, 
in pathologic conditions, become tender 
when pressure is applied. Any given 
disease may affect one or several points 
and the groupings may differ from pa- 
tient to patient. 

Acupunture points, also known as 
“hoku points,” do not exist in isolation; 
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Acupuncture 


Acupuncture points are electrically distinguishable from adjacent tissues. 


an = 


And, when a point is stimulated, the meridian which is formed by q 
acupuncture points registers a corresponding change in electrical potential. 


Maybe there is a scientific basis for this mysterious therapy. 


Margaret E. Armstrong 


they form essentially 14 groups. The 
points in each group are arranged in a 
line known as a meridian, which is as- 
sociated with an internal organ. A me- 
ridian runs along one of the major parts 
of the body and terminates at the tips 
of the fingers or toes. Each meridian 
is paired with another meridian located 
on the other side of the body. 

The pain or sensation indicating 
disease in that organ is registered along 
the path of the meridian for that specific 
organ’ For example, the pain common- 
ly felt in angina pectoris runs along the 
course of the heart meridian which runs 
down the inside of the arm. 

Other meridians are associated with 


Ms. Armstrong is a predoctoral candidate 
in the department of physiology and bio- 
physics, University of Washington, Seat- 
tle. She enrolled in a course in acupunc- 
ture at the Experimental College of 
the University of Washington because 
“...it seemed to provide a unique op- 
portunity to explore the theory and tech- 
niques of the oriental medical practice as 
a basis for neurophysiological research 
in the future.” Ms. Armstrong received 
her B.S.N. from Wayne State University 
School of Nursing, Detroit, and her M.S. 
from the University of California, Berke- 
ley. Ms. Armstrong expresses her thanks 
to Dr. Mifoo Hsu, an acupuncturist, for 
his review of portions of this paper. 
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Acupuncture needle, shown in actual 
size, is rotated and inserted downward 
for treatment. 
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the pericardium, lungs, large and small 
intestines, stomach, spleen, diaphragm, 
liver, gall bladder, kidneys, bladder, 
circulation, and with the function of 
nervous energy and warmth. 
Acupuncture needles are very fine 
slivers, about 1/100 inch in diameter, 
and have been made of wood, bamboo, 
gold, silver, and various other metals. 
Today, they are usually made of stain- 
less steel, varying in length from one 
to seven inches with a wire wrapped 
around the blunt end to aid in handling. 
They are like a fine sewing needle, 
rather than the hollow needles used for — 
injections. 
Most commonly, the needle is in- 
serted by rotating it between the thumb 
and index finger using slight pressure 
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in a downward direction. The speed and 
angle of rotation depend upon the in- 
tensity of the desired stimulation. The 
method for insertion is determined in 
part by the angle and depth of insertion 
to be used ‘as well as the duration and 
frequency of the treatments. At this 
point, one may logically conclude that 
acupuncture is totally irrational and 
ought to be discarded in modern medi- 
cal or nursing practice. But, there is a 
long history of its use in Western Eu- 
rope as well as in Asia, indicating, per- 
haps, that it has proved helpful through 
the years. 


Restoring the balance 

The date of the origin of acupunc- 
ture is an approximation at best, but 
the practice probably began nearly four 
to five thousand years ago in China. It 
was introduced in Japan 2,600 years 
ago * InChina its development reached 
a peak by the mid-1800s and then 
steadily declined as a result of increasing 
western influence, initially by Jesuit 
missionaries and then by medical doc- 
tors. 

However, the practice continued to 
develop in Japan and Korea, and re- 
turning missionaries and doctors in- 
troduced acupuncture to Europe — 
principally France, Germany, and Hol- 
land — and England.* With the begin- 
ning of the Chinese People’s Republic 
in 1949, interest in acupuncture in 
China was rekindled in order to bring 
health care to the millions of people 
who were without readily available 
medical services. 

Modern western medicine and tra- 
ditional oriental methods, including 
acupuncture, are now used in an in- 
creasingly integrated fashion in China 
and Japan. In 1956, the U.S.S.R. sent 
several doctors to China to study acu- 
puncture, consequently stimulating ex- 
tensive research, education, and prac- 
tice in the U.S.S.R. 

Thus, acupuncture is now an inte- 

_ gral part of the basic medical education 
in China, Japan, Southeast Asia, and 
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Acupuncture points form meridians that correspond to internal organs. Cardiac 
pain, for example, is registered along the heart meridian. 
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e are also acupuncture 
: als and practitioners — 
| Europe and Scandinavia. 
n and exchange of research 
ed out through annual meetings 
International Congress of Acu- 


corporated acupuncture into their 
cal practice. 
a development of acupuncture in 
~ China has been deeply embedded in the 
_ oriental philosophy concerning the 
_ balance in the universe of the antago- 
y nistic forces of Yin and Yang. In Old 
China, the people believed that these 
two forces had to be in balance for 
health to exist. Disease and, conse- 
quently, meridians and acupuncture 
points were classified according to the 
characteristics of the Yin and Yang 
philosophy. 

The ancient Chinese also believed 
that Qi, the energy of life, flows 
through the meridians in a constant 
flux which must be maintained for 
health to exist. A blockage of Qi, they 
believed, caused an excess in certain 
areas of the body, resulting in a disease 
corresponding to the sites involved. 

For believers in Yin and Yang, the 
universe is thought to be made up of 
five basic elements which have a dis- 
tinct relationship to one another, and 
thus maintain a balance for all exist- 
ence. Organs, emotions, senses, and all 
other entities are classified according 
to the interdependence of these basic 
elements. 

Viewing health care in terms of 
balance is difficult for us until we con- 
sider specific examples. For instance, 
acupuncture is used to restore the bal- 
ance between sympathetic and para- 
sympathetic innervation of the stomach 
in the treatment of gastric ulcers. It is 
also used to maintain or restore the bal- 
ance of the five to one ratio of sodium 
and potassium necessary for electrolyte 
balance. When it is thus illustrated in 
our Own terminology, we are able to 
visualize the ancient philosophy of Yin 
and Y ang as used practically in modern 
medical practice. 


Practicing the art 

Preventive medicine has been an 
important part of oriental life for cen- 
turies. A doctor commonly was paid 
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by the patient when he was healthy; 
payments ceased when the patient be- 
came ill. The doctor provided medicine 
and treatment as needed during illness 
free of charge. 

Today, an assessment, recommended 
yearly although frequency varies with 
availability of medical services, is made 
to determine early signs of disease. The 
skin’s resistance to electric current is 
measured on acupuncture points located 
on the fingers and toes as illustrated in 
the chart shown.5 A 50 percent or more 
difference between the readings of 
the paired meridians indicates the 
need for treatment to restore a balance 
before symptoms of pathology appear. 
It is believed that increase of pathology 
can be prevented during the very early 
stages of disease when it is difficult to 
determine a specific diagnosis.§ 

Although modern diagnostic tech- 
niques are used in conjunction with 
acupuncture, emphasis is also placed 
upon interviewing the patient and ob- 
serving colors, odors, and emotions in 
great detail. The face, especially the 
forehead and below the eyes, and the 
inner aspect of the foream are carefully 
examined for abnormal coloration. It is 
also believed that any changes in the 
sense organs are related to changes in 
one of the body organs. Vocal expres- 
sions, odors, secretions, and emotions 
are all thought to be related to specific 
functions. 


Auscultation and palpation in ori- 
ental medicine are performed to a much 
greater extent than in western medicine. 
In fact, palpating pulses has been devel- 
oped to a fine art; various disease 
entities have been associated with the 
pulses felt by using varying amounts 
of pressure and at slightly different 
locations on the radial artery. There are 
probably 48 different pulses over the 
body, but at the location of the wrist 
over the radial artery there are 2 pulses 
at six locations for a total of 12 pulses. 
In diagnosis and in subsequent evalua- 
tion of acupuncture treatments, approx- 
imately 27 qualities of 12 different 
pulses in three positions on the radial 
artery of each hand are assessed. 

“If the ball of the finger is lightly 
placed on the radial artery in these 
three positions, it will be noticed, except 
in a perfectly healthy person, that the 
sensation is different at each place, and 
if gradually a greater pressure is ex- 
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Points on fingers and toes can be meas- — 
ured electrically to detect disease. 


erted, suddenly a point is reached where 
the sensation has a totally different 
quality. This is the deep position. The 
superficial position has been compared 

to the elasticity of the arterial wall, and 
the deep position to the sensation of the 
flow of blood within the artery. It has _ 
been suggested that the pressure re- — 
quired for the superficial pulse is the — 
diastolic pressure, while that for the 
deep pulse is the systolic pressure.’’? 
Consistent practice is required to make 

a detailed assessment of these pulses. 
The illustration on the next page'indi- 
cates the relationships that are believed _ 
to exist between the deep and superfi- 
cial pulses and internal organs. 

Recently in China, there has been an 
attempt to treat deafness by acupunc- 
ture, especially that caused by childhood 
disease.2 Many schools for deaf and 
mute children have had impressive 
results with recently developed tech- 
niques. 

Not all diseases, however, have been 
effectively treated with acupuncture. 
Theoretically, it is possible to help or 
cure any disease that can be affected by 
a physiologic process. A problem that 
is purely anatomic or advances to the 


logic process, such as a kidney stone, 
advanced osteoarthritis, or a fully form- 
ed cataract, cannot be treated success- 
_ fully by acupuncture. 

. Considerable publicity has been given 
to acupuncture as an anesthetic for 
surgical and dental procedures as well 
as to its use as an analgesic for postop- 
erative pain. Local and spinal nerve 
blocks, as well as inhalation anesthesia, 
are commonly used in China. However, 
acupuncture for anesthesia, using one or 
several needles, is an alternative for 
most surgical procedures with the pos- 
sible exception of abdominal surgery 
when extensive manipulation of abdom- 
inal viscera is involved. 

Approximately 20 minutes prior to 
surgery, the needle or needles are insert- 
ed into the area for the particular pro- 
cedure and are rotated manually or 
connected to a battery-operated pul- 
sator® During surgery, the patient is 
able to converse with the doctors and 
nurses, or read. Fluids and fruit are 
offered to the patient, and he is fre- 
quently allowed to walk from the oper- 
ating room to his hospital room. 

As anesthesia, acupuncture has sev- 
eral advantages over other types of 
anesthesia. With acupuncture, blood 
pressure is not lowered and respiratory 
tract complications do not occur post- 
operatively. There is no interruption 
in the patient’s hydration and no post- 
operative nausea or vomiting. The pa- 
tient’s pain threshold in increased, mak- 
_ ing it possible to perform minor pro- 
_ cedures associated with the surgery 
without additional anesthesia. 

The term moxibustion is frequently 
used in the literature on acupuncture. 
Moxibustion, which is stimulation of 
the acupuncture points by heat, may be 
used alone or as a supplement to acu- 
puncture and uses acupuncture prin- 
ciples, although it is more generally 
applied for chronic illnesses.1° In this 
technique, sticks or cones made from 
pulverized artemisia vulgaris (worm- 
wood) are placed over the acupuncture 
point and are ignited and permitted to 
burn down to or close to the skin. 


Understanding the art 

There is no apparent explanation of 
why the insertion of needles or the ap- 
plication of heat on the surface of the 
body should have any, much less de- 
finitive and predictable, results in areas 
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and functions far removed from the 


treatment site. 


Commonly, hypnosis, autosugges- 
tion, cultural and political influence, or 
some aspect of quackery are given as 
explanations. Yet, one needs only to 
survey the results of extensive research 
in many countries in which the same 
effects of acupuncture are found in sev- 
eral animal species to realize that these 
initial answers are not adequate. In- 
deed, acupuncture is widely used in 
veterinary medicine for the same pur- 
poses as described here for humans. 

In looking further for a theoretical 
basis, it is necessary to sort out aspects 
of oriental philosophy and superstition 
from objective data which can be ob- 
served, recorded, and analyzed. As the- 
ories develop to scientifically plausible 
levels, one can then look back to ideas 
of the past and recognize correlations, 
unhindered by emotional barriers, form- 
ed by words and ideas strange to our 
culture and education. 

Several possible theories have emerg- 
ed from research activities, mainly in 
China, Japan, and Russia. In 1893, 
Sir Henry Head, a British neurologist, 
published the observation that pain re- 
sulting from pathology of various or- 
gans was often referred to clearly defin- 
able areas on the body surface. These 
areas, which came to be known as 
“Head’s zones,” are similar to the lo- 
cation of the acupuncture meridians 
associated with the same organs. In 
1883, independent of acupuncture re- 
search, Dr. Weihe claimed he had dis- 
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covered 195 points in close pr 
with the viscera — points quite sin 
to acupuncture points. Both of 
discoveries contributed to the dey 
ment of therapeutic anesthesia incluc 
nerve blocking via injection of a loc 
anesthetic for relief of somatic 
visceral pain."! 

There is also a relationship between _ 
the arrangement of the meridians and 
the various layers of cells in the ear-_ 
liest stages of embryonic development. 
Detailed examination of this relation- 
ship reveals inconsistencies, but there 
is sufficient correlation here to warrant 
further study. 

Another possible relationship may 
exist between Bonica’s theory of trig- 
ger points and acupuncture. According 
to his theory, injury or pathology in 
muscles causes tenderness not only in 
the involved muscles themselves, but 
also in their tissues and associated or- 
gans, and the resulting increase in ten- 
sion causes stiffness and increased ten- 
derness in the muscles.12 Moreover, 
Bonica contends that this type of local 
pain may be projected to other locations 
as referred or radiating pain. 

The gate control theory of pain by 
Melzack and Wall is another possibil- 
ity to consider. This theory stems from 
their discovery that two types of nerves 
are stimulated when a pain-evoking 
agent, like a needle, is applied.!? The 
fine nerves (delta fibers which are 
small, myelinated, type A neurons) 
transmit the pain sensation to the ap- 
propriate location in the spinal cord 
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Diseases can be detected by using varying pressures on the pulses at the radial 
artery. There are six locations which correspond to internal organs. 
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ave an inhibiting effect on the 
r ones. Perhaps, because of their 
size, sensory impulses which 
thicker fibers conduct arrive at the 
spinal cord first and close the gate for 
sensation of pain carried by the 
Sie nerves. Thus, activity in the 
_ larger peripheral sensory nerve fibers 
carrying nonpainful impulses inhibits 
_ pain conduction in the spinal cord from 
_ the smaller fibers. According to these 
authors, pain centers in the brain may 
then be jammed by the messages of 
minor pains, such as from acupuncture 
needle insertions, thereby decreasing 
awareness or sensation of the more ma- 
jor pain which occurs in surgery. 
Dimond reports that researchers in 
China used electrophysiologic tech- 
niques in rabbits and by peripheral pain 
stimulation produced a standard ‘‘in- 
duction voltage” in the cerebral cortex 
of one to two mm. in height. (This mea- 
surement is not recorded in the usual 
manner but may represent that used in 
China.) According to Dimond, “Acu- 
puncture when placed appropriately 
had proved to lower this cerebral in- 
duction voltage” in the cerebral cortex 
though the painful stimuli application 
continued.... Using humans and a 
standard stimulation of the tooth as 
the pain stimulus, they [the Chinese 
research team] found evidence that 
the recognized ‘tooth’ acupuncture 
anesthesia point on the back of the hand, 
near the attachment of the thumb, would 
effectively eliminate this pain stimulus 
to the patient.””'4 
A number of independent investi- 
gators have found that acupuncture 
points have characteristic electrical 
properties. The electrical resistance of 
tissues is consistently lower at acupunc- 
ture points than that at surrounding 
tissues; that is, there is a decrease in the 
skin’s resistance to the flow of electric 
current. Electrical resistance varies at 
acupuncture points, but it is fairly con- 
sistent over other skin areas. This 
change in electrical charasteristics 
seems to be influenced by the physiolo- 
gic processes of the body and by certain 
emotional states. When an acupuncture 
point is stimulated, the resistance of 
other points along the corresponding 
meridian is also affected. However, 
these changes along the meridian 
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are transmitted more slowly than are 
nerve impulses. If the anatomic meridi- 
ian is cut, the stimulus of an acu- 
puncture point on that meridian is not 
transmitted to acupuncture points 
beyond the cut. Similarly, the internal 
organ with which the meridian is asso- 
ciated is not influenced by the treat- 
ment. 

These electrical characteristics dis- 
appear in patients who have indergone 
electric or x-ray therapy. But, almost 
with this sole exception, the acupunc- 
ture points can be detected by their 
electrical resistance measured in micro- 
amperes. 

Additional confirmation comes from 
the work of the Kirlians, a Russian 
couple, who have developed a method 
of producing photographs from the 
action of high-energy frequency cur- 
rents.15 In this method, nonelectrical 
properties of the object being photo- 
graphed are converted into electrical 
ones through the action of a field with 
a directed transfer of charges from the 
object to a photographic plate or screen. 
This method, now called Kirlian Pho- 
tography, shows emission of energy 
from the specific areas traditionally 
called acupuncture points. 


A Korean physiologist claims to 
have found distinct anatomic char- 
acteristics which coincide with acu- 
puncture points and meridians. These 
points are said to“. . . consist of groups 
of small oval cells surrounded by many 
blood capillaries.”'® The structures 
connecting one acupuncture point to 
another “...consist of clusters of 
thin tubular cells with round or oval 
cross-sections, and having a diameter 
of 20 to 50 microns.” Attempts by a 
Chinese research team to confirm the 
results of this study have thus far been 
unsuccessful. 

Much research still needs to be done. 
But, many possible theories are begin- 
ning to emerge and perhaps the anatom- 
ic and physiologic basis of this ancient 
technique will soon be firmly establish- 
ed or rejected on the basis of sound 
research endeavors. 


Acupuncture and nursing practice 
Several principles of traditional 
acupuncture are akin to ideas that nurs- 
ing has been advocating for many years: 
the importance of preventive health 
measures, active involvement of the 


individual patient, detailed observa- 
tions, and patient teaching are but a 
few examples. In addition, most refer- 
ences concerning acupuncture stress 
the importance of the whole man, in 
whom nothing happens in isolation 
but in relationship to other events 
occurring in his internal or external 
environment. Consequently, there are 
specific areas within the context of 
these concepts which have relevance 
to nursing practice. 

Nurses, I believe, are often applying 
acupuncture principles directly and 
indirectly and have been doing so for 
some time. For example, acupuncture 
points have been used to develop 
massage techniques by schools of 
massage throughout the world. Massage 
used to produce results proximally or 
distally to precise points of cutaneous 
stimulation may be called reflexogen- 
ous. These fall into two groups: 
spontaneously painful points and points 
selected by the therapist. These corres- 
pond to acupuncture points and are 
treated with the hand instead of the 
needle.17 Nurses have generally used 
massage techniques for a local or 
regional effect or a general feeling of 
well-being and relaxation. 

Since several meridians run longi- 
tudinally along the back, neck, and 
buttocks, studies need to be carried out 
to determine what effects the massage 
techniques commonly employed by 
nurses have upon specific functions far 
removed from the site of massage. And, 
what are the distant effects of local heat 
treatment applied for local results? 
Compiling such information will aid 
in planning the procedures needed for 
desirable and predictable results as 
well as in avoiding the problems we 
may have dismissed in the past as being 
unrelated to a particular procedure. 

A natural question arises as to the 
possibility that we are stimulating 
known acupuncture points when ad- 
ministering injections, starting intra- 
venous feedings, or withdrawing blood. 
It now appears that if the common 
injection sites are correctly chosen, the 
major acupunture points in the area can 
be avoided. 

Common injection sites on the but- 
tocks, anterior thighs, and below the 
iliac crest are examples. The bladder 
meridian runs longitudinally down the 


midline of the gluteus maximus muscle — 


a 


_ leaving the inner aspect of the upper 
- outer quadrant free of major acupunc- 
ture points. The midline of the anterior 
_ thigh is also void of points. The gall 
bladder meridian runs down the outer 
aspect of the thigh, but swings anteriorly 
below the iliac crest leaving the v- 
shaped area commonly used for injec- 
tions free of points if the injection site 
is not in the extreme anterior portion 
of the v. 

Numerous meridians are located in 
the abdominal area and in the anterior 
and posterior surfaces of the forearm 
and hands. Thus, a detailed study of 
meridians must be done to determine 
the more important areas to avoid when 
inserting a needle for whatever purpose 
in these areas. It is possible that per- 
sistent pain or sensation following an 
injection may be due to stimulation of 
an acupuncture point with physiologic 
results in the corresponding organ. 

It is also interesting to note that 
acupuncture points are located on the 
tips of the fingers. In acupuncture 
therapy, these points are treated in 
tonsillitis, fever, sunstroke, meningitis, 
and intestinal influenza. In patients 
with high fever, a quick jab with a 
triangular needle is made with removal 
of several drops of blood. What effects, 
then, if any, are brought about by the 
method commonly used to obtain blood 
in capillary tubes for hematocrits? 

Attempts are now being made to 
assess the use of acupuncture in this 
country.18 In New York City, a ten-man 
committee of medical specialists to 
conduct and coordinate acupuncture 
studies has been formed. Elsewhere, 
several doctors and medical groups, 
such as the National Academy of Sci- 
ences, have attempted to initiate coop- 
erative research with practitioners in 
China. And some attempts are being 
made to seek information from practi- 
tioners in this country. In Seattle, for 
example, approximately 45 doctors 
and other health-related professionals 
have attended a survey course in 
acupuncture being taught at the Uni- 
versity of Washington’s noncredit 
Experimental College. The 14-week 
course is taught by Professor Mifoo 
Hsu, a retired acupuncturist who has 
_ taught and practiced in Hong Kong 
and Japan. 

In preparation for increased prac- 
tice of acupuncture, the Teamsters 
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Union in San Francisco recently decided 
to include acupuncture coverage in its 
health insurance policy.'? This may be 
one of the first steps toward popular- 
ization of the practice of acupuncture 
in the United States [and Canada]. 

Thus, the process of inquiry has al- 
ready begun in this country into a 
medical practice that is thousands of 
years old and embedded in a culture 
vastly different from our own. To dis- 
card or accept acupuncture as a sound 
medical and nursing practice would be 
wrong at this time. Open-mindedness 
with a proper degree of caution would 
be most helpful while we investigate 
the practice of acupuncture and related 
techniques with the hope of making 
discoveries which will eventually im- 
prove nursing care. 

Implications for nursing research 
have been implicit throughout this dis- 
cussion. As interest in acupuncture 
increases, nurses and other health 
professionals can provide accurate 
information to laymen, and to one an- 
other, to avoid inappropriate and over- 
zealous use of acupuncture. As the valid 
uses of acupuncture are determined, 
nursing can play a valuable role in 
judicious integration of these tech- 
niques into nursing and medical prac- 
tice. 
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Health care at Toronto 
International airport 


Nearly five million persons pass through Toronto International airport in a year. 
Nurses in the federal government's joint quarantine, immigration, and public 

service health unit, and in the Air Canada medical clinic, and St. John Ambulance 
staff discussed their work in providing health care for passengers, visitors, and q 


workers at Canada’s busiest airport. 


Dorothy S. Starr, M.N. 


Toronto International was Canada’s 
busiest airport in 1970 and in 1971; 
although the 1972 figures aren’t avail- 
able yet, it will probably continue to 
rank number one in passenger traffic. 
More than 3,800,000 persons began 
or ended their air journey to points 
within Canada, or between Canada 
and the United States, in the Toronto 
International airport in 1971. In addi- 
tion, there were thousands of travelers 
to destinations outside Canada and 
the USA. 

Added to the passengers in the air- 
port, there were visitors to see them 
off and welcome them back, the airline 
crews, and the personnel of the airport 
services. Some accidents and illnesses 
occurred among all these individuals. 

Who looks after the passenger who 
has an asthma attack, the cook who 
cuts his finger, the visitor who slips on 
the escalator, the customs man with 
a headache, or the traffic manager 
with an upset stomach? 


Ms. Starr is an assistant editor of The 
Canadian Nurse. 


There are three groups of nursing 
personnel at the Toronto airport; they 
are behind the scene but readily acces- 
sible when health care is needed. Nurses _ 
and doctors from medical services — 
branch of the department of national 
health and welfare are responsible 
for protecting Canadians from com- 
municable diseases that might be im- 
ported, 

Doctors and a nurse provide occu- 
pational health care for Air Canada 
employees at the airport, and a first — 
aid post for passengers and visitors — 
is staffed by St. John Ambulance per- — 
sonnel. | 


Federal health service 
Six nurses staff the federal govern- 
ment health service at the airport; 
five of them cover the two shifts, 8 
A.M. to 4 P.M., and 4 P.M. to midnight, 

and the sixth is the supervisor. 
“We're here primarily for the quar- 
antine and immigration operation.” 
The nurses’ station is behind the 
desks where customs officers who are 
primary line inspectors for heal 
customs and immigration, give | 
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Ida M. Foote, medical services nurse, 
vaccinates Mary Rogers, a government 
employee. 


sengers an initial inspection. The 
questions are short and standard: where 
are you coming from? how long did 
you stay? where do you live? While 
the inspector is looking at the pas- 
senger’s passport, he is also looking 
at the passenger: checking for signs of 
illness. 

The nurses look after the passengers 
who are referred from the primary 
line inspectors because they appear 
ill or cannot produce proper health 
certificates. Besides a small office, 
there is a room with two hospital beds 
and supplies for holding a passenger 
in quarantine, if necessary. 

While Gladys Rundle, the super- 
visor, and | were talking, the office 
phone rang frequently. Lieselotte 
Wenck answered the phone with “Med- 
ical Services. May I help you?” One 
caller wanted to know what kind of 
injections she needed to go to Europe. 
Information calls of this kind are 
frequent. 

Another call reported “‘the emergency 
has landed safely.” Previously, the 
nurses had been notified that a pilot 
reported a plane was coming in for 
an emergency landing. The medical 
services’ staff is always alerted in such 
cases. 

Ms. Rundle told me that the nurses’ 
major role in quarantine is the educa- 
tion of primary line inspectors. Courses 

_ include the history and current activities 
of the World Health Organization, and 
information about the four quaran- 
tinable diseases: smallpox, yellow fever, 
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cholera, and plague. A projector and 
slides of individuals who appear ill 
as contrasted with those who look well, 
the symptoms of the four diseases, 
and the vaccination certificates are 
part of the teaching equipment. 

All aircraft coming from outside 
Canada must be cleared by the medical 
services nursing staff before passengers 
are permitted to disembark. When an 
overseas or transborder flight arrives, 
the ground hostess or passenger agent 
who is responsible for the flight is the 
first person up the stairs when the 
aircraft door is opened; she or he 
inquires whether there is illness on the 
aircraft, and telephones the medical 
services nurse on duty. 

The call is made on a special tele- 
phone, a “hotline” that commands 
instant attention from the nurses. Pas- 
sengers are not allowed to leave the 
plane until the medical services nurse 
has been assured there is no illness 
on the aircraft. 

Illness in this context is defined 
as anything except air sickness or an 
injury suffered before the passenger 
boarded the flight. 

If there is illness, the nurse goes 
to the aircraft and establishes that 
the sick person is not bringing a quar- 
antinable disease into Canada. 

If the sick person has a rash and 
a temperature, the nurse may feel that 
he should be checked by a doctor. 
The sick passenger would be transfered 
to an isolation bed in the nursing unit, 
and the other passengers taken off 


the plane into a holding lounge. 

Anexample of the rapid transmission 
of disease by air travelers was given 
by Ms. Rundle. In January 1972 Ca- 
nadian regulations were changed so 
a traveler did not need a smallpox 
vaccination certificate unless he were 
coming from an infected area. Many 
persons went to Great Britain and to 
Europe without a vaccination certifi- 
cate. In March, 1972, Yugoslavia 
reported 173 cases of smallpox, im- 
ported from Iran; the source of the 
two cases reported in Iran is unknown.* 

When the smallpox outbreak occurred 
in Yugoslavia, everyone coming into 
Canada from Europe or the British 
Isles had to have a vaccination certifi- 
cate. In the Toronto airport, medical 
services staff vaccinated more than 
2,000 people, using the multiple pres- 
sure method. “We had quite a time,” 
said Ms. Rundle. The nurses issued 
11,050 health alert notices, warning 
incoming passengers that they might 
have been exposed to smallpox, telling 
them what symptoms to watch for, 
and advising them to contact their 
doctor if symptoms appeared. 

Over 60 persons were placed on 
surveillance. This means the individual 
is asked to contact the medical officer 
of health (MOH) in the district to which 
he is going, and is told the length of 


*World Health Organization, “The Small- 
pox Situation.” WHO Chronicle, 26:9: 
397, September 1972. 
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time during which he should retain 
contact with the medical officer. The 
MOH might ask the traveler to come 
to his office or he might be in touch 
with him by telephone each day. 

“We ask the passenger to report to 
the local MOH, and we send a copy of 
the surveillance report to the MOH 
of the province to which the individual 
is going; the provincial MOH sends 
it immediately to the MOH in the dis- 
trict. Once we have made out the sur- 
veillance report and told the traveler 
what he is to do, it’s up to the prov- 
ince.” 

Because of the possibility of sudden 
outbreaks of disease, the medical 
services nurses recommend that travel- 
ers keep their smallpox vaccination 
certificate up-to-date; it is valid for 
three years. 

How are the nurses notified when an 
area becomes infected with a quaran- 
tinable disease? They receive the weekly 
World Health Organization epidemiol- 
ogy reports, a weekly report from 
DNHW, and one from the USA giving 
information for the western hemisphere. 
The nurses read these reports and keep 
lists of infected areas up-to-date for the 
primary inspectors. If there is an out- 
break, most countries notify the WHO, 
which immediately disseminates the 
information to all other countries; 
DNHW sends a telex message to Cana- 
da’s international ports. 

A health alert notice is automatical- 
ly given to any passenger coming from 
a cholera-infected area, since the 
incubation period for cholera is five 
days. 

A traveler coming from a part of 
the world in which yellow fever is 
endemic is referred to the nurse. If 
he is remaining in Canada, no action 
is necessary because the mosquito that 
transmits the virus does not live in our 
climate. The southern United States, 
however, has an area in which the 


34 THE CANADIAN NURSE 


mosquito can survive. The nurse es- 
tablishes where the passenger is going. 
If he is going to a receptive area, she 
telephones the US quarantine officials 
and informs the passenger that he may 
be placed in quarantine when he ar- 
rives. 

When asked about the qualifications 
for the nursing duties of the medical 
services nursing staff, the nurses said 
that a registered nurse with experience 
would have to learn on-the-job. Open- 
ings for staff are scarce; the zone nursing 
director said of the Toronto airport 
staff: “They never leave.” It’s a fairly 
exciting environment, and many nurses 
are looking for an out-of-hospital job. 
Two of the six medical services nurses 
at the Toronto airport have been there 
since the unit opened 14 years ago; 
three nurses have been there for seven 
years, and the other for six. 

A public service health unit is being 
opened for the approximately 900 


public service employees who work 
at the airport: staff of immigration, 
customs, ministry of transport, RCMP, 
commissionaires, and airport postal 
service. The nurses will do occupational 
health procedures, including chronic 
and follow-up care. Four of the nurses 
have been oriented to occupational 
health already; they believe the pre- 
ventive aspect of a public service health 
unit will be an addition to their present 
services, 

When asked what is the most chal- 
lenging part of their work, the nurses 
agreed that it is decision-making. They 
have to make many decisions, since 
the nurse is the primary health contact. 
There is a doctor on call at all times. 

The most common health problems 
encountered in the medical services 


nurse’s work are not dramatic. ‘“Cus- 
toms officers get headaches and immi- 
gration officers have upset stomachs. 
We don’t know why it works out that 


Three customs officers are given the latest word on disease problems likely to be 
brought into Canada, by Lisa Wenck, medical services nurse. 
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way but these seem to be occupational 
hazards.” 

One of the duties outlined for the 
DNHW nurses is to provide medical 
attention in an emergency or on a 
consultant basis for all airport visitors, 
passengers, and concessionaire em- 
ployees. They carry on liaison with the 
St. John Ambulance first aid staff in a 
consultant capacity. In turn, the nurses 
may refer a passenger, who needs to 
lie down for a short time, to the St. 
John personnel. 


First aid post 

The first aid post in the main Toronto 
terminal is a small room on the arrivals 
level near gate 50. It is staffed with 
permanent, paid workers. The Toronto 
airport is the only St. John first aid post 
in Canada to maintain permanent staff; 
all others are manned by volunteers. By 
special arrangement the federal ministry 
of transport finances the first aid post 
and St. John Ambulance hires and 
trains the first-aiders. There is a super- 
visor, three full-time and one part- 
time worker. 

The post is open seven days a week 
with two shifts covering the period 
7:30 A.M. to 11:30 P.M. There are only 
a few people around after 11:30 P.M.; 
the DNHW nurses have one nurse on 
call for overseas flights coming in after 
midnight. 

In April 1973, the new Terminal 
2 building will be used for all Air Can- 
ada flights. St. John will move their 
main post into more adequate facilities 
there; Terminal 1, now the main ter- 
minal, will have a satellite first aid 
post. 

The procedures done by the St. John 
Ambulance personnel at the airport 
are no different from those done at 
any other St. John post. The supervisor, 
Evelyn McIntyre, is a registered nurs- 
ing assistant; she and all other St. John 
first-aiders take a multiple-choice 
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St. John worker, Evelyn de Bruin, bandages the wrist of Flavio Comun in the 
first aid room at Toronto international airport. 


examination each year to make sure 
they keep up-to-date with changing 
techniques and “those little things you 
might forget,” Ms. McIntyre said. 

When an accident occurs, the first 
aid workers are usually notified by 
an RCMP officer or commissionaire; 
“they're patrolling all the time while 
we stay here in the first aid room. 

“When they call us, they tell us 
what they think the problem is so we 
know whether to take oxygen with us. 
If the victim can’t be moved, we get 
an ambulance, and if he can be moved, 
usually a wheelchair is sufficient to 
bring him to the first aid room.” 

In a typical 16-hour day the St. 
John staff treated three persons on 
the day shift, six on the evening shift. 
During the day a female employee 
had severe menstrual cramps; she 
rested a few minutes and was sent 
home. A restaurant employee cut his 
right hand; it was cleansed and dressed. 
A 79-year-old woman fell on the escala- 
tor. She was complaining of “tail bone 
pain” so her daughter took her to a 
Toronto hospital. 

During the evening the first-aiders 
treated an employee with a heel rubbed 
sore by his shoe; bandaged- a_pas- 
senger’s cut finger; administered tooth- 
ache drops to a food service employee; 
and tended an RCMP constable with 
abrasions to his elbow. 

That evening an airline employee 
got battery acid in his eyes; the first- 
aider bathed his eyes and advised him 


to see his doctor. A passenger who 
fell on the stairs at the “gate” bruised 
his shins; this individual was sent by 
car to a Toronto hospital. 

The list of health problems in the 
terse records kept by the first aid work- 
ers includes cuts, burns, headache, 
nausea, diabetic shock, cardiac arrest, 
asphyxia, fainting, heart attack, insulin 
overdose, nervousness, twisted ankle, 
sprained knee, suspected miscarriage, 
drug reaction, and epileptic seizure. 

“During the winter, around Christ- 
mas especially, we have a lot of pa- 
tients who are emotionally upset. 
There’s nothing we can do except 
talk to them.” 

An example of the need for emo- 
tional first aid: a St. John staff member 
was asked to help two neighbors who 
came to meet a woman, returning from 
England, whose husband had been 
found dead in their Toronto home 
that morning. The customs officers 
made a room available in which the 
neighbors could tell her the sad news. 
The first-aider helped them to see her 
through the first shock before she went 
home. 

The commonest problem treated by 
the airport first-aiders is airsickness, 
for which they give Bisodol. They 
give aspirin only if the patient is sick 
and in the first aid room; if a passenger 
comes to their door asking for aspirin, 
they direct him politely to the airport 
drug store. 

“We don’t treat anyone who doesn’t 


THE CANADIAN NURSE 35 


_ want our help. Most people are eager 
for help if they’ve had an accident 

or feel sick. It’s the individuals who 
don’t have time to go to the doctor 
_ for an x-ray who are a worry. We make 
a report if they refuse to go.” 

Ms. McIntyre said they keep records 
of all accidents in the airport. Only 
if a report of an incident is requested 
by the airline or the ministry of trans- 
port do they make one. An accident 
that happens in the airport is the re- 
sponsibility of the ministry of transport; 
outside the airport doors, on the field, 
the airline has the responsibility. 

First-aiders at the Toronto Interna- 
tional don’t wear the St. John volun- 
teers’ uniform; they wear short white 
smocks over street clothes. 


Air Canada 

Rachel Gaw is the nurse in the Air 
Canada medical department at Toronto 
International airport; she has been 
with the clinic for 18 years, almost 
since its beginning. In the clinic, the 
doctors and Ms. Gaw deal mainly with 
medical examinations: initial employ- 
ment physicals, routine compulsory 
medicals for air crew, voluntary routine 
medicals for ground crew, and back- 
to-work examinations of employees 
who have been off the job because of 
illness or accident. 

Pilots have a medical examination 
every six months, including vision 
tests, height, weight, urinalysis; every 
two years they have complete blood- 
work, an audiogram, and an ECG. At 
age 40 and yearly thereafter, pilots 
have an exercise ECG. 

Stewardesses and pursers have height 
and weight, and vision checked. Every 
two years they have a chest x-ray and 
complete bloodwork. 

The most common ailments are 
colds and ENT problems. Colds are 
important for people flying because of 
the effect of varying air pressure on 
congested ear drums. 
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Ms. Gaw’s work resembles that of 
a registered nurse working in the office 
of a doctor with an active general 
practice. She is on first name basis 


with most of the Air Canada employees. 


The majority of Air Canada patients 
are healthy individuals, so Ms. Gaw 
sees her job as an opportunity to prac- 
tice preventive health care. 

The Air Canada medical clinic nurse 
also has many inoculations to do, mostly 
smallpox, cholera and TABT (Typhoid, 
paratyphoid A and B, and tetanus). 
“We have people traveling all over 
the world, so I try to keep up-to-date 
on which shots are needed.” 

Ms. Gaw thinks the clinic campaign 
against smoking has been very success- 
ful. She says the men especially have 
stopped. No one in the clinic staff 
smokes now, and they have no ashtrays 
around. “It’s fun to try to get our pa- 
tients to stop,” she said. 


The clinic has two doctors full- 
time, the nurse, and a secretary-recep- 
tionist who does the record keeping. 
The first clinic, staffed by one part- 
time doctor and Ms. Gaw, was in an 
air freight hanger. 

She sounded wistful when she said, 
“We were on the edge of the runway 
and I saw all the aircraft, practically 
at my window. My desk faced out onto 
the field and the parking lot was on 
the other side of the office. Employees 
came by the window and waved; when 
I went to lunch I knew everyone. Then 
the airport grew and grew; now when 
someone comes in to the clinic, it’s 
by appointment. The family atmosphere 
is gone.” 

One of the changes was the clinic’s 
shift to a spacious suite in the airport 
administration building. The clinic is 
responsible for the care of 4,000 em- 
ployees, who work in various areas 


An ECG is part of the regular routine for Rachel Gaw and pilot Pardy. 
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of the airport. The Canadian National 
transportation system of which Air 
Canada is a part, provides care for 
Air Canada employees who work in 
downtown Toronto. 

Ms. Gaw said, “We will probably 
move to Terminal 2, an all-Air Canada 
terminus; we'll be closer to the scene 
of our employees on the ramp. The 
DNHW staff are close to them in Ter- 
minal | so some of the employees walk 
in there, and St. John Ambulance looks 
after minor injuries. Any major injury 
has to be seen here for compensation 
purposes.” 

She taught herself to type when 
she first came to the Air Canada med- 
ical clinic; she did all the record keeping 
then. She has learned many other 
skills on-the-job, including how to do 
ECGs, blood counts, audiograms, dia- 
thermy, and the inoculations. 

“Each day brings something or some- 
one new and the work is never boring. 
Initially, each day was a challenge 
since I had to learn to carry out many 
tasks for which my nurses’ training 
didn’t prepare me.” 

Ms. Gaw has the same travel benefits 
as other Air Canada employees. She 
has done “quite a bit of traveling”: 
Europe, Hawaii, California, the Carib- 
bean islands, and the east and west 
coasts of Canada. “I used to go to 
Barbados nearly every year and then 
I] decided I'd better start seeing other 
places too. Since then, | haven’t back- 
tracked on any regular basis.” 

If you need nursing help at the To- 
ronto International airport, it’s avail- 
able; if you’re looking for a nursing 
job there, none of the nurses seems 
inclined to leave. we 
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Air Canada pilot, E.K. Pardy, concentrates on vision test given by Rachel Gaw, 
occupational health nurse with Air Canada. 
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_ Trace elements in food 


David J. Clegg, M. Sc., and Emil Sandi, Ph.D. 


The ocean has been described as a 
dilute solution of practically everything. 
The same statement can also be made 
to describe living organisms, including 
man, although this has only become 
apparent in the recent past, thanks to 
the remarkable improvement in the 
sensitivity of analytical techniques. 
It is now believed that all elements 
are present in all living tissue, and 
many of them have been found. 

There are, in total, 92 naturally 
occurring chemical elements. Of these, 
11 (oxygen, hydrogen, carbon, nitrogen, 
sulphur, calcium, phosphorus, potas- 
sium, sodium, chlorine, and magnesi- 
um) account for more than 99 percent 
of the constituents of the human body. 
All 11 are, of course. essential for life. 

In the case of the other elements, 
variously described as minor, micro, 
oligo, or trace elements, the questions 
arise: whether their presence in living 
organisms is indispensable or fortui- 
tous, whether they are essential or toxic, 


Many of the 92 chemical elements are essential to man. A few that may 
present problems related to human health form the basis of this article. 


The authors are in the Division of Toxi- 
cology of the Food Advisory Bureau 
of the Department of National Health 
and Welfare. Mr. Clegg is Head of the 
pesticides section, and Dr. Sandi is an 
expert with the food additives section. 


aoe 


or whether they are apparently indiffer- 
ent. The progress of science makes any 
rigid classification futile. 

Elements that would have been 
considered toxic a few years ago are 
known today to be essential for many, 
or possibly for most, species. Such is 
the case of selenium, chromium, and 
molybdenum. Up to a definite level, 
an element may be required, may be 
essential, while somewhere above that 
level it becomes toxic. The margin 
between the two levels may be un- 
comfortably narrow. 

Nutrient requirements of the human 
body are met by ingestion of food of 
animal, plant, and mineral origin. In 
the case of the trace elements, however, 
additional sources must also be consid- 
ered, since our environment can con- 
tribute considerable quantities of these. 
Thus, cigarette smoke, contaminated 
air and water, industrial and domestic 
pollution, and a variety of other en- 
vironmental factors must all be taken 
into account. 

It is the total exposure, related in 
turn to the amount retained in the body, 
that is the crucial factor to the individ- 
ual. It is no consolation to be told that 
the total exposure to, let us say 
via the food, is i 
in toxic effects | 
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subjected to a total inhalation exposure 
which, when combined with the dietary 
exposure, is sufficient to result in 
neurotoxicity. 

This article will not permit even 
a brief review of all the elements in 
relation to human health. Instead some 
11 elements which have presented, or 
seemed to present, problems related 
to human health will be briefly dis- 
cussed. The elements will be considered 
in the order in which they appear in 
the periodic table. 

Iron 

Iron was the first trace element to be 
recognized as essential to man because 
of its role in forming hemoglobin fun- 
damental to oxygen transport. More 
recently, even in those animal species 
that utilize copper (as chlorocruorin 
or hemocyanin) or oxides of vanadium 
in combination with protein (e.g., 
certain tunicata) for oxygen transport, 
iron has been shown to be necessary, 
Since it is present in cytochromes (a 
hydrogen carrier) and a number of 
enzymes (catalase, peroxidase, and so 
on). 

The adult human contains about 
4 grams of iron, which is carefully 
conserved. Daily intake and excretion 
are in balance, at a level of about 1 
mg/day. This balance is well controlled, 
since gut permeability to iron varies 
according to the body’s need for iron. 

Although iron is common in the 
environment, it is usually in a form 
not easily available to man. The major 
source of iron is in foodstuffs, especial- 
ly animal products, such as liver and 
meat. Iron requirements vary consid- 
erably within a population. For exam- 
ple, menstruating or pregnant women, 
children, or blood donors, require more 
iron than a normal adult male. Iron 
deficiency is not uncommon. As a 
result, it has become necessary to 
“fortify” certain foods with iron (e.g., 
white bread, breakfast cereals,) to 


ensure that dietary intake is adequate 
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for the whole population. 

Toxicity of iron of food origin is 
unknown and is not likely to occur, 
but poisoning due to iron tablets 
through overdosage is quite dangerous 
and, unfortuantely, occurs frequently 
in children. 

Hemochromatosis (iron storage 
disease) occurs infrequently in men 
and in women of postreproductive age. 
The basic cause of the disease is not 
due to increased iron intake, but to 
faulty iron metabolism, although there 
has been some speculation that a corre- 
lation exists between the disease, and 
iron fortification of foods. This is not 
proven, and at present it appears that 
iron fortification benefits clearly exceed 
any theoretical risks. 


Cobalt 

Cobalt requirement in man is small, 
the average adult human containing 
only about 10 mg. It is, however, an 
essential trace element for man, since 
it is a constituent of the B12 vitamins. 

The source of cobalt is food, where 
it is present in the form of By2 vitamins 
in quantities generally less than 0.1 
parts per million. Despite this low 
exposure level, Bu2 deficiency has not 
been related to lack of it in the diet, 
but to the failure of its absorption via 
the gastrointestinal tract. This can 
easily be overcome by parenteral ad- 
ministration of vitamin Biz. 

Oral ingestion of inorganic cobalt 
has resulted in toxic manifestations in 
man. When the nutritional status is 
normal, excess cobalt stimulates hema- 
topoiesis (excessive formation of blood 
cells) leading to a polycythemic condi- 
tion. The mechanism is not fully under- 
stood, although cobalt is known to 
stimulate renal secretion of eryth- 
ropoietin, which in turn causes eryth- 
ropoesis and increased intestinal ab- 
sorption of iron. 

Prolonged exposure to cobalt under 
conditions of stress or disease (e.g., 


hemolytic anemia) has been reported — 
to result in thyroid hypofunction ac- | 
companied by observable goiter. This — 
condition is reversible once cobalt 
administration is stopped. 

In Quebec in 1965-66, some 20 
cases of human mortality occurred, 
which have since been attributed to 
inorganic cobalt toxicity. An inorganic 
cobalt compound was used in beer as a 
foam stabilizer. The additive was au- 
thorized on the assumption that beer in- 
take would not exceed 6 bottles/day/ 
man. However, in the Quebec outbreak, 
intake of beer frequently exceeded 
20 bottles/day/man. Even at this level, 
the amount of cobalt permitted in the 
beer did not prove toxic to individuals 
on a nutritionally adequate diet. 

The Quebec beer drinkers were not 
on such a diet, and the combination 
of a low protein diet, high alcohol 
intake, and high water intake resulted 
in the cobalt level inducing massive 
myocardial defects and subsequent 
death. Needless to say, cobalt is no 
longer permitted as an additive in beer. 


Nickel 
Nickel is found in the human body 
at a level of about 10mg./person. 


There are, however, wide fluctuations 
in the normal body burden of nickel. 

To date, nickel is not believed to be 
an essential element in any animal 
species, and does not appear to have 
any biological role. 

Nickel is present in vegetable foods 
at levels between 0.2 and 2.0 ppm; 
levels in foods of animal origin are 
considerably lower. The element is 
poorly absorbed by man and, since 
ingestion and excretion occur at similar 
rates, it is not accumulated with age. 
Ingestion of nickel naturally present 
in food does not correlate with any 
toxic phenomenon. 

Occupational exposure to finely 
divided metallic nickel and to organic 
nickel compounds in certain industries 
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ous acute and chronic 
‘man, including those of 


od “contamination with ni¢Kel is 
n stainless steel cooking utensils, 
cel, which may comprise as 


, is Eeedcally insoluble and contrib- 
only an insignificant amount to 
i foods exposed to such utensils. Small 
residues, up to 2 ppm, can and do occur 
Btiowing the use of nickel catalysts in 
_ the manufacture of hydrogenated fats, 
~ such as margarine. There is no evidence 
to indicate that these small residues 
~ constitute any hazard to the consumer. 


Copper 

Copper is an essential trace element 
in animals, being acomponent of sever- 
al specific enzymes and proteins. The 
normal body load in man is about 100 
mg., with a daily requirement of 2-3 
mg. This quantity is easily obtained 
from normal food, since most animal 
foods contain appreciable amounts of 
copper. Levels in plant foods are low 
(about 2 ppm) but dependent on the 
copper content of the soil on which 
they are grown, except in those cases 
where residues of copper-containing 
pesticides occur accidentally. 

In man, the acceptable, or non- 
hazardous, upper intake limit for copper 
is about 25mg./day. This level is un- 
likely to be attained even when all 
routes of exposure are considered. 
An indirect effect of copper should 
be considered because vitamin C is 
rapidly destroyed in the presence of 
copper ions. 

A disease due to excessive copper 
stores in the body, Wilson’s disease, 
is caused by faulty metabolism of the 
metal. There is no evidence that the 
disease can arise due to chronic inges- 
tion of copper in amounts greater than 
normal. 


Zinc 

Zinc is a natural constituent of foods 
and is an essential element for all living 
organisms. An adult human contains 
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about 2.5 grams zinc, and a typical 
human diet supplies about 15 mg. zinc 
per day. This quantity is also considered 
optimal. 

There appears to be a wide margin 
of safety between the levels of zinc 
in ordinary diets and the levels that 
could have harmful effects. Some shell- 
fish (e.g., oysters) contain up to 2,000 
ppm zinc, and can be consumed without 
harmful effects. 

As an environmental or food con- 
taminant, zinc does not seem to pose 
any problems. It is possible, however, 
that future investigations may disclose 
hidden want of zinc in individuals who 
have one-sided food habits and prefer 
highly refined foods of vegetable origin. 
But from such diets other essential 
components may be missing besides 
zine. 


Arsenic 

Although arsenic is frequently men- 
tioned as the most typical and danger- 
ous poison, its presence in foods pres- 
ents fewer problems than one would 
expect. Arsenic is present in the human 
body in an amount of about 20 mg./ 
person. Our foods contain generally 
less arsenic than 0.1 ppm, and _ its 
estimated daily intake is less than 2 mg. 

Arsenic is not stored in the body, 
although some of it is permanently 
deposited in hair and nails. 

A number of marine animals, such 
as crustacea (shrimp, crabs, lobsters), 
concentrate arsenic to an exceptional 
degree; they may contain 30 or more 
ppm of it. This arsenic is probably in 
organic form, which is rapidly elimi- 
nated by man. The same applies to 
those organic arsenicals that are used 
as growth promoters in animal feeds. 

Except for surface contamination 
of food plants in the immediate vicinity 
of smelters, arsenic does not present 


any serious problem in our food supply. 


Selenium 

Selenium is present in the human 
body to the extent of up to 100 mg./ 
person. Its distribution is uneven, the 


kidney and liver containing the highest 
amounts. Most of the selenium in living 
organisms is incorporated in amino — 
acids, in positions otherwise occupied — 
by sulphur. The turnover of selenium 
in the human and animal body is rapid; 
it is excreted in the urine. 

The acute toxicity of selenium is 
higher than that of arsenic. There are — 
somewhat contradictory reports on the 
relative toxicity of inorganic and organ- 
ic selenium compounds; however, it 
has been proved that small amounts — 
are required by animals, and probably — 
also by man. In regions where the soil 
is rich in this element, a selenium excess 
disease is widespread in farm animals. 
A selenium deficiency disease is fre- — 
quent in other regions where there is 
too little of the element available in 
the soil. 

Our food supply contains generally 
less than 0.5 ppm selenium. This ele- 
ment does not seem to present any 
special problems for man, but it must 
be acknowledged that more research 
is needed to elucidate the metabolism 
and role of selenium in the human 
organism. 


Cadmium 

Cadmium is present in the human 
body to the extent of 30 mg./person, 
of which about 10 mg. is located im the 
kidney. The cadmium stores of man 
increase with age, the newborn child 
containing only minute amounts; the 
maximum tissue level is reached around 
the age of 40. This metal has no known 
metabolic function and is considered 
harmful. Its role is, however, not quite 
clear. In some animals, and perhaps 
also in man, it is bound to a special 
protein in the kidney and liver. 

Foods, except kidney, contain gener- 
ally less than 0.1 ppm cadmium. In 
oysters, the quantity of cadmium may > 
reach peak values of 20-30 ppm — 
parallel with peak values of zinc. In. 
general, the chemical behavior, and 
also occurrence of cadmium, ig close] 
linked with that of Zink ae 
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cadmium is actually absorbed, but 
once absorbed it is firmly retained 
in the body. Its excretion is very slow. 
It is possible that the role of cadmium 
intake by inhalation (dust, cigarette 
smoke) is comparable to that of inges- 
tion with food. 

The cadmium content of Canadian 
foods is closely investigated and moni- 
tored. The daily intake by the average 
person is estimated to be around 0.1 
mg./day. This value compares favorably 
with values estimated in other coun- 
tries. 


Tin 

Tin is one of the very unevenly 
distributed elements. Its concentration 
in soils is generally low, and it is poorly 
absorbed by plants or animals. It has 
no known biological activity and is 
remarkably nontoxic if taken orally. 
An adult man contains about 10 mg 
of tin. 

Foods contain generally less than 
one ppm tin, except canned food, which 
may contain much more. In a few foods 
(concentrated lime and lemon juice, 
canned asparagus, etc.) a soluble tin 
Salt, stannous chloride, is used as a 
food additive. 

The toxicity of inorganic tin salts 
is low; as much as 5,000 ppm was fed 
to animals for long periods without ill 
effects. 

Animal experiments __ performed 
recently seem to indicate that tin may 
have some beneficial biological effect, 
and it may well be that it is essential 
to man and animals. Even if this proves 
to be true, our need for tin would be 
amply covered by the foods we eat. 


Mercury 
Mercury is also a widespread trace 
element, present in all living organisms. 
_ An adult man contains about 13 mg. 

mercury. 
Small amounts of metallic or inorgan- 
_ ic mercury do not seem to be dangerous 
0 health. Most foods contain mercury 
in quantities of 0.005 —0.100 ppm 


tion of this element in the human body. 
Extensive data from industrial mercury 
poisoning cases show that inorganic 
mercury, though toxic, does not cause 
irreversible damage — except, natural- 
ly, in high doses, quite incomparable to 
the quantities ever present in foods. 

Some organic mercury compounds, 
however, belong to the most dangerous 
and insidious poisons. These are the 
alkyl-mercury compounds such as 
methylmercury and_ ethylmercury. 
These materials were formerly exten- 
sively used for the treatment of seed 
grains. In some developing countries 
such seed was consumed by humans 
out of ignorance. The consequence 
was always tragic — in several incidents 
hundreds of people died or became 
permanently injured. Plants grown from 
treated seed, however, do not contain 
appreciable amounts of mercury and 
are quite safe to eat. 

The use of treated seed has had 
harmful consequences in this country 
also. Seed-eating animals, such as 
rodents and birds, were poisoned, as 
were their predators, or animals feeding 
on carcasses. The use of alkylmercurial 
seed dressings has been severely re- 
stricted in Canada, and their production 
and importation prohibited. 

Mercurial seed dressing preparations 
are, however, not the only sources of 
these highly toxic alkylmercury com- 
pounds, It has been found that bacteria 
living in the mud of riverbeds and 
lakes can methylate otherwise harmless 
inorganic mercury deposits. The meth- 
ylmercury thus formed is rapidly taken 
up by the plankton organisms and 
forwarded along the food chain to 
fish, and finally to the predators of 
fish, including man. 

This food-chain effect is facilitated 
by two important factors. Methylmer- 
cury is a stable compound, and is 
not decomposed in biological conditions 
in any appreciable degree. The second 
factor is the permanence of this com- 
pound in the animal organism. In some 
fish it may take more than a year until 
half of the methylmercury present in 
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its organism is eliminated. In man the 
biological half-life of methylmercury _ 
is about 70 days. aN 

In two separate incidents in Japan, — 
rivers were contaminated heavily with 
mercury by factories. Fish and shell- 
fish containing methylmercury were 
consumed by the population of fishing 
villages immediately downstream from 
the points of contamination. The result 
was widespread disease, many deaths, 
many permanently disabled victims, 
some of them congenitally poisoned. 
The symptoms, essentially irreversible, 
were paresthesia, progressive weakening 
of muscles, loss of coordination, con- 
stricted vision or blindness, deafness, 
and permanent mental retardation. 

Intensive research efforts triggered 
by these tragic incidents unearthed 
some uncomfortable facts. It was found 
that some industries were polluting 
the rivers and lakes with relatively 
large amounts of mercury. The most 
important of these were paper-pulp 
manufacture and the chlor-alkali indus- 
try. It was found that fish in some of 
our rivers and lakes contained quantities 
of mercury dangerously close to the 
Japanese values involved in the mass 
poisonings mentioned. It was also 
found that practically all mercury in 
fish is in the methylmercury form. 

Further investigations determined 
that some marine fish, like swordfish, 
tuna, and other predators also contain 
relatively high amounts of methylmer- 
cury. This is probably not related to 
any man-caused pollution, but due to 
the immense concentrating capacity of 
marine organisms. 

Because of these observations, sever- 
al administrative steps were taken to 
prevent damage to consumers. An 
upper limit of 0.5 ppm mercury is 
enforced in fish. This means that in 
several lakes and rivers fishing has 
been banned, and some marine fish 
are routinely analyzed, those exceeding 
the 0.5 ppm limit being excluded from 
commerce. The use of mercurial mate- 
rials has been abandoned in the paper- 
pulp industry, and the chlor-alkali 
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Rather escape of mer- 
pi, lakes. The existing 
eposits in the rivers will, 
, remain a problem for many 


Rechutttion of the methylmer- 
snace has led to measures that 
Id provide sufficient protection 

e public. There remains, however, 
mote risk to people with extrav agant 
ting habits. Individuals consuming 
many pounds of fish per week should 
Shad cautioned to choose from different 
_ Species, and not only from those con- 
taining relatively high levels of mer- 
_ cury, like tuna or swordfish. 


Lead 

The body of an adult contains, on 
the average, about 100 mg. of lead, 
but there are wide variations. Most of 
this lead is firmly deposited in the 
bones and is not considered harmful. 
But lead is definitely not an essential 
element and can be harmful to man 
and animals. Its effects range from 
hematological to central nervous symp- 
toms, and it may produce serious, non- 
reversible brain damage, especially 
in children. Its acceptable, or rather 
unavoidable, intake can be tentatively 
placed at 5 micrograms/day/kg. body 
weight. This is equivalent to about 
0.3 mg./day in adults. 

Foods, rarely contain more than 1 
ppm lead, and a typical Canadian diet 
would contribute only about 0.12 mg. 
lead per day. Unfortunately, other 
sources may also contribute to our 
lead intake. Atmospheric dust may 
contain relatively high amounts, espe- 
cially in cities, because of the use of 
leaded gasoline in cars. 

Another important potential source 
is pica in small children, which is a 
habit to eat or chew on objects other 
than food. Children living in old, 
dilapidated houses are the most exposed 
because of the presence of lead-con- 
taining paints on walls and furniture. 
Such paints are no longer used, but 
the problem will be with us for many 
years to come. 


Another source of lead, occasionally _ 


leading to poisonings, is glazed pottery 
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from which excessive amounts of the 
metal can be leached by acid drinks, 
such as orange juice. The safety of 
glazed earthenware is now strictly 
controlled, but many households may 
still possess old and unsafe jugs and 
cups. The use of any suspect glazed 


earthenware for the storage of drinks 


should be discouraged. 

Lead is therefore a potential and 
also actual harmful component of our 
man-made environment, but its critical 
source is not food, or not food alone. 


Conclusion 

In conclusion we wish to quote an 
age-old truth: dose alone makes poison 
(Paracelsus, 1530). All the elements, 
whether toxic, essential, or indifferent, 
are present in our organism and our 
food. Harmful effects are experienced 
only if their quantity is less than we 
need, or more than we tolerate. No 
element is all that dangerous, or all 
that useful. We have to live with every 
element, but we must try to do so 
wisely. 
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What we now use as a recovery room 
in our rather old 86-bed hospital was 
a nursery years ago. We had to make 
many alterations, and installed cup- 
boards, wall suctions, swinging doors 
to the operating rooms, and piped-in 
oxygen. 

We still have insufficient space, 
and have nowhere to put what is need- 
ed for an emergency, such as a cardiac 
arrest or a laryngospasm that is hard 
to get under control. That is why we 
_ up with the arrangement illustrat- 
ed. 

As I am the only full-time nurse in 
the recovery room, we often have to 
depend on help by nurses who are not 
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Pegboard as space saver 


Marion Wendril 


too familiar with the various items 
needed for inserting an endotracheal 
tube. Therefore, we placed all such 
items on the pegboard and labeled 
them, together with endotracheal tubes 
of the sizes we use. We also added a 
tracheotomy needle and a cricothy- 


The author is the recovery room nurse at 
Children’s Hospital, Vancouver, B.C. 


reotomy cannula, should it happen that 
an endotracheal tube cannot be replac- 
ed when an emergency airway is need- 
ed before a patient can be taken into the 
operating room for a tracheotomy. 

We organized the board so that items 
needed for cardiac arrest are separated 
from the endotracheal tubes. 

The problem of how to put the small 
ampules of drugs and individual needles 
on the board was solved by using the 
bottom halves of styrofoam egg cartons. 
We just push an ampule or needle 
through the styrofoam and it stays 
there. With white egg cartons and red 
dynamo printing tape, the labeling 
shows up well. 
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for seniors 


Barbara L. Prime 


The Halifax branch of the Victorian Or- 
der of Nurses has become involved in a 
new and different type of health care 
program for the aged. Under an agree- 
ment with the Senior Citizens’ Housing 
Corporation Limited, the VON has as- 
sumed responsibility for the coordina- 
tion of health services at Northwood 
Manor, a complex housing about 500 
senior citizens. 

Northwood Manor provides three 
levels of accommodation and care under 
one roof: bachelor apartments for self- 
sufficient individuals, hotel-type rooms 
providing “sheltered care” for those who 
can no longer manage household re- 
sponsibilities, and a 56-bed personal 
care unit for those who do not require 
active medical treatment, but need a 
health program just short of nursing 
care. The health staff is comprised of a 
registered nurse, a male aide, and six 
personal care workers. When nursing 
care is required by residents of the self- 
contained apartments, it is provided 
through referral to the local VON 
branch. 

The VON was accepted as the nursing 
agency to sponsor a general health care 
program at the manor because of its 
close association with various commu- 
nity resources and because it could 
guarantee a 24-hour back-up service by 


This is the author’s condensed report to 
the VON annual meeting in Hamilton, 
May, 1972. She is assigned to Northwood 
Manor in Halifax, Nova Scotia. 
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VON coordinates health care 


the staff nurses of the Halifax branch. 

My prime concern as the VON nurse 
assigned to the program is the coordi- 
nation of total health service for the res- 
idents, focused on preventive health 
measures and rehabilitation. Major 
functions include a functional health as- 
sessment of all “sheltered care” appli- 
cants prior to admission; continual 
reevaluation of the health needs of all 
residents; assessment of the physical 
health of staff members at the time of 
employment; health counseling to both 
residents and staff; administrative su- 
pervision of the personal care unit; and 
the provision of first-aid, minor treat- 
ment procedures, and emergency nurs- 
ing care as required. 

Health counseling is one of my most 
time-consuming functions. Interpreta- 
tion of diagnostic procedures, explana- 
tion of disease conditions and imple- 
mentation of the doctor’s orders, as well 
as sorting out drug medications and pro- 
viding psychological support in times 
of stress and anxiety, are all important 
issues in a program that stresses health 
education. 

Group activities have been organ- 
ized. They include a weight watcher’s 
club that has been most popular, partic- 
ularly among the ladies. Group sessions 
with guest speakers and films have also 
been held for interested residents. Sub- 
jects have concerned diabetes, heart 
disease, and other common health prob- 
lems, and the response has been excel- 
lent in all instances. 


I am hopeful that a foot clinic serv- 
iced by a chiropodist and a physical 
fitness class conducted by a volunteer 
physiotherapist will become realities in 
the near future. 

After less than a year at Northwood 
Manor, I am the first to admit how 
wrong | was to believe that the retire- 
ment years reflect only senility, disabil- 
ity, and boredom. Anyone who visits the 
complex will agree the nurse’s role is 
anything but dull! 

I would like to make two recommen- 
dations regarding any health program 
for senior citizens undertaken in the fu- 
ture: 

e The nurse functioning in this extend- 
ed role must recognize both hef capabi- 
lities and her limitations. Working with 
a great deal of independence, she must 
be aware of the danger of becoming in- 
volved in functions that are beyond her 
responsibility, for example, in the areas 
of diagnosis or treatment. 

e The nurse, or some member of the 
health team, should be consulted re- 
garding the architectural design of the 
areas of senior citizens’ complexes that 
are to be used in providing a health care 
program. This would prevent addition-— 
al construction costs once the building — 
has been completed, and contribute to 
meeting more adequately the health 
needs of elderly people. a 


dates 


February 23-24, 1973 

Canadian Rehabilitation Council for 
the Disabled, 10th annual meeting, 
Airport Hilton, Toronto. For further 
information, write to: CRCD, 2nd Floor, 
242 St. George St., Toronto, Ontario. 


March 14-17, 1973 

Association for the Care of Children 
in Hospital, 8th annual conference, 
Stouffer Inn, Atlanta, Georgia. For 
further information, write to: Ms. K. 
Mason, Recreation Dept., Grady Me- 
morial Hospital, Atlanta, Ga. 30303. 


March 18-23, 1973 

Association of Operating Room Nurses, 
20th annual congress, McCormick 
Place, Chicago, Illinois, U.S.A. 


April 12, 1973 

Canadian Nurses’ Association, annual 
meeting, Chateau Laurier Hotel, Otta- 
wa, Ontario. 


April 24-27, 1973 

Canadian Public Health Association, 
64th annual meeting, Queen Elizabeth 
Hotel, Montreal, Quebec. For further 
information, write to: CPHA, 1255 
Yonge St., Toronto, Ontario. 


April 25-26, 1973 

Workshop on tuberculosis and respir- 
atory disease for nurses working in 
public health, industry and hospital 
settings, sponsored by the New 
Brunswick Tuberculosis and Respira- 
tory Disease Association, Chaleur 
Regional Hospital Annex Auditorium, 
Bathurst, N.B. No registration fee. 
For Further information, write to: 
A.H. Gardner, Executive Director, 
N.B. Tuberculosis and Respiratory 
Disease Association, P.O. Box 1345, 
Fredericton, N.B. 


May 13-17, 1973 
National OR Nurses’ Convention, Sky- 
line Hotel, Toronto, Ontario. 


May 13-19, 1973 
International Council of Nurses, 15th 
Quadrennial Congress, Mexico City. 
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May 14-15, 1973 

Third annual conference, alumni com- 
mittee, faculty of nursing, University, 
of Western Ontario. Symposium, “Un- 
derstanding and Helping the Family 
in Modern Society,” to be led by Dr. 
Norman Bell. For further information, 
write to: Ms. Mary Gee, Publicity Chair- 
man, 206 St. James St., London, 
Ontario N6A 1W8. 


May 23-25, 1973 

Registered Nurses’ Association of 
British Columbia, annual meeting, 
Bayshore Inn, Vancouver, B.C. Con- 
ference theme: “Changing Health 
Service.” 


May 29-31, 1973 

New Brunswick Association of Regis- 
tered Nurses, annual meeting, Hotel 
Beausejour, Moncton, N.B. 


June 3-9, 1973 

Collective bargaining summer school, 
Glendale College, York University, 
Toronto. Registration fee, including 
room and board: $75. For further in- 
formation, write to: George Richards, 
Employment Relations Officer, Regis- 
tered Nurses’ Association of Ontario, 
33 Price St., Toronto, Ontario. 


June 10-13, 1973 

Workshop on Test Construction for 
Teachers in Nursing Education, spon- 
sored by The University of Western 
Ontario, London. Instructor: Professor 
Vivian Wood. Tuition fee, including 
accommodation and meals: $125. For 
further information, write to: Summer 
School and Extension Dept., U. of 
Western Ontario, London 72, Ont. 


June 13-15, 1973 

Registered Nurses’ Association of 
Nova Scotia, annual meeting, Halifax, 
Nova Scotia. 


June 29-July 1, 1973 

Homecoming Weekend, Nova Scotia 
Hospital Alumni Association. For fur- 
ther information, write to: Ms. Brenda 
Sinclair, 138 Pleasant Street, Dart- 


Su 


mouth, Nova Scotia. e 


MONT SUTTON commands the highest peak 
within a radius of 100 miles of Montreal. 
20 miles of trails and slopes, 6 modern 
lifts, ski school, ski shop and full range 
of facilities, great snow and superior 
grooming! 


Mid-Week Special 


SUTTON 5 


Lift tickets and Ski Lessons $43.00 
a) 5 consecutive days (Monday to Friday) 
with 4 hours of ski lessons per day. 

b) 5 days to be enjoyed at will over a 
period of your choice, with 2 hours of ski 
lessons per day. 

Lift tickets only....,....... $24.00 
a) 5 consecutive days (Monday to Friday). 
b) 5 days of skiing to be enjoyed at will 
over a period of your choice. 


Also... a special BONUS. 

Buy your regular mid-week day ticket any- 
time after 12:00 noon and you automa- 
tically receive another full-day mid-week 
ticket... FREE, usable anytime, except on 
holidays and week-ends. 


We invite you to ski with us this season. 


MONT SUTTON INC. Sutton, Québec 
Tel.: (Snow reports) . . . (514) 866-7639 
(514) 866-7718 
Accommodation (514) 538-2646 
Office... (514) 866-5156 
(514) 538-2545 
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_ Knowing what to do in cold weather 
conditions makes for safe driving. 
_ The Canada Safety Council gives the 
_ following advice to car owners. 
_ @ Have your tires, brakes, cooling 
system, exhaust system, battery, wind- 
shield washer and wipers checked and 
repaired, if necessary, before the snow 
flies (better late than never). 
e Use a light touch on the gas when 
Starting in snow or on icy surfaces. 
ae much power will only spin the 
eels and make matters worse. Try 
Starting in second gear for added trac- 
tion. 
e If you get stuck, try turning the 
wheels from side to side a few times 
to push the snow out of the way, then 
steer straight ahead and ease forward 
slowly. If you are still stuck, shovel 
away as much snow as possible from 
around the tires. Spread a little rocksalt, 
sand, or ashes under the tires, and, if 
you have pieces of carpeting, place 
them in front of the rear wheels. Now 
gently rock the car back and forth, 
shifting from forward to reverse. If 


your car has automatic transmission, 
check the owner’s manual for the proper 
procedure for rocking. With each rock, 
you should gain a little ground. How- 
ever, tire chains are still the best answer 
for getting out of such situations. 

e When driving on ice or snow, re- 
member it takes a much greater distance 
to bring your car to a halt than it does 
on dry pavement. Always leave more 
room between you and other drivers. 
Reducing your speed not only increases 
your chances of stopping in time, but 
also helps reduce the possibility of 
skids. 

e Don’t slam on the brakes. You'll 
lock the wheels, which could result in 
an uncontrolled skid. Pump your brakes 
gently to maintain steering control. 

e If you start to skid, don’t panic. 
Keep a firm grip on the steering wheel, 
take your foot off the accelerator, and 
steer in the direction the rear of the 
vehicle is skidding. Be careful you 
don’t overcompensate. When you feel 
the car regaining traction, straighten 
your wheels and be prepared to handle 
a skid in the opposite direction. 


\ 


“As long as Mr. Hunter is on a diet, he shouldn’t 
watch the Galloping Gourmet.” 
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e Use your low beams when you drive © 
through fog or a heavy snowfall. High | 
beams reflect light off the fog or falling — 
snow and can be blinding for a driver. — 
If the visibility gets too bad, don’t be | 
a hero. Pull well off the road with your — 
emergency flashers on and wait until — 
the fog or snowfall lets up. 


Preparing for ICN 
For those who have been chosen as 
representatives to the ICN Congress — 
in Mexico City in May, the following — 
suggestions in the RCN Nursing 
Standard in the United Kingdom (No- 
vember/December 1972) should help 
you get ready to participate profes- 
sionally in the week-long meeting. 
e Be fully informed on all aspects of 
nursing, including achievements of 
your national nursing association since 
the last ICN congress in 1969 and 
international trends in nursing. 
e Know about developments in your 
own nursing specialty. 
e Be interested in international affairs 
generally. 
e Know the background of the ICN 
and other international organizations 
through which nursing interests are 
represented, such as WHO, ILO and 
the Red Cross. 
e As well as being informed, be a 
reasonably good speaker so you can 
take part in plenary sessions: 
e Be able to write a report of the 
congress proceedings when you return 
home. Such a report should be suitable 
for publication. "i 
e A working knowledge of French or 
Spanish will be useful, particularly 
during any professional visits or post- 
congress tours. 

This is the advice of Tatiana Verge- 
bovsky, international secretary of the 
Royal College of Nursing in the U.K. 


Please post our “leaklets” 

We recently received a press release 
inviting us to attend a talk on the chang- 
ing role of the nurse. The letter also 
asked us to post the enclosed “leaklets” 
announcing the event. 

After reading the letter, one staff 
member suggested it would be rather 
difficult to do this. Another staff mem- 
ber asked: “Who's going from here?” 

Yes, typos can be fun. 
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Sister Therese 
Carignan is the new 
executive director 
of the Manitoba 
Association of Reg- 
istered Nurses. She 
succeeds Bente 
Cunnings, who was 
executive director 
from 1969 to 1972. 

Sister Carignan (R.N., St. Paul’s H., 
Vancouver, B.C.; B.S.N., Seattle U., 
Washington) was appointed an instruc- 
tor at the University of British Colum- 
bia School of Nursing in 1969. Other 
nursing positions she has held include 
director of the Training Centre at Lake 
of the Woods District Hospital, Kenora, 
Ontario; coordinator of inservice edu- 
cation at St. Mary’s Hospital, New 
Westminster, British Columbia; and 
supervisor in hospitals in British Co- 
lumbia, Alberta, and Ontario. 


Daisy Caroline Bridges (CBE, RRC, 
SRN, SCM, FRSH) died in London 
November 29, 1972, following a three- 
month illness. She was general secretary 
of the International Council of Nurses 
from 1948 to 1961. 

Announcing her death to the mem- 
bers of the professional services com- 
mittee at ICN headquarters, ICN 
president Margrethe Kruse said: “Daisy 
Bridges was tireless in her devotion to 
nurses, nursing, and ICN. She will be 
remembered with deep affection by all 
the nurses around the world who knew 
her: ICN will forever honour her as the 
person who rebuilt our international 
federation following World War II and 
who later wrote the history of ICN’s 
first 65 years.” 

Daisy Bridges qualified as a nurse 
at the Nightingale School, St. Thomas’s 
Hospital, London. During the second 
world war, she served in France, Egypt, 
and India with Queen Alexandra’s 
military nursing service. After the war 
she was appointed a member of the 
ministry of health working party on 
recruitment and training of nurses in 
the United Kingdom. She was also a 
member of the first and second expert 
committees on nursing of the World 
Health Organization. 

For her service in the Middle East 
during the war, she was awarded the 
Royal Red Cross. She later received 
the CBE (Commander of the British 
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CNA Executive Director Promoted To Commander Sister 
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Dr. Helen K. Mussallem, right, was promoted to Commander Sister of the 
Order of St. John at an investiture at Government House November 9, 1972. 


With the Canadian Nurses’ 


Association’s executive director 
Fournier, director of the school of nursing at the University of Ottawa, who was 
/ made a Serving Sister of the Order of St. John. His Excellency the Rt. Hon. 
Roland Michener, Prior of the Order ‘of St. John in Canada, awarded the 
_ insignia shortly before the photograph was taken at Government House. 


Pe 


a 


is Yolande 


Empire), the Coronation Medal, and 
the Florence Nightingale Medal of the 
International Red Cross. 


Huguette Labelle (R.N., B.Sc.N.Ed., 
B.Ed., M.Ed., U of Ottawa) has been 
appointed principal nursing officer, 
department of national health and 
welfare. She began her work as the 
federal government’s chief nurse on 
February 1, 1973. 


Ms. Labelle is pre- 
sident-elect of the 
Canadian Nurses’ 
Association. She has 
been director of the 
Vanier 
Nursing, Ottawa, 
since its beginning 
in 1967. Prior to 
that, she worked 
the Ottawa General Hospital 


with 


School of 


school of nursing as clinical teacher, 
clinical coordinator, and associate 
director of nursing education. 

Ms. Labelle is a director of the Ot- 
tawa-Carleton United Appeal, a mem- 
ber of the Ottawa Council on education 
of the health disciplines, and chairman 
of the OCEHD’s committee on nursing 
services and education. 

She was chairman of the CNA spe- 
cial committee on French-language 
textbooks, and is a member of the board 
of the CNA Testing Service. 

Ms. Labelle is married and has two 
children, Chantal, 10, and Pierre, 9. 


Judy Hill, a 27-year-old nurse from 
England who was working for the de- 
partment of health and welfare’s north- 
ern health services, died in November 
1972 in the wreckage of a chartered 
aircraft. The small Beechcraft 18 plane 
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ing two patients on a mercy 
from Cambridge Bay to Yellow- 
, Northwest Territories. 
onal Health and Welfare Min- 
arc Lalonde paid tribute to the 
selfless devotion to duty 
es like Miss Hill in their isolated 
irctic nursing stations are the backbone 
__ of the Northern Health Services. They 
are expected to deliver babies, sew up 
_ minor wounds, sometimes pull teeth..., 
. capi minor laboratory tests, know 
how to take x-rays and, most impor- 
_ tant, Know when to refer patients to 
doctors. ...” 

Born in Wolverhampton, England, 
Judy Hill took her nursing training at 
St. Bartholomew’s Hospital in London 
and did midwifery at Southmeade 
Hospital in Bristol. After working as 
a staff nurse in England, she went to 
Nova Scotia in 1969, where she worked 
at Fisherman’s Memorial Hospital in 
Lunenburg. From there she went to the 
Queen Elizabeth Hospital in Montreal 
and to Chateau Lake Louise Hotel in 
Alberta. In November 1971, she 
assumed the position of a northern 
nurse stationed at Spence Bay, North- 
west Territories. 

The Canadian Nurses’ Association 
sent a telegram to Mr. and Mrs. L.G. 
Hill in Kingsbridge, Devonshire, Eng- 
land, expressing sympathy. 


M. Josephine Flaher- 
ty is the new dean 
of the faculty of 
nursing at the Uni- 
versity of Western 
Ontario in London, 
effective July 1, 
1973. In 1972-73, 
the faculty had an 
enrollment of 310 
undergraduate and graduate students 
and a faculty of 30. 

Dr. Flaherty (B.Sc.N., B.A., M.A., 
Ph.D., U. of Toronto) has been assist- 


ant professor in the department of 


adult education at the Ontario Institute 
for Studies in Education (OISE) in 
Toronto since 1967. Previously she 
was a graduate assistant in the depart- 
ment of measurement and evaluation at 
OISE and a lecturer in statistics and 
research design at the Nova Scotia 
Summer School at Dalhousie Univer- 
sity, Halifax. 

She has also been a consultant to a 
number of schools of nursing in Can- 
ada, has worked in general duty and 
public health nursing, and has taught in 
university and diploma programs. From 
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In Waracewen Ontario. 

Dr. Flahe is president of the 
Registered Nurses’ Association of 
Ontario, a member of the RNAO com- 
mittee on research in nursing, a 
member of the Canadian Nurses’ Asso- 
ciation special committee on research, 
and a member of the board of directors 
of the Canadian Nurses’ Foundation. 
She has published widely in Canadian 
journals. 

As dean of the faculty of nursing 
at UWO, Dr. Flaherty succeeds R. 
Catherine Aiken who has been dean for 
13 years. She is taking a study leave 
and will return to the university as a 
professor. Dean Aiken joined the 
faculty in 1958. For the past six years, 
she was a member of the Ontario 
Council of Health — thesenior advisory 
committee to the Ontario government 
through the minister of health. 


E. Margaret Bentley 
(R.N., Royal Vic- 
toria H., Montreal; 
dipl. PHN, Dal- 
housie U., Halifax) 
was. installed as 
president of the 
Canadian Public 
_ Health Association, 

».. Nova Scotia branch, 
at the 22nd annual conference in Truro, 
Nova Scotia, in October 1972. 

Since 1968, Ms. Bentley has been 
employment relations officer for the 
Registered Nurses’ Association of Nova 
Scotia. Before this she worked in the 
Nova Scotia department of public 
health. 


Monica D. Angus, 
past president of 
the Registered 
Nurses’ Association 
of British Colum- 
bia, has been award- 
ed the 1972 Alice 
E. Wilson Award 
by the Canadian 
Federation of Uni- 
versity Women and has been elected 
to the University of British Columbia 
Senate for a three-year term. 

Ms. Angus (R.N., St. Paul’s H., 
Vancouver; B.S.N. and M.A., U. of 
British Columbia), a graduate student 
in psychology at Simon Fraser Univer- 
sity in British Columbia, won the $500 
award for university study. The award 
is named after Dr. Alice Wilson, who 
was a distinguished Canadian scholar 
and geologist. 

The British Columbia Status of 
Women Group first approached Ms. 
Angus to run for the UBC Senate. Her 
nomination was submitted, however, 


by men and women from her 1970 adult 
u 


cation class at the University of 
British Columbia. She has been ap- 
pointed by the university president 
to serve on the new programs commit- 
tee. 


Sister Barbara McKinnon (R.N., St. 
Joseph’s H., North Bay, Ont.; B.Sc.N., 


Ottawa U.; M.Sc.N., The University of — 
Western Ontario, London) has been 
appointed director of nursing service, 
Joseph’s General Hospital, Thunder 
ay 


Ontario. 
. 7 Sister McKinnon 
has held a number 
of varied positions 
in North Bay, Sud- 
bury, and Thunder 
Bay, Ontario. These 
included director, 
nursing service and 
education; — super- 

se visor; teacher; and 
staff nurse. For the past six years, she 
has been a member of the faculty of 
Lakehead University School of Nursing 
in Thunder Bay. 

As an active member of the Register- 
ed Nurses’ Association of Ontario, Sis- 
ter McKinnon has worked on various 
committees at the local and provincial 
level. She is currently a member of 
the provincial standing committee of 
nursing administrators, an_ elected 
representative to the Council of the 
College of Nurses of Ontario, and has 
been a member of the Council for the 
past three years. She was recently ap- 
pointed to the Catholic Hospital Con- 
ference of Ontario Nursing Committee. 


Evelyn C. Aquino (R.N., St. Joseph’s 
H., Sudbury, Ont.; dip]. PHN, U. of 
Ottawa; B.A., U. of Windsor, Windsor, 
Ont.; M.Sc.N., U. of Western Ontario, 
London) has been appointed assistant 
professor of community health nursing 
at the University of Windsor in Wind- 
sor, Ontario. 
Ms. Aquino has 
worked at St. Jo- 
seph’s Hospital in 
Sudbury; with the 
Sudbury and District 
/ Health Unit as a 
% 4 public health nurse; 
; and has taught nurs- — 
{ _ ing at Kingston Gen- 
d : eral Hospital and at 
Hotel Dieu Hospital in Kingston, On- 
tario. 
Active in professional and community 
affairs, Ms. Aquino is working with 
the nursing executive committee, nurs- 
ing section, Ontario Public Health 
Association. 
In 1972, she received the University 
of Western Ontario intramural scholar- 
ship. , oe a 
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Injection Training Aid 


Injection training aid 

The “injecta-pad” is an injection train- 
ing aid that duplicates the feel of body 
tissues. Tissue displacement, needle 
insertion, and aspiration tension all 
approximate a live injection. 

Students learning injection techniques 
can perfect skills prior to clinical assign- 
ment. This aid is also of special value 
to hospitals for teaching injection tech- 
nique to patients, for example, the 
patient with diabetes. 

This polyethylene-covered pad meas- 
ures 10 x 10 x 2 inches and weighs 
9 lbs. For further information, write: 
Wallcur Enterprises, 700 Island View 
Drive, Seal Beach, California 90740, 
US.A. 


New ECG sensor 

QORSstat, a hand-held, battery-operated 
instant ECG sensor, has been introduced 
by Instromedix medical instrument 
manufacturer. 

The QRSstat can be used as a self- 
contained ECG, with the principal 
ECG displayed on a small meter, or 
it can be used as a probe and pre- 
amplifier for a standard electrocardio- 
graph or scope monitor. It enables the 
operator to identify, within a few se- 
conds, the type of cardiac arrest. 

To use the QRSstat, the operator 
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places it on the patient’s chest; no 
electrode jelly, limb lead, or skin prepa- 
ration is necessary. The type of cardiac 
arrest may be determined immediately 
by reading the meter, or by telephone 
transmission. For immediate diagnosis, 
rhythm strips may be taken in the home, 
factory, or office. 

For more information, write to 
Instromedix, Inc., 2330 N.W. Flanders, 
Portland, Ore. 97210, U.S.A. 


Intravenous support equipment 

Castle Company, a division of Sybron 
Corporation, has introduced the 5700 
Series Intravenous Support Equipment 
for the efficient administration of 
parenteral solutions in operating rooms 
and patient care areas. 

Castle overhead tracks for intrave- 
nous feeding offer complete mobility 
and accessibility. This feeding support 
is fully adjustable to multiple high- 
or low-feeding positions. It features 
a push button release at a convenient, 
easy-to-reach level under the lower 
of the multibottle holders; height and 
lateral adjustment control is thus always 
within fingertip reach. The eight-hook 
unit, which is completely off the floor 
and out of the way, locks securely at 
the required hydrostatic flow point. 

“U”’-shaped or oval tracks are avail- 


ECG Sensor 


able, or the unit can be mounted on a 
straight ceiling track. Form 5731, 
available on request, provides space 
for a layout diagram sketch and other 
pertinent information. Write to Castle 
Co., 1777 E. Henrietta Rd., Rochester, 
N.Y. 14623, U.S.A. 


Literature available 

Illustrated information summaries 
about seven Silastic orthopedic implants 
(Swanson Design) are given in a new 
letterhead-size file folder (Form 51- 
177) available on request from Dow 
Corning Silicones Inter-America Ltd., 
1 Tippet Road, Downsview, Ontario. 
The folder is designed with a pocket to 
contain the professional literature, also 
available upon request, on each of the 
implants. 

The implants, made of Dow Corning 
silicone elastomer Silastic, are flexible, 
softer than bone, durable, and nonreac- 
tive with bone, tissue, and fluids. The 
Silastic finger joint implant is the best 
known and most widely used. There 
are six other implants. All perform the 
same function, acting as dynamic spac- 
ers to preserve normal joint space 
relationships during formation of the 
supportive capsule in appropriate 
joint arthroplasty cases. w 
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he following are abstracts of studies 

ed from the Canadian Nurses’ 
ation Repository Collection of 
_ Nursing Studies. Abstract manuscripts 
fel are prepared by the authors. 


A 


Simms, Ada Elizabeth. Nursing re- 
search in Alberta: a beginning de- 
Scriptive study. Edmonton, Alta., 
1972. Major paper (M.H.S.A.) U. 
of Alberta. 


The primary research problems under- 
taken in this study were: 1. describing 
nursing research in Alberta in terms 
of what has been done, where, and by 
whom; and 2. collecting basic informa- 
tion relating to the planning, organiza- 
tion, and coordination of nursing re- 
search in that province. The purpose 
of the study was to provide baseline 
data for facilitating the rationalization 
of future nursing research in Alberta. 

Three techniques of data collection 
were employed: an analysis of the 
literature on the organization of research 
in general and nursing research in Ca- 
nada specifically; a questionnaire; and 
the Strategic Informant Technique, 
used primarily to widen the investiga- 
tor’s perspective on the research prob- 
lems. 

In this project, the emphasis on nurs- 
ing research was basically of a non- 
evaluative, categorical nature and did 
not constitute a qualitative assessment 
of the methodology of research projects. 
No attempt was made to ascertain the 
reliability and validity of the reported 
data. 

A total of 332, two-part question- 
naires were sent to Alberta organiza- 
tions whose central mission is that of 
health care, education of health person- 
nel, and/or health research. Part | 
of the questionnaire related to nursing 
research conducted in Alberta; Part 
II consisted of questions on the intra- 
organizational structural mechanisms 
for facilitating nursing research and on 
perceived areas of research priority. 
Twenty interviews were requested from 
Strategic Informants; 18 of these were 
completed. 

A request was made for return of 
the questionnaire whether or not there 
was research to report; 206 of the 332 
questionnaires were returned. Seventy- 
seven studies were reported through 
the questionnaire returns, and the in- 
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vestigator located 14 additional studies 
in which the central focus was nursing, 
making a total of 91 studies. Sixty- 
nine of these were completed research 
projects, the earliest dated 1949, with 
22 currently in progress. 

Most completed research has been 
in nursing administration, less in nurs- 
ing education, and still less in nursing 
practice. The latter is considered by 
respondents to merit current priority. 
There seems to be a definitive trend 
toward a quantitative increase in nurs- 
ing research since 1969. Proportion- 
ately, universities have generated more 
nursing research than other types of 
organizations. Multi-disciplinary nurs- 
ing research, and funding of nursing re- 
search, as yet appears to be minimal. 
A paucity of full-time nursing research 
positions, committees, and consultative 
services exists. The Strategic Informant 
interviews indicated an urgent need, 
both quantitatively and qualitatively, 
for improved nursing research man- 
power. 

Recommendations based on_ this 
investigation include: 1. a systematic 
annual inventory and qualitative as- 
sessment of completed nursing research; 
2. a nursing research manpower study; 
3. an analysis of the types and amounts 
of nursing research educational pro- 
grams needed; and 4. systematic bud- 
getary provision by university schools 
of nursing to enable selected faculty 
to carry out substantial research activ- 
ities, including involvement in con- 
sultation and project direction in co- 
operation with other agencies and 
individual nurses. 

The investigator also recommends 
the establishment of an institute for 
health services research in Alberta 
that would, among other functions, 
give impetus and expert assistance to 
persons and agencies doing nursing 
research. 


Parker, Nora |. The effects of error 
modeling on the learning of a com- 
plex procedure in nursing. Toronto, 
Ontario. 1972. Thesis (Ph.D.) U. 
of Toronto. 


This study was designed to investigate 
the effect of error modeling on the 
learning of a unit of a complex pro- 
cedure in nursing. The investigation 
was based on the assumption that in- 


formation about errors acquired during — 
the cognitive phase of skill learning — 
would assist the learner to choose the — 
correct alternative in performing the 
skill. Demonstration of a correct per- 
formance of the total procedure was — 
followed by error modeling in a unit 
of the procedure for the experimental 
subjects, and positive exemplary mod- 
eling for the control subjects. 

A two factor repeated-measures © 
design, which would test a treatment 
effect, trials effect, and a treatment 
X trials interaction, was set up for the — 
study. Seventy-one second-year nursing | 
students were randomly assigned to 
three groups: two experimental groups 
and one control group. 

The modeling tapes produced for 
the study consisted of one video tape 
with positive exemplary modeling only, 
and two other tapes, each of which 
contained two errors in surgical asepsis. 
It had previously been determined 
by the experimenter that the modeled 
errors occurred frequently, both in the 
preparation for and application of a 
surgical dressing. 

After viewing the modeling tapes, 
all subjects had two practice trials on 
the preparation of a surgical dressing 
tray. Six observers participated in this 
stage of the research, individually 
observing the performance of each 
subject and recording each occurrence 
of the four modeled errors. No instruc- 
tion or correction was given by the 
observers. The error count constituted 
the data for this phase of.the investiga- 
tion. There were no significant differ- 
ences among groups in the number of 
errors or in the proportion of subjects 
who met criteria of adequate perform- 
ance with respect to each of the separate 
errors. 

A second question examined in the 
study concerned the transferability 
of information regarding errors to a 
task involving discrimination of errors — 
in the performance of another person. 
A fourth video tape showing the com-_ 
plete procedure and containing 14 
errors was used in the discrimination — 
test. This video tape was shown to all 
subjects at the same time and under 
the same conditions. Subjects were — 
asked to assess the performance of the 
nurse with respect to surgical technique 
as well as other aspects, but the instruc-_ 
tions did not mention errors. Data 

: (Continued on p ge 


—s 


a 


We've put a handle on VENIPUNCTURE... 


eo" an anchor on SECURITY 


Large-bore Butterfly-14 and 16 for surgery 
Start your next I.V. procedure or hemodialysis 


: . Medium-gauge Butterfly-19 
with a Butterfly Infusion Set and Butterfly 21 for 


general-purpose infusions 


Special Butterfly-19, INT and Butterfly-21, 
INT with reseal cap for intermittent 
I.V. therapy 


Small-gauge Butterfly-23 and 
Butterfly-25 for pediatric/geriatric use 


Short-cannula Butterfly Short-25 
for scalp vein infusions 


BUTTERFLY INFUSION SET — Gia 


_ 


research abstracts 


(Continued from page S50) 


consisted of the number of errors in 
surgical asepsis noted by each subject. 
Simple analyses of variance along 
with Duncan’s Multiple Range test 
were used to assess differences among 
groups. 

The principal findings of the study 
were: 1. On the practice trials there 


were no significant differences among 
groups as a result of the modeling 
treatments. 2. No negative effect of 
the error modeling was observed. 3. 
In a discrimination test, a significantly 
larger number of the total errors shown 
on the video tape was discriminated 
by the subjects in the two experimental 
groups than by the control subjects. 
The experimental subjects also detected 
more of the errors that had been mod- 
eled for them. 

The results were interpreted as 
providing some support for the view 


make no mistake abo 
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Ut it! 
Another patient is rushed into the emergency room, but even before 
diagnosis and treatment he must be identified or assigned a number. 
The reason is obvious and compelling: the right treatment must be 


given to the right patient...even if he is unconscious, confused, or 
unable to speak. 
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Hospitals throughout the United States are solving this real problem 
with a proven method of identification: Emergency Room Ident-A- 
Band by Hollister. Takes only seconds to apply to the wrist of each 
emergency patient. Hospital number and name (if known) are hand 
lettered right on the band. No insert card is required. Its distinctive 
color singles out the emergency patient from all others. 
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that information about errors can 
increase the learner’s ability to discrim- 
inate the critical requirements in the 
performance of a skill. Since the mod- 
eling of errors did not appear to assist 
the learner in actual performance of 
the procedure, a distinction between 
skill in discrimination and performance 
skill is suggested. This distinction 
implies that the person may be unable 
to perform a task correctly although 
he has discriminated what is necessary. 


Rivett, Roberta Edith. 4 study to develop 
instruments to evaluate the effec- 
tiveness of a post-diploma program 
in nursing. London, Ont. 1972. 
Thesis (M.Sc.N.) U. of Western 
Ontario. 


In response to the need of a community 
college for means to evaluate the effec- 
tiveness of a series of postdiploma 
courses in intensive care nursing, a 
methodological study was carried out 
to develop evaluative instruments. 

Three instruments were developed: 

1. A Personal Data Inventory to 
collect data on the characteristics of 
study respondents, who are: (a) students 
enrolled in courses of the program; 
(b) the immediate superiors of these 
students in the home hospitals, where 
applicable; and (c) the directors of 
nursing of the home hospitals, where 
applicable. 

2. An Intensive Care Nursing Com- 
petency Model, with a rating scale, 
and listing skills expected of an inten- 
sive care nurse. Respondents to this 
instrument, the students and _ their 
immediate superiors, are able to rate 
students’ skills at the beginning of the 
course and at the end of the course 
(students only) and three months post- 
course as a follow-up measure. The 
Competency Model is designed so 
that analysis of data identifies changes 
in skill as perceived by the student and 
her immediate superior, one explanation 
for which may be the student’s partici- 
pation in the program. 

3. An Expectations Rank-Order 
Scale, from statements of expectations 
of the course derived from interviews 
with study respondents. Respondents 
rank in order groups of expectations 
at the beginning of a course of the 
program, and three months following 
the end of a course as a follow-up 
measure, to identify the extent of 
realization of expectations. 

The study described in detail the 
methodology of development of these 
instruments, their testing with the 
participants from the first four courses 
of the intensive care nursing program, 
and the methods identified for analysis 
of resulting data. a 
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ye Administration in the Hospital This book deserves a place on the often include basic medical facts relat- 


th Care System by Edythe L. 

preies 317 pages. Saint Louis, 
Mosby, 1972. 
Reviewed by Margaret A. Beswether- 
ick, Assistant Professor, School of 
Nursing, The University of Alberta, 
Edmonton, Alberta. 


The format of this text is such that 
references and cross-references are 
_ easily located with the assistance of the 


comprehensive index at the back of the 
book. The content is focused toward 
those who find themselves in leadership 
positions —team leaders to nurse 
administrators. The author states: “The 
goal is to assist in the implementation 
of a positive dynamic management 
framework... .” 

The first three chapters provide a 
comprehensive, historical overview of 
the development of nursing service 
within the American setting. This 
material is of historical significance but 
is of limited value when it comes to 
understanding the development of nurs- 
ing service in Canada. 

The focus of chapters 4, 5, and 6 is 
on studies, reports, and research that 
have influenced the development of 
nursing services and the formulation of 
standards of care. Again, the emphasis 
is on developments within the USA. 
Though development within Canada 
seems to parallel events in the United 
States, there are significant differences 
that need to be understood. For this 
reason, the first 86 pages would require 
extensive interpretation should this 
book be adopted as a student text. 

Principles of management, theories 
of organization, and work study meth- 
ods are briefly outlined; the systems 
concept is presented in greater detail. 

Another chapter deals with philo- 
sophies, goals and objectives; policy 
formation; organizational structures 
and communication; and management 
by objectives. 

A variety of management tools are 
discussed or briefly presented; these 
include organizational charts, manuals, 
accreditation standards, reports, confer- 
ences, committees, and auditing check 
lists. 

Management of nursing manpower 
in the provision of care is the topic of 
chapter 12. Budgeting methods, evalua- 
tion, and control of resources are 
ppporouetly interpreted. 


book shelf of anyone concerned with 
nursing service administration. 


Quick Medical Terminolo opy by Gene- 
vieve Love Smith and Phyllis E. 
Davis. 248 pages. New York, Wiley, 
1972: 

Reviewed by Patricia Ellis, lecturer, 
McMaster University, School of 
Nursing, Hamilton, Ontario. 


In keeping with today’s emphasis on 
independent study, the authors have 
prepared a self-teaching aid to increase 
the vocabulary of anyone requiring 
knowledge of medical terminology. 

Objectives of the self-study program 
are clearly stated in behavioral terms 
and stem from the central objective 
that the reader will learn and then 
apply the word-building system present- 
ed in Unit 1. The word-building sys- 
tem teaches the reader to combine 
Greek and Latin prefixes, suffixes, 
word roots, and combining forms into 
compound words. Once the system 
is mastered, the reader should be able 
to recognize and understand word parts, 
build material terms given the meaning 
of a word, and apply the system to 
increase medical vocabulary. 

Each of the remaining nine units 
begins with a clear and concise state- 
ment of what the reader will learn 
followed by a list of word parts and 
their meanings presented in that unit. 
Then, a series of programmed exercises 
are given for the reader to complete 
at his own rate. There is immediate 
feedback with the correct response 
appearing to the left of the question. 
At the end of each unit, there is a test 
to determine progress. The book con- 
cludes with review material, two final 
self-tests, and lists of both old and new 
word parts. 

Many of the exercises presented 
utilize rote learning and repetition. 
There is an attempt, however, to use 
problem-solving by asking the reader 
to analyse and synthesize new words 
based on previous knowledge. 

The book is helpful with more than 
medical terminology. Words are placed 
in groups to show relationships rather 
than just listing isolated terms, and 
proper usage of the words in the 
medical field is presented. Besides 
words and definitions, the exercises 


ed to the terms, which help to increase — 


the reader’s understanding of medicine. 
Finally, through simple but clearly 
labelled illustrations, the reader gains 
a beginning knowledge of anatomy. 

This book would be useful for 
anyone new to the medical field, such 
as beginning nursing students. It 
could, however, benefit those already 
working in the medical field by pro- 
viding a review plus a_ systematic 
method for increasing knowledge of 
medical terminology. 


The Newborn and the Nurse (Saunders 
Monographs in Clinical Nursing — 
3) by Mary Lou Moore. 290 pages. 
Toronto, Saunders, 1972. 

Reviewed by Carmen Cummings, 
Etobicoke General Hospital, Rex- 
dale, Ontario. 


The preface states that caring for the 
newborn “constitutes a very special 
kind of nursing” and that the nurse 
must “appreciate his special character- 
istics and needs and help his parents to 
understand them too.” This purpose is 
clearly met throughout the book. The 
author includes the role of the parent as 
she discusses infant care. 

The first chapter, dealing with the 
fetus in utero, covers conception, 
gestational age, and genetics, including 
an explicitly simple explanation of the 
DNA molecule. A great deal of atten- 
tion is given to the effects of the fetal 
environment including the environ- 
ment provided through drug addiction 
of the mother. The section is well 
organized and covers all the latest 
procedures and techniques such as 
amniography, amniocentesis, steroids 
during pregnancy, blood group incom- 
patibilities, and monitoring of the fetus. 

Other chapters discuss the fetus 
during labor, transition to extrauterine 
life, the characteristics and needs of 
the healthy newborn, the newborn with 
problems, nutritional needs of the 
newborn, the influence of culture on 
pregnancy and on our interaction with 
the parents. 

The last chapter looks at infant 
mortality rates compared in various 
countries. 

The book is clearly written, well 
organized and explicit. The author 
uses research material, illustrations, 
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and an adequate bibliography to 
complement her discussions. 

This is a valuable book for all ob- 
stetrical departments. It emphasizes the 
important aspects of newborn care, 
such as providing warmth, protection 
from infection, loving care, and close 
observation. It includes parents by 
emphasizing an understanding of their 
culture and giving supportive care and 
education aimed at improving the care 
they give to their child. 


High-Risk Newborn Infants: The Basis 
for Intensive Nursing Care by Shel- 
don B. Korones. 245 pages. Saint 
Louis, Mosby, 1972. 

Reviewed by Doris Davidson, Spe- 
cial Intensive Care Unit, Grace Ma- 
ternity Hospital, Halifax, N.S. 


The purpose of this text is to acquaint 
the nurse with neonatal nursing: to give 
a background and reference book for 
the care of the high-risk infants; to give 
nurses the understanding and knowledge 
necessary to cope with everyday prob- 
lems arising with such infants; and to 
help her identify problems before they 
become crises. 

The book’s most valuable point is its 
organization with a teaching approach; 
its value could extend to other members 
of the medical team as well as nurses. 
I hope the second part of the title will 


Tucks* not discourage physicians-in-training 
from using the book. 

offer prompt, temporary relief from the discomforts of itching, burning The author, however, expresses some 

and irritation associated with hemorrhoids, post-operative anorectal sur- questionable views involved with neo- 

gery wounds and episiotomies. Used as a compress, they relieve itching natal nursing. For instance, the author 
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lists chloramphenicol as a medication 
resulting in fetal death. But is there any 
evidence that normal doses of chloram- 


10%, Purified Water, U.S.P., de-ionized, q.s. buffered to approximate pH phenicol given to expectant mothers 

of 4.6: They come in jars of 40 pads. Ready prepared Tucks can be will cause death of the fetus or newborn 

kept by the patient's bedside for immediate application whenever their infant? 

soothing, healing properties are indicated. Radiant heaters presently available 
do not prevent neonatal temperature 

Fuller Shield* fall. An adequate incubator is a prime 
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make sure 
she has the 


right answers 


Arm her with contemporary 


Mosby texts that reflect today’s latest thinking in professional nursing! 


A New Book! THE PROCESS OF PLANNING NURSING 
CARE: A Theoretical Model, by Fay L. Bower, R.N., B.S., 
M.S.N. Providing thought-provoking preparation for your 
students’ future clinical responsibilities, this new book aims 
at developing skill in independent judgment and increasing 
the ability to assume responsibilities for primary health 
care. Stressing a holistic approach to patient care, this 
practical new volume helps the student realize each 
patient’s unique situation and respond accordingly. Im- 
portant discussions deal with problem identification, deci- 
sion making and the evaluation of patient response. 
October, 1972. 139 pages plus FM I-XIl, 6” x 9”, 12 
illustrations. $4.15. 


A New Book! HIGH-RISK NEWBORN INFANTS, The 
Basis for Intensive Nursing Care, by Sheldon B. Korones, 
M.D.; Jean Lancaster, R.N., M.N.; and Florence Bright 
Roberts, R.N., M.N. Help your students understand the 
complex ‘‘why’s” behind newborn abnormality. This new 
text explains the principles and rationale behind neonatal 
care that will enable the nurse to develop the accurate 
efficiency demanded in high-risk situations. In one con- 
venient source, it clearly outlines the rationale of required 
maneuvers in the neonatal intensive care unit, the signifi- 
cance of laboratory data, how to detect abnormal signs, and 
much more. July, 1972. 245 pages plus FM I-XVI, 6%” x 
9%”, 46 illustrations. $8.95. 


A New Book! ACOMMONSENSE APPROACH TO CORO- 
NARY CARE: A Program, by Marielle Ortiz Vinsant, R.N., 
B.S.; Martha I. Spence, R.N., B.S., M.N.; and Dianne E. 
Chapell, R.N., B.S. Focusing on major problems associated 
with myocardial infarction, this new program allows stu- 
dents to prepare realistically and systematically for their 
responsibilities in coronary care. Through an approach 
based on a thorough knowledge of normal anatomy and 
physiology, it demonstrates how to deduce the clinical 
consequences of pathologic changes. Each carefully pre- 
pared unit depends on previous ones, resulting in a 
meaningful integration of information that enables the 
student to assume coronary care with confidence. October, 
Wer 222 pages plus FM I-XIV, 7” x 10”, 243 illustrations. 
6.25. 
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New 2nd Edition! A PROGRAMMED INTRODUCTION 
TO MICROBIOLOGY, by Stewart M. Brooks. Save class 
time and increase comprehension of text and lecture with 
the extensive revision of this popular programmed manual. 
Including the latest microbiological thinking, particularly in 
the areas of genetics, biochemistry, immunity and 
disease, all frames have been restructured for maximum 
teaching efficiency. All areas of a basic course are included, 
from fundamentals and practical applications to micro- 
organisms and disease. Its easy-to-use format adapts effec- 
tively to use with any current microbiology text. March, 
1973. 2nd edition, 124 pages plus FM I-X, 7’’ x 10”’, 31 
illustrations. About $5.50. 


A New Book! UNDERSTANDING ELECTROCARDIOG- 
RAPHY: Physiological and Interpretive Concepts, by 
Edwin G. Zalis, M.D., F.A.C.P., F.C.C.P.; and Mary H. 
Conover, R.N., B.S.N.Ed. The comprehensive explanation 
of basic heart anatomy and the detailed discussion of all 
aspects of electrocardiography mark the significance of this 
well-detailed new text. Physiological interrelationships of 
all major heart functions are delineated, then redefined in 
light of all the muscle action’s electrical potentials. Your 
students learn how and why muscle movement can be 
processed electronically into various types of visual graphs. 
Electrocardiography equipment is discussed in depth. Au- 
gust, 1972. 192 pages plus FM I-XII, 7” x 10”. $6.05. 


Instructor’s note: To receive a complimentary copy for firsthand 
evaluation, write to the Textbook Department, mentioning your 
position, course, and enroliment. 


MOSBY 


TIMES MIRROR 


THE C.V.MOSBY COMPANY LTD 
86 NORTHLINE ROAD 
TORONTO 374, ONTARIO, CANADA 


THE CANADIAN NURSE 55 


The Posey Patient Restrainer is one 
of the many products which com- 
pose the complete Posey Line. 
Since the introduction of the 
original Posey Safety Belt in 1937, 
the Posey Company has specialized 
in hospital and nursing products 
which provide maximum patient 
protection and ease of care. To in- 
sure the original quality product, 
always specify the Posey brand 
name when ordering. 


The Posey Patient Restrainer with 
shoulder loops and extra straps keeps 
the patient from falling out of bed 
and provides needed security. There 
are eight different safety vests in the 
complete Posey Line. #5163-3131 
(with ties), $7.80. 


The Posey Disposable Limb Holder 
provides desired restraint at low cost. 
This is one of fifteen limb holders in 
the complete Posey Line. #5163-2526 
(wrist), $19.50 doz. pr. 


J 


The Posey Keylock Safety Belt is de- 
signed with a revolutionary new key- 
lock buckle which can be adjusted to 
an exact fit and snap locked in place. 
This belt is one of seventeen Posey 
safety belts designed for patient com- 
fort and security. #5163-1333 (with 
snap ends), $18.00. 


The Posey Retractable Stretcher Belt 
can be adjusted to fit eyery stretcher, 
guerney or operating table. This is 
one of seventeen safety belts in the 
complete Posey Line. #5163-5605 
(non-conductive), $24.00 set. 


The Posey Footboard fits any stan- 
dard size hospital bed and is fully ad- 
justable to any comfortable angle. 
Helps prevent foot drop and foot ro- 
tation. Complete Posey Line includes 
twenty-three rehabilitation products. 
#5163-6420 (footboard only), $39.00. 


Send for the free all new 1970 POSEY catalog — supersedes all previous editions. 


Please insist on Posey Quality — specify the Posey Brand name. 


Send your order today! 


POSEY PRODUCTS 
Stocked in Canada 


ENNS & GILMORE LIMITED 


1033 Rangeview Road 
Port Credit, Ontario, Canada 
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disease; a short word about early in- 
trauterine transfusion and early induc- 
tion would be in order. 

More emphasis should have been 
placed on mental retardation and cere- 
bral damage associated with breech 
deliveries, stressing the value of good 
obstetric care. 

For once the importance of skilled 
personnel is stressed, allowing the qual- 
ified nurse to become a valuable mem- 
ber of the medical team. 

Generally, this text is the best syn- 
opsis of neonatology so far available. 
A copy on the hospital library shelves 
will be valuable to nurses and all other 
members of the medical team. 


accession list 


Publications on this list have been 
received recently in the CNA library 
and are listed in language of source. 

Material on this list, except refer- 
ence items may be borrowed by CNA 
members, schools of nursing and other 
institutions. Reference (R) items (ar- 
chive books and directories, almanacs 
and similar basic books) do not go out 
on loan, Theses (also R) are on reserve 
and may go out on interlibrary loan 
only. 

Request for loans should be made on 
the “Request Form for Accession List” 
and should be addressed to: The Li- 
brary, Canadian Nurses’ Association, 
50 The Driveway, Ottawa, Ont. 
K2P 1E2. 

No more than three titles should be 
requested at any one time. 


BOOKS AND DOCUMENTS 

1. Air pollution primer. New York, National 
Tuberculosis and Respiratory disease Asso- 
ciation, 1969. 104p. 

2. Application procedures for out-of-province 
teachers seeking certificates and evaluation 
of their qualifications. Ottawa, Canadian 
Teachers’ Federation, 1972. 99p. 

3. Clinical instructor training program; train- 
er’s manual, by Miles H. Anderson. Rev. 
Los Angeles, University of California in 
cooperation with U.S. Dept. of Health, 
Education and Welfare, Social and Rehabilit- 
ation Service, 1970. 93p. 

4. Creating a climate for educational tech- 
nology in nursing. by Evelyn M. Lutz and 
Jeanne S. Berthold. Cleveland, Ohio, Frances 
Payne Bolton School of Nursing, Case 
Western Reserve University, 1971. 100p. 

5. Détente psycho-musicale en odonto-stoma- 
tologie; musique et sophrologie relation 
médecin-malade, par M. Gabai et J. Jost. 
Paris, Maloine, 1972. 158p. 

6. Emergency services; the hospital emer- 
gency department in an emergency care 
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system. Chicago, American Hospital Asso- 
‘ciation, 1972. 98p. 

‘7. Enquéte préliminaire sur la situation de 
‘Pemploi chez les infirmiéres du Canada en 
vue de déterminer le nombre d’emplois dis- 
jponibles pour les diplbmées des écoles 
scanadiennes d’infirmiéres, inscriteslautori- 
sées pour la premiere fois en 1971, qui 
“n'avaient pas réussi @ trouver un emploi 
permanent dans le monde infirmier, au 30 
septembre 1971. Ottawa, Association des 
\Infirmiéres canadiennes, 1971. 1 vol. 

18. For patient’s sake, by Mildred 1. Moe. 
Minneapolis, Minn., Geriatric Care, 1972. 
9. Health and human values: an ecological 
) approach, by Allure Jefcoat. Toronto, Wiley, 
11972. 255p. 

: 10. The health theme in family planning, 
‘by Abdel R. Omran. Chapel Hill, N.C., 
‘Carolina Population Center, University of 
‘North Carolina, 1971. 156p. (Carolina Popu- 
‘lation Center monograph no. 16) 

11. A health sciences library basic manual 
for library staff in small health care institu- 
‘tions, Edited by Sheila C. Maxwell. Toronto, 
‘Ontario Medical Association, 1972. 95p. 

12. Learning and leisure in middle and later 
life, by Enid Hutchinson. London, Pre- 
{Retirement Association, 1970. S6p. 

13. Loisirs des femmes et temps libre, par 
[France Govaerts. Bruxelles, Université libre 
ide Bruxelles, 1969. 312p. 

14. Maladies cérébro-vasculaires: prévention, 
traitement et réadaptation. Genéve, Organi- 
‘sation Mondiale de la Santé, 1971. 63p. (Its 
‘Série de rapports techniques no. 469) 

15. Nouvelles perspectives en psychologie, 
par L. Astruc. Paris, Maloine, 1972. 151p. 

16. Nurse teachers; the report of an opinion 
survey, by A. Lancaster. Edinburgh, Chur- 
chill Livingstone, 1972. 146p. (Edinburgh. 
‘University. Dept. of Nursing Studies mono- 
graph no. 2) 

17. A nurse’s guide to anaesthetics, resuscita- 
tion and intensive care, by Walter Norris and 
Donald Campbell. Sed. Edinburgh, Churchill 
Livingstone, 1972. 181p. 

18. A nurse’s guide to the x-ray department, 
iby Myer Goldman. 2ed. Edinburgh, Chur- 
chill Livingstone, 1972. 87p. 

19. Nursing in child psychiatry, by Claire 
!Mintzer Fagin. St. Louis, Mosby, 1972. 
183p. 

20. Nursing in the intensive respiratory care 
unit, by Hannelore Sweetwood. New York, 
‘Springer, 1971. 208p. 

21. Patient care studies in medical-surgical 
nursing, by Wilma J. Phipps and Rosemary 
'Rich. St. Louis, Mosby, 1972. 193p. 

22. The Penguin medical encyclopedia, by 
‘Peter Wingate. Harmondsworth, Eng., 
{Penguin Books, 1972. 463p. 

123. Proceedings of the Canadian Conference 
on Sociai Welfare, Toronto, June 15-19, 
11970. Ottawa, Canadian Council on Social 
!Development, 1971. 74p. 

124. The profession of dietetics; report of the 
‘Study Commission on Dietetics. Chicago, 
American Dietetic Association, 1972. 110p. 
25. A psychological approach to the predic- 
‘tion of contraceptive behavior, by Virupaksha 
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Kothandapani. Chapel Hill, N.C., Carolina 
Population Center, University of North 
Carolina, 1971. 96p. (Carolina Population 
Cénter monograph no. 15) 

26. Qualitative evaluation of family planning 
proposals and programs: a systems approach, 
by Curtis P. McLaughlin and Edward S. 
Trainer. Chapel Hill, N.C., Carolina Popu- 
ation Center, University of North Carolina, 
1971. 70p. (Carolina Population Center 
monograph no. 12) 

27.Report 1970. New York, Milbank 
Memorial Fund, 1971. 50p. 

28. Teaching the mentally retarded child; 
a family care approach, by Kathryn E. Bar- 
nard and Marcene L. Powell. St. Louis, 
Mosby, 1972. 158p. 

29. Techniques for utilizing nursing princi- 
ples, by Marion Brown Gooding. St. Louis 
Mosby, 1972. 163p. 

30. To the author in search of a publisher; 
a practical plan for the publication and pro- 
motion of your book. New York, Vantage 
Press, 1971. 48p. 

31. Training of research workers in the med- 
ical sciences; proceedings of a Round Table 
Conference organized by CIOMS with the 
assistance of WHO and UNESCO, Geneva, 
10-11 Sept. 1970. Geneva, World Health 
Organization, 1972. 186p. 

32. Unplanned pregnancy; a report of the 
Working 
Obstetricians and Gynecologists on Unplan- 
ned Pregnancy. London, Royal College of 


Party of the Royal College of 


Obstetricians 1972. 
136p. 

33. The use of cannabis; report of a WHO 
Scientific Group. Geneva, World Health 
Organization, 1971. 47p. (Its Technical report 
series no, 478) 

34. The work of WHO 1971, Annual report 
of the director-general to the World Health 
Assembly and to the United Nations. Geneva 
World Health Organization, 1972. 401p. 


and Gynecologists, 


PAMPHLETS 

35. Code des professions, Bill 250; loi des 
infirmiéres et infirmiers, Bill 273. Montreal, 
Association des Infirmiéres et Infirmiers 
de la Province de Québec, 1972. 

36. Criteria for the appraisal of baccalaureate 
and higher degree programs in nursing, 1972. 
New York, National League for Nursing, 
Dept. of Baccalaureate and Higher Degree 
Programs, 1972. 10p. 

37. Hospital library administration, by Anne 
Cramer. Salt Lake City, Network for Con- 
tinuing Education, Intermountain Regional 
Medical Program, 1971. 25p. (Hospital li- 
brary handbook no. 1) 

38. Human development and public health; 
report of a WHO Scientific Group. Geneva, 
World Health Organization, 1972. 40p. (Its 
Technical report series no. 485) 

39. Nutrition: a review of the WHO pro- 
gramme 1965-1971. Geneva World Health 
Organization, 1972. 35p. 

40. Professional code, Bill 250; nurses act, 
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1. Sibling visiting program, by M. Lorna 
Calgary, Alta., Foothills Hospital, 


1 OOd 


Devt. of Obstetrics, 1972. 7p. 


ecivesiwiincttt DOCUMENTS 

Canada 

- 42.Commission de réforme du droit. 
_ preuve. Documents préliminaires de la sec- 


La 


tion de recherche sur le droit de la preuve. 
Ottawa, 1972. 1 vol. 

43. Dept. of Manpower and Immigration. 
The nursing profession in Mexico. Ottawa, 
1972. 16p. 

44. Dept. of National Health and Welfare. 
Collection of material on smoking and 
health. Ottawa, 1972. 1 vol. 

45. Economic Council of Canada. New 
approaches to public decision-making, by 
Alice M. Rivlin. Ottawa, Information Can- 
ada, 1972. 37p. (Its Special study no. 18) 

46. Ministére de la Santé nationale et du 
Bien-étre social. Rapport sur l’application 
des accords avec les provinces au titre de la 
loi sur Vassurance-hospitalisation et les ser- 
vices diagnostiques pour l’année financiére 
terminée le 31 mars 1971, Ottawa, 1972. 
1 vol. 


- prepared by the Law of Evidence Project, 
August 1972. Ottawa, 1972. | vol. 

48. Statistics Canada. Census of Canada, 
1971. Ottawa, 1972. 1 vol. R 

49. Statistique Canada. Rapport annuel sur 
les maladies & déclaration obligatoire, 1971. 
Ottawa, Queen’s Printer, 1972. 1 vol. 
Ontario 

50. Commission on Post-Secondary Educa- 
tion. Certification and post-secondary educa- 
tion; a study prepared for the Commission on 
Post-Secondary Education in Ontario. Toron- 
to, Queen’s Printer, 1972. 109p. 

51. Cost and benefit study of post-secondary 
education in Ontario, school year 1968-69; a 
study prepared for the Commission on Post- 
Secondary Education in Ontario. Queen's 
Printer, 1972. 1 vol. 

52. Financing post-secondary education; a 
study prepared for the Commission on Post- 
Secondary Education in Ontario. Toronto, 
Queen’s Printer, 1972. 157p. 

53. Libraries and information storage and 
retrieval systems; a study prepared for the 
Commission on Post-Secondary Education in 
Ontario. Toronto, Queen’s Printer, 1972. 
1 vol. 

54. Manpower forecasting and educational 
policy; a study prepared for the Commission 
on Post-Secondary Education in Ontario. 
Toronto, Queen’s Printer, 1972. 267p. 

55. Commission on. Post-Secondary Educa- 
tion. Manpower retraining programs in 
Ontario; a study prepared for the Commis- 
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io. Toronto, Queen’s Printer, 1972. 195p. 
56. Ontario Colleges of Applied Arts and 
Technology; a study prepared for the Com- 
mission on Post-Secondary Education in 
Ontario. Toronto, Queen’s Printer, 1972. 
149p. 7 
57. Organization of the academic year; a 

study prepared for the Commission on 
Post-Secondary Education in Ontario. To- 
ronto, Queen’s Printer, 1972. 213p. 
58. Professional education: a policy option; 

a study prepared for the Commission on 

Post-Secondary Education in — Ontario. 

Toronto, Queen’s Printer, 1972. 158p. 

United States 

59. Division of Nursing. Cooperative plan- 

ning for a school of nursing within a health 

science complex, by Elizabeth J. Worthy 

and Dorothy M. Crawley. Bethesda, Md., 

1970. 26p. 


STUDIES DEPOSITED IN CNA REPOSITORY 
COLLECTION 

60. A conceptual model for the provincial 
nursing consultant in Alberta, by Fernande 
Harrison. Edmonton, 1972. 118p. (Thesis 
(M.H.S.A.) — Alberta) R 

61. Transfer of functions, a report of the 
Joint Committee CHA/CMA|CNA on the 
Transfer of Functions between Doctors and 
Nurses in the Hospital. Toronto, Canadian 
Hospital Association, 1972. 59p. (Canadian 
Hospital Association. Committee research 
report no, 2) we 
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BASIC SCIENCES 


BASIC PHYSIOLOGY AND 
ANATOMY 

Chaffee-Greisheimer 

1969 $10.50 
LABORATORY MANUAL IN 
PHYSIOLOGY AND ANATOMY 
Chaffee 

1969 $3.90 
BASIC MICROBIOLOGY 
Volk-Wheeler 

June 1973 abt. $12.50 
LABORATORY EXERCISES 

IN MICROBIOLOGY 

Otero 

June 1973 abt. $5.25 
TEXTBOOK OF 
PATHOPHYSIOLOGY 
Snively-Beshear 

1972 $11.25 


FUNDAMENTALS 


FUNDAMENTALS OF 

NURSING 

Fuerst-Wolff 

1969 $8.00 

NURSING CARE PLANNING 

Little-Carnevali 

1969 paper $4.15 
cloth $6.00 

NURSING MANAGEMENT 

OF THE PATIENT 

WITH PAIN 

McCaffery 

1972 $5.25 

SCIENTIFIC FOUNDATIONS 

OF NURSING 

Nordmark-Rohweder 

1967 $5.00 

PERSPECTIVES IN HUMAN 

DEVELOPMENT: Nursing 

Throughout the Life Cycle 

Sutterley-Donnelly 

April 1973 abt. $7.95 


NUTRITION 


NUTRITION IN NURSING 
Anderson et al 

1972 $8.00 
COOPER’S NUTRITION IN 
HEALTH AND DISEASE 

Mitchell et al 

1968 


AUDIO/VISUAL TEACHING 
AIDS? NEW! MULTI MEDIA 
COURSES FOR SELF 
INSTRUCTION. ALSO, 
FILM STRIPS AND FILM 
LOOPS AVAILABLE. 
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MEDICAL-SURGICAL 


TEXTBOOK OF MEDICAL- 
SURGICAL NURSING 

Brunner et al 

1970 $14.95 
CARE OF THE ADULT 

PATIENT 

Smith-Germain-Gips 

1971 $13.95 
NURSING OF ADULTS 
Smith-Germain 

1972 $9.95 
ADVANCED CONCEPTS IN 
CLINICAL NURSING 

Kintzel et al 

1971 $14.50 
CRITICAL CARE NURSING 
Hudak-Gallo-Lohr 

April 1973 abt. $9.95 


PHARMACOLOGY 


PHARMACOLOGY AND DRUG 
THERAPY IN NURSING 
Rodman-Smith 

1968 $10.75 


MATERNAL CHILD 


MATERNITY NURSING 

Fitzpatrick-Reeder-Mastroianni 

1971 $10.95 

NURSING CARE OF 

CHILDREN 

Blake-Wright-Waechter 

1970 $10.50 

EMOTIONAL CARE OF 

HOSPITALIZED CHILDREN 

Petrillo-Sanger 

1972 paper $5.75 
cloth $8.00 

FOUNDATIONS OF 

PEDIATRIC NURSING 

Broadribb 

1973 paper $7.95 


PSYCHIATRIC 


NURSING 


BASIC PSYCHIATRIC 

CONCEPTS IN NURSING 

Hofling et al 

1967 $7.90 

THE PRACTICE OF MENTAL 

HEALTH NURSING: A 

Community Approach 

Morgan-Moreno 

1973 paper abt. $5.95 
cloth abt. $7.50 
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goals for 1972-1974 have been out- — 


lined. Goals serve as vantage points 
to assess the direction we should 


take. Priorities need to be assess- — 


eo 


=. 


ed, and programs for action must be © 


developed. 

But where will the future take us? 
Even more pertinent is the question: 
Do we have a future? Some of my 
colleagues in the mental health 
setting are beginning to doubt that 
nurses will be included in the men- 
tal health care team of tomorrow! 
lf our future appears to be so 
nebulous, then we each have a 
responsibility to define and assess 
alternative futures. We must work to 
alter trends. 

At the CNA board meeting in 
January 1973, at least three major 
decisions were made that could 
influence the future. The first was 
to make plans for a national confer- 
ence on nursing this fall to examine 
the preparation of the nurse begin- 
ning at the diploma level. Those 
involved in nursing practice and in 
nursing education will participate. 
Undoubtedly, the need for special- 
ization will be considered at this 
conference. 

The second decision was that the 
CNA would take steps to explore, 
in collaboration with other disci- 
plines, the feasibility and timeliness 
of a national system of accredita- 
tion for nursing education. 

In its third decision, the board 
declared its position on the role of 
the nurse in a primary care setting. 
This position is now being examin- 
ed by a joint committee of the CNA 
and the Canadian Medical Associa- 
tion. 

What tomorrow holds depends on 
each of us—on what we foresee, 
on what we believe, and on what we 
do. Freedom of choice goes hand 
in hand with controversy. Airing of 
differences is a necessary step 
toward a more cohesive view of 
what we desire. 

The programs to be developed to 
achieve our goals will provide for 
nurses and members of other disci- 
plines an opportunity to deliberate, 
to be open about differing view- 
points, and, we hope, to plan the 
future. Then, depending on what we 
do today, five or ten years from 
now we will have only ourselves to 
praise or blame! 

— Marguerite E. Schumacher 
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Letters to the editor are welcome. 


Only signed letters will be considered 
name will be withheld at the writer’s request. 


for publication, but 


ents on erie, 
ponse to G.E. Ryan, “Grad of 
7 for women’s lib” (Letters, January 
1973, page 8), | sympathize but find 
that for Nova Scotia, at least, a marriage 
certificate is necessary only if a nurse 
is registered in her maiden name. 
As an English RN, I would like to 
add a few comments concerning regis- 
tration in the different provinces of 
Canada. 

I have worked in several provinces, 
but the process | have had to go through 
to get registered! Each time I have had 
to write to my nurse training school 
in England for my transcripts. | know 
this applies to all landed immigrants 
who wish to nurse and are eligible. 
Surely once a nurse is registered in 
one phe at transcripts could be 
transferable from province to province. 

Each province has its own set of 
regulations. Nova Scotia, for example, 
even requires confirmation of one’s 
RN registration from the specific 
registration board or council. British 
Columbia requires the applicant to 
have been resident in a Canadian 
province for three months! Yet to 
work, a nurse is supposed to be regis- 
tered; if not, she loses status, as well 
as at least $25 a month. 

I am married now to a Canadian, 
so I may continue to move around 
Canada. I wonder how long my trans- 
cripts will be kept in England? — 
Elisabeth J. Storey, S.R.N., S.C.M., 
Halifax, Nova Scotia. 


Kind of article we need 
The article “Choosing Contraceptives 
According To Need” by Nancy Garrett, 
which appeared in the September 1972 
issue, is the kind of article we need 
today. Congratulations and thank you! 
I would like to see articles like this 
available in schools and doctors’ of- 
fices. — Mary Goodfellow Groome, 
RN, Laval, Quebec. 


Criticizes book review 
The review of the book Medical- 
Surgical Nursing and Related Phy- 
siology by Jeannette E. Watson (Books, 
December 1972, page 50) does a 
disservice to the nurses of Canada who 
use The Canadian Nurse as a source 
of information on new publications. 

A more informative review of this 
book is included in the January 1973 
issue of the American Journal of Nurs- 
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ing. The review is in the section entitled 
“Books of the Year.” Nursing experts 
in the United States selected these 
books as being the most significant in 
their areas of practice. 

The Canadian Nurse can and should 
give merited recognition and encourage- 
ment to Canadian contributors to the 
nursing literature. Praise from non- 
Canadian sources is not enough. — 
Marion I. Barter, Toronto, Ontario. 


Attention graduates of Miramichi 

The last graduation of the Miramichi 
Hospital School of Nursing will be 
held Friday June 8, 1973, at 8:15 
P.M. in the Lord Beaverbrook Theatre 
and Town Hall, 
Brunswick. 

On June 9, a luncheon honoring all 
graduates of the school will be held 
at 1:30 P.M. and a dance, starting 
at 9:00 P.M., will be held in the Lord 
Beaverbrook Theatre and Town Hall. 

All graduates from 1920 to 1973 
are invited to attend all functions. 
Please notify me no later than April 
30, 1973, if you plan to attend. — 
Anna M. Allison, RN, director of 
nursing, Miramichi Hospital, New- 
castle, New Brunswick. 


Newcastle, New 


Maternal and child welfare 

Having recently attended a seminar in 
Toronto on family-centered maternity 
care with Doreen Jordan, I have two 
thoughts uppermost in my mind. 

First, there appears to be a pitiful 
lack of communication among members 
of the team involved in maternal and 
child welfare. Second, there are few 
aspects of health care that offer such 
a tremendous opportunity for develop- 
ing a comprehensive plan of preventive 
medicine. 

The high level of audience participa- 
tion at the seminar, both during and 
between the sessions, prompts me to 
suggest that steps be taken to have 
more such meetings. Perhaps an organ- 
ization, similar to the one for operating 
room and central supply room staffs, 
could be formed in Ontario for nurses 
interested in maternal and child welfare. 
I believe this would be better than just 
being connected with the American 
College of Obstetricians and Gynecolo- 
gists. Our future is in our own hands. 
I am sure that executive and resource 
personnel at both provincial and federal 
levels would assist such a move. 


* 
The maternal and child health car 
team can help pull Canada up from 
her number 14 spot and place her 
among the world’s leaders. Are there 
enough who are sufficiently aware 
to become involved?— Diana K. 
Ballard, R.N., Obstetrical Supervisor, 
Campbellford, Ontario. ( 
More women needed in medicine | 
Thank you for printing the paper 
“Needed: a change in attitudes toward 
elective sterilization” (January 1973), 
which Dr. Lise Fortier presented at the 
meeting of the International Planned 
Parenthood Federation in Ottawa. 
Such an article points out the great! 
need for more women in the medical: 
profession and the need for obstetrics 
and gynecology to be dominated by 
women. More women should be en- 
couraged to study medicine, and med- 
ical schools should strive for an equal) 
number of women and men in their 
student i em ae Margery L, 
Poole, B.Sc.N., Toronto, Ontario. 


Research on handicapped nurses 

1 am doing research for an article about’ 
what happens to a nurse who develops: 
a handicap. In most professions, there 
is some place in their ranks for a mem=- 
ber who develops a handicap. 

Is there any place for the handicapped) 
RN — one who becomes hard-of-hear- 
ing, blind, or otherwise limited physic- 
ally? 3 

1 would like to hear from any nurses) 
who have developed disabilities or from 
any who have been involved with such 
persons. Correspondence should be sen 
to me.— Marilyn O. Dahl, 145 
Morrison St., Port Coquitlam, B.C. 


Writing biography 
I have been asked by the New Zealand! 
Nursing Education and Research Foun- 
dation to write a biography of the late 
Mary Lambie. She was director, divi~ 
sion of nursing, in New Zealand, an 
was well known for many years fo: 
the part she played in international 
nursing affairs. 
I am asking anyone who has recollec 
tions of Ms. Lambie,which might be 
interest, to communicate with me. 
would be ment gees for any inform: 
tion or personal recollections. — He! 
Campbell, 5 Le Awakura Terrace, 
Andrew’s Hill, Christchurch 8, N: 
Zealand. ’ 
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& D & 
him drier 
Instead of holding 


moisture, Pampers 


‘hydrophobic top ae e : 


allows it to pass 
‘through and get 
“trapped” in the 
absorbent wadding 


underneath. The inner ee 


sheet stays drier, and 
baby’s bottom stays 
drier than it would in 
cloth diapers. 


Saves 
you time 


Pampers construction 
helps prevent moisture 
from soaking through 
and soiling linens. As a 
result of this superior 
containment, shirts, 
sheets, blankets and 
bed pads don’t have to 
be changed as often 

as they would with 
conventional cloth 
diapers. And when less 
time is spent changing 
linens, those who take 
care of babies have 
more time to spend on 
other tasks. 


PROCTER & GAMBLE CAR-322 


New 2nd Edition! . 
Redman = 
THE PROCESS OF PATIENT 
TEACHING IN NURSING 


Teaching the patient and his family is 
an integral part of nursing care. This 
new edition will teach your students 
how to judge what their patient needs 
to know about the cause and care of 
his condition, when he is most ready 
to learn, and how best to teach him, 


By BARBARA KLUG REDMAN, R.N., 
B.S.N., M.Ed., Ph.D., Associate Professor of 
Nursing, University of Minnesota School of 
Nursing, Minneapolis, Minn. May, 1972. 2nd 
edition, 178 pages plus FM |-X, 6%" x 9%". 
Price, $8.35. 
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New 5th Edition! 
Ballinger et al. 


Alexander’s CARE OF THE 
PATIENT IN SURGERY 


A leading text in its field, this new 
edition defines the dimensions of pro- 
fessional nursing responsibility in the 
Operating room — from design of the 
surgical suite to current techniques 
and procedures for specific types of 
surgery. 

By WALTER F. BALLINGER, M.D., Bixby 
Professor of Surgery and Head of the 
Department, Washington University School 
of Medicine, St. Louis, Mo.; JACQUELYN 
C. TREYBAL, R.N., Assistant Director, 
Barnes Operating Rooms, Barnes Hospital, 
St. Louis, Mo.; and ANN B. VOSE, R.N., 
B.S.N., M.S., Director, Department of Nurs- 
ing Service, University of Michigan Medical 
Center, Ann Arbor, Mich.; with 17 contribu- 
tors. December, 1972. 5th edition, 905 
pages plus FM I-XVIII, 7” x 10”, 2,490 
illustrations in 680 figures, 2 in full color. 
Price, $20.25. 


— 


A New Book! 
Barber et al. 
ADULT AND CHILD CARE 

A Client Approach to Nursing 

For the first time, adult and pediatric 
medical-surgical nursing are combined 
in one text. Taking the client ap- 
proach, the nurse/authors focus on 
health care throughout the life cycle, 
contending that nurses minister to five 
basic human needs regardless of the 
client's age. After the theories are 
presented and fully developed, they 
become the basis for a highly practical 
880 pages of procedural instruction, 
The authors cover everything from the 
nurse practitioner’s expanding duties 
to evacuation of a hospital in case of 
fire. iB 
By JANET MILLER BARBER, R.N.,MS., 
Associate Professor of Nursing, Baccalau- 
reate Program, Indiana-Purdue University at 
Indianapolis, Ind.; LILLIAN GATLIN ~ 
STOKES, R.N., M.S., Assistant Professor of 
Nursing, Indiana-Purdue University at 
Indianapolis, Indianapolis, Ind.; and 
DIANE McGOVERN BILLINGS, R.N., 
M.S., Assistant Professor of Nursing, 
Indiana-Purdue University at Indianapolis, 
Ind. June, 1973. Approx. 880 pages, 8” x 
10’, 516 illustrations. About $15.50. 
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New 2nd Edition! 
Bouchard-Owens 
NURSING CARE OF THE 
CANCER PATIENT 


This new text explains cancer's effects 
on all major body systems. The au- 
thors discuss the three traditional can- 
cer therapies, and detail nursing ap- 
proaches to each. Special considera- 
tion is given to the psychological 
aspects of primary and advanced dis- 
ease, for the patient, his family, and 
the nurse, 

By ROSEMARY BOUCHARD, A.B., A.M., 
Ed.D., R.N., Assistant Professor, Depart- 
ment of Nursing Education, Queensborough 
Community College of the City University 
of New York, Bayside, N. Y.; and NORMA 
F. OWENS, A.B., A.M., Ed.D., R.N., Associ- 
ate Professor and Director, Biophysical 
Pathology, Division of Nurse Education, 
New York, N. Y. October, 1972. 2nd 
edition, 290 pages plus FM I-XIV, 7’ x 10”, 
196 illustrations. Price, $13.15. 


MOSBY 


TIMES MIRROR 


THE C. V. MOSBY COMPANY, LTD. 
86 NORTHLINE ROAD 
TORONTO, ONTARIO 
M4B 3E5 
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A New Book! 
Hamilton-Lavin 

DECISION MAKING IN THE 
CORONARY CARE UNIT 

A Manual and Workbook for Nurses 

A total of 123 realistic cases, each 
accompanied by a description of the 
patient’s total condition and an EKG 
tracing, will provide students with 
enough information to determine the 
appropriate treatment goals, actions, 
and methods of evaluation. 

By WILLIAM P. HAMILTON, M.D., Direc- 
tor, Coronary Care Unit, St. John’s Mercy 
Medical Center, St. Louis, Mo.; and MARY 
ANN LAVIN, R.N., B.S.N., M.S.N., Assist- 
ant Professor of Nursing and Director, Car- 
diovascular Nursing Program, St. Louis Uni- 
versity School of Nursing, St. Louis, Mo. 
September, 1972. 150 pages plus FM I-X, 
7” x 10", 124 illustrations. Price, $4.50. 

A New Book! 

Vinsant et al. 

A COMMONSENSE APPROACH 
TO CORONARY CARE 

A Program 

This programmed guide encourages 
students to arrive at solutions through 
reason rather than through memoriza- 
tion. After discussing anatomy and 
physiology in relation to coronary 
activity, the authors examine heart 
failure and shock, diagnosis of an 
acute MI, and much more. 


By MARIELLE ORTIZ VINSANT, R.N., 
B.S., Coordinator, Coronary Care Unit, and 
Instructor, Department of Research and 
Development, Jackson Memorial Hospital, 
Miami, Fla.; MARTHA |. SPENCE, R.N., 
B.S., M.N., Clinical Specialist, Coronary and 
Medical Intensive Care, Jackson Memorial 
Hospital, Miami, Fla.; and DIANNE E. 
CHAPELL, R.N., B.S., Nurse Clinician and 
Coordinator, Medical Intensive Care Unit, 
Jackson Memorial Hospital, Miami, Fla. 
October, 1972. 222 pages plus FM I-XIV, 
7” x 10", 243 illustrations; original draw- 
ings by Marcellino Obaya. Price, $6.25. 


A New Book! 

Zalis-Conover 
UNDERSTANDING 
ELECTROCARDIOGRAPHY 


Physiological and Interpretive Concepts 


Physiologic interrelationships of all 
major heart functions are delineated, 
then redefined in light of the muscle 
action’s electrical potentials. Students 
learn how and why muscle movement 
can be processed electronically into 
various types of visual graphs. Electro- 
cardiography equipment is discussed in 
depth. 

By EDWIN G. ZALIS, M.D., F.A.C.P., 
F.C.C.P., Director, Coronary Care Unit, 
Granada Hills Community Hospital, Grana- 
da Hills; Northridge Hospital, Northridge; 
Pacoima Memorial Lutheran Hospital, Lake 
View Terrace; Serra Memorial Hospital, Sun 
Valley, Calif.; and MARY H. CONOVER, 
R.N., B.S.N.Ed., Instructor in Continuing 
Education, West Hills Hospital and West 
Park Hospital, Canoga Park, Calif. August, 
1972. 192 pages plus FM I-XII, 7’’ x 10”, 
341 illustrations. Price, $6.05. 


A New Book! 

Korones 

HIGH-RISK NEWBORN 
INFANTS 

The Basis for Intensive Nursing Care 
This unique text concentrates on the 
complex “why’s’’ behind newborn ab- 
normality. Respiratory problems, acid- 
base imbalance — these topics and 
many more are considered in depth. 
Students will learn principles and 
rationale necessary to develop the ac- 
curate efficiency demanded in high- 
risk situations. 

By SHELDON B. KORONES, M.D., Pro- 
fessor of Pediatrics, University of Tennessee 
College of Medicine; Director, Newborn 
Center, City of Memphis Hospital, Memphis, 
Tenn.; with the editorial assistance of, and a 
chapter by JEAN LANCASTER, R.N., 
M.N.; and FLORENCE BRIGHT 
ROBERTS, R.N., M.N. July, 1972. 245 
pages plus FM I-XVI, 6%" x 9%", 46 
illustrations. Price, $8.95. 
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A New Book! 
Weldy 
BODY FLUIDS AND 
ELECTROLYTES 

A Programmed Presentation 
This question-and-answer format clear- 
ly presents basic principles of normal 
body fluid and electrolytes, common 
abnormalities, and treatment and nurs- 
ing care for common imbalances, Fif- 
teen summary and review sections help 
students evaluate what they have 
learned. 


By NORMA JEAN WELDY, RN., B:S., 
M.S., Assistant Professor of Nursing, Goshen 
College, Goshen, Ind. June, 1972. 101 pages 
plus FM |-Xil, 7” x 10”, 24 illustrations. 
Price, $4.15. 


A New Book! 

Burke 

THE COMPOSITION AND 
FUNCTION OF BODY FLUIDS 


Real problem-solving situations give 
full coverage to the role of body fluids 
in maintaining health, and how devia- 
tions from normal quantity and com- 
position will affect an individual's 
well-being. A current bibliography and 
glossary round out the text. 

By SHIRLEY R. BURKE, B.S.N., 
M.S.N.Ed., Formerly Chairman, Department 
of Biological Sciences, Presbyterian- 


University Hospital School of Nursing, Pitts- 
burgh, Pa. August, 1972. 100 pages plus FM 


1-XIl, 6%" x 9%", 21 illustrations. Price, 
$3.70. 


INSTRUCTOR'S NOTE: To receive a com- 
plimentary copy for firsthand evaluation, 
write to the Textbook Department, men- 
tioning your position, course, and enroliment. 
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New 2nd Edition! 
Brooks - 
A PROGRAMMED INTRODUC- 

TION TO MICROBIOLOGY 


This programmed manual covers: iden- 
tification of major groups of micro- 
organisms; treatment of major diseases 
caused by these groups; and applied 
microbiology. Noteworthy discussions 
consider genetics, biochemistry, im- 
munity, and disease. 


By STEWART M. BROOKS. April, 1973. 
2nd edition, 124 pages plus FM I-X, 7” x 
10”, 31 illustrations. About $5.50. 


A New Book! 

Fagin 

NURSING IN CHILD 
PSYCHIATRY 


Now, a new text stresses the differ- 
ence between child and adult needs. 
With emphasis on the role of nursing 
intervention, discussions explore intro- 
ductory concepts of child psychiatry, 
the problems of latency-aged children, 
racism, the family as a unit of treat- 
ment, and much more! 


Edited by CLAIRE M. FAGIN, Ph.D., R.N., 
Professor and Chairman, Department of 
Nursing, Herbert H. Lehman College, The 
City University of New York, Bronx, N. Y.; 
with 7 contributors. June, 1972. 183 pages 
plus FM I-XIV,6" x 9”. Price, $6.05. 


A New Book! 
Barnard-Powell 
TEACHING THE MENTALLY 
RETARDED CHILD 

A Family Care Approach 

The families of retarded children often 
require as much help as the children, 
themselves. This new text presents 
students with background information 
on how to meet the abnormal child's 
needs, as well as methods for helping 
families learn to cope. 

By KATHRYN E. BARNARD, R.N., 
B.S.N., M.S.N., Ph.D., Professor of Nursing; 
and MARCENE L. POWELL, R.N., B.S.N., 
M.N., Assistant Professor; both with Univer- 
sity of Washington School of Nursing, and 
associated with Child Development and 
Mental Retardation Center, University of 
Washington, Seattle, Wash. August, 1972. 
158 pages plus FM I-XIl, 6” x 9”. Price, 
$4.75. 


A New Book! 
McCalister et al. 
READINGS IN FAMILY 
PLANNING 

A Challenge to the Health Professions 
Twenty-eight articles, in five parts, are 
integrated via skillful introductions to 
help students understand the nature of 
family planning. Stressing both pro- 
fessional and personal implications, it 
challenges the health care team to 
increase its involvement in this vital 
area. 

By DONALD V. McCALISTER, B.A., 
Ph.D., Director, Center for Research in 
Health Care Delivery, University of Alabama 
in Huntsville, Huntsville, Ala; VICTOR 
THIESSEN, B.A., M.A., Ph.D., Assistant 
Professor of Sociology, Department of 
Sociology, Case Western Reserve University, 
Cleveland, Oh.; and MARGARET 
McDERMOTT, R.N., B.S.N., M.S.N., 
Ph.D.(Candidate), Department of Sociology, 
Case Western Reserve University, Cleveland, 
Oh. April, 1973. 256 pages plus FM I-XII,7” x 
10”, 6 illustrations. About $6.50. 


A New Book! 
Treece-Treece 
ELEMENTS OF RESEARCH 
IN NURSING 


A practical how-to-do-it manual, this 
new text offers concise explanations 
for each step involved in the research 
process. The relationship between the- 
ory and method is treated in depth. 
Students will find valuable tips for 
library research, as well as pointers on 
how to write, report, and publish 
research findings. 

By ELEANOR WALTERS TREECE, R.N., 
B.A., M.Ed., Ph.D., Nursing Consultant; and 
JAMES WILLIAM TREECE, Jr., B.R.E., 
B.A., M.A., Assistant Professor of Sociol- 
ogy, Bethel College, Minneapolis, Minn. 
May, 1973. Approx. 408 pages, 7” x 10”, 
54 illustrations. About $9.00. 
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A New Book! 
Byrne-Thompson 
KEY CONCEPTS FOR THE 
STUDY AND PRACTICE 
OF NURSING 


The threat of illness has a noticeable 
effect on patients. This new text will 
give students insight into understand- 
ing these changes. The authors present 
a working model for assessing patient 
needs and predicting the effects of 
nursing care — a sound foundation for 
subsequent nursing courses. 

By MARJORIE L. BYRNE, B.S.N., M.S., 
Lecturer in Nursing, University of Cali- 
fornia, Los Angeles, Ca.; and LIDA F. 
THOMPSON, B.S.N., M.S., Associate Pro- 
fessor, School of Nursing, University of 
Northern Colorado, Greeley, Colo. Sep- 
tember, 1972. 101 pages plus FM |-XV1, 6” 
x9", 12 illustrations. Price, $4.15. 
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COCKTAIL FOR ONE 


Why not have the “black and white cocktail’ served in your 
hospital in the Patient Cup™? The wide-mouth opening of this liquid 
unit dose container makes it easy for the patient to drink ORGANON’S 
smooth suspension of Milk of Magnesia and Cascara. (It’s pleasant 
tasting, too.) 

Each Patient Cup delivers a stable, precise dose of Magnesium 
Hydroxide (8%) equivalent to 30 ml. Milk of Magnesia U.S.P., and 
Cascara Extract equivalent to 5 ml. Aromatic Cascara Fluid extract 
U.S.P. Alcohol 3.5%. 

No mixing. No pouring. No waste. 

Here is another opportunity for your pharmacy to 
extend its control of medication right up to the 
administration of a single dose. And, you’ll make 
some more friends in the nursing department 

as well. 

Order several shippers of Milk of Magnesia- 
Cascara Suspension. There are 100 doses in each, 
packed 10 to the shelf tray. 

Set ’em up! 


ORGANON CANADA LTD/LTEE 
Organon INTRA MEDICAL PRODUCTS DIVISION 
TORONTO, CANADA 
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NA Directors Change Eligibility 
For CNATS Board And Committees 
‘Ottawa — Directors of the Canadian 

urses’ Association approved waiver 
‘of the requirement for membership in 
4 provincial nurses’ association for 
‘nurse members of the Canadian Nurses’ 
‘Association Testing Service (CNATS) 
»oard of directors and committees, on 
Nanuary 11, 1973. 

They substituted a requirement that 
all nurse members of CNATS board and 
‘ommittees be currently licensed/reg- 
»stered. 

During discussion one director 
»ointed out that the College of Nurses 
»f Ontario, which is responsible for 
yurse registration and is the jurisdic- 
‘ional body representing Ontario on 

he testing service, does not require 
‘membership in the Registered Nurses’ 
Association of Ontario. CNA directors 
said it was inappropriate to impose a 
/yequirement of RNAO membership on 
Sollege representatives to the testing 
service board and committees. 

CNA directors approved recommen- 
ations in the report of Jean Dalziel, 
thairman of the CNATS board, to im- 
»olement the transfer of functions from 
the executive director of CNA to the 
administrative officers of the testing 
service. (News, November 1972, page 
2.) 

The directors agreed that the testing 
service will be free to operate within 
the annual CNATS budget approved by 
the CNA board. 

The CNATS directors of test develop- 
ment and of administration, who are 
fesponsible to the CNA board, will 
report to CNA directors through the 
thairman of the testing service board. 


nadians On ICN Committees 
eady Reports For 1973 Congress 
Geneva, Switzerland — Canadians are 
embers of two committees of the 
international Council of Nurses (ICN), 
hich have completed reports and 
mmendations for the ICN Congress 
un Mexico City, May 13 to 19, 1973. 
Lyle Creelman, Bowen Island, B.C., 
chairman of the ICN membership 
mmittee. This committee will recom- 
mend to the Council of National Repre- 
Ntatives (CNR) that six national 
rses’ associations now in contact 
vith ICN be admitted into full member- 
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ship. Provided the CNR accepts the 
committee’s recommendations, these 
six associations will be formally accept- 
ed into membership during the closing 
ceremony at ICN’s 15th quadrennial 
congress in Mexico City. 

Committee members are nurses from 
Australia, the United States, Nigeria, 
New Zealand, the United Kingdom, 
and Jamaica. 

The professional services committee, 
of which Laura Barr, Toronto, is a 
member, put the final touches to its 
proposed revised Code for Nurses. 
The Code will be presented to the CNR 
for adoption in Mexico in 1973. 

The committee discussed plans for a 
second international seminar on nurs- 
ing legislation, tentatively scheduled for 
April or May 1974 in Latin America. 
This seminar will be conducted in 
Spanish. It will focus on the legislative 
needs of nurses of Latin America, but 
all ICN member associations will be 
invited to send a representative, who 
must be Spanish-speaking. 

Chairman of the professional services 
committee is Ingrid Hamelin, Finland. 
Committee members, in addition to Ms. 
Barr, are from Israel, Switzerland, 
Jamaica, and the United Kingdom. 


CNA In Favor Of ICN Committee 
On Library Resources For Nursing 
Ottawa — The CNA board at its 
meeting January 11-12 agreed to sup- 
port a resolution forwarded to the board 
president from the Interagency Council 
on Library Resources for Nursing. 
This resolution urged the CNA and 


CNA Annual Meeting Dates 


The 1973 annual meeting of the 
Canadian Nurses’ Association will 
be held in Ottawa, Thursday, April 
12. The board of directors will meet 
on April 11 and 13, 1973. 

The CNA directors selected the 
week beginning Sunday, June 16, 
for the 1974 annual meeting and 
convention to be held in Winnipeg, 
Manitoba. 

The 1976 annual meeting and 
convention will be held the week 
of June 20 in Halifax, Nova Scotia. 


the American Nurses’ Association 
(both members of the interagency 
council) to recommend that the Inter- 
national Council of Nurses consider the 
establishment of a permanent or stand- 
ing ICN committee on library resources 
for nursing and provision for a library 
exhibit and/or program at the 1977 
and future congresses. 

The personal efforts of Virginia 
Henderson, research associate and 
director of nursing studies index pro- 
gram of Yale University’s school of 
nursing, gave impetus to the library 
program and exhibit at the 1969 ICN 
Congress in Montreal. It has been 
learned that there will be a library 
exhibit and/or program at the ICN 
Congress in Mexico City, again largely 
because of Ms. Henderson’s enthusi- 
asm. 

International interest in library 
resources for nursing was demonstrated 
at the Montreal congress, and the 
importance of these resources to the 
advancement of nursing education, 
practice, and research warrants con- 
tinuation of such activities on a broad- 
er and continuing basis. 


Pay For Nurse In Expanded Role 
Should Be Salary, Not Fee: CNA 


Ottawa — The nurse in an expanded 
role should be paid a salary, rather 
than a fee for service. CNA directors 
approved a position statement on the 
method of remuneration for the nurse 
in the expanded role, at their meeting 
on January 12. 

The salary for the nurse in the ex- 
panded role should be adequate, com- 
petitive, and should include recognition 
of experience, educational qualifica- 
tions, responsibility, and seniority. The 
nurse working in an expanded role 
should have income security benefits, 
such as sick leave and pension plan, the 
CNA statement said. 


Nipawin Nurses Challenge Order 

Of Sask. Labor Relations Board 
Regina, Sask. — The Nipawin district 
staff nurses’ association will challenge 
the order of the labor relations board 
of January 11, 1973, which found it to 
be a company-dominated organization 
and dismissed its application for 
certification as a bargaining unit. 
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Canadian Nurses’ Association 
1972-74 Biennium 
Priorities 


During this biennium, the priorities set toward meeting the objects of the 

Corporation have been defined as follows: 

1. To define, in collaboration with other disciplines, the scope of nursing 
practice in a variety of settings, including hospitals, public health agencies, 
and community health centers. 

2. To support provincial associations in seeking legislative changes for nurses 
working in an expanding role. 

3. To identify and recommend appropriate basic and continuing preparation 
of nurses through national meetings or conferences on nursing education. 

4. To influence changes in the health care system by collaborating with 
government and with other national organizations whose primary concern 
is health. 

5. To encourage the active participation of CNA members in Association 
affairs by setting up ways to implement the new committee structure. 

6. To inform the general membership of current issues having an impact on 
nursing by using the library as a center for information exchange, by 
publishing information in the official journals, and by preparing and 
distributing working papers on nursing concerns. These working papers 
would include topics such as continuing education, staff development, and 
specialization in nursing. 

7. To encourage research projects that will identify quality in nursing and 
demonstrate the expertise of nursing practitioners. 

8. To maintain relationships with international and national organizations 
concerned with health, nursing practice, and nursing education. 

9. To establish guidelines for providing economic recognition to nurses 


MONT SUTTON commands the highest peak 
within a radius of 100 miles of Montreal. 
20 miles of trails and slopes, 6 modern 
lifts, ski school, ski shop and full range 
of facilities, great snow and superior 
grooming! 


Mid-Week Special 


SUTTON 5 


Lift tickets and Ski Lessons $43.00 
a) 5 consecutive days (Monday to Friday) 
with 4 hours of ski lessons per day. 

b) 5 days to be enjoyed at will over a 
period of your choice, with 2 hours of ski 
lessons per day. 

Lift tickets only 

a) 5 consecutive days (Monday to Friday). 
b) 5 days of skiing to be enjoyed at will 
over a period of your choice. 


Also... a special BONUS. 

Buy your regular mid-week day ticket any- 
time after 12:00 noon and you automa- 
tically receive another full-day mid-week 
ticket... FREE, usable anytime, except on 
holidays and week-ends. 


We invite you to ski with us this season. 


MONT SUTTON INC. Sutton, Québec 

Tel.: (snow reports) . (514) 866-7639 
(514) 866-7718 
(514) 538-2646 
(514) 866-5156 
(514) 538-2545 
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practicing in the expanding role. 


(See News, January 1973, page 12.) 

The decision to test the validity of 
the board’s finding was taken at a week- 
end meeting of the Nipawin association 
executive. 

The following resolution was passed 
at that meeting: “That the Nipawin 
District Staff Nurses’ Association 
launch an application to the Saskat- 
chewan Court of Appeal to quash the 
decision of the labor relations board 
dated January 11, 1973, and the asso- 
ciation’s solicitor be instructed to act 
accordingly.” 

The Nipawin association’s action 
has been given the full support of the 
Saskatchewan Registered Nurses’ 
Association. 

The council of the SRNA, at a special 
weekend meeting in Saskatoon, agreed 
that the Saskatchewan Registered 
Nurses’ Association would support the 
Nipawin association financially and 
otherwise in its bid to have the board’s 
order quashed by the court of appeal. 

D.K. MacPherson, legal counsel for 
the association, will file within the next 
week the necessary documents for 
application to quash the board’s order. 
He will proceed on the ground that 
the labor relations board did not direct 
itself to the issue and acted beyond its 
jurisdiction. 

Mr. MacPherson also will ask the 
labor relations board at its current 
sittings in Regina to adjourn the 13 


pending applications by staff nurses’ 
associations until the Nipawin case has 
been resolved by the courts. 

The Nipawin association’s applica- 
tion was opposed by Local 333 of the 
Service Employees’ International Union 
on the basis that it was organized, 
formed and influenced in its adminis- 
tration by the SRNA which, the union 
claimed, is an employer or that mem- 
bers of its elected council are employer's 
agents. 

SEIU has an application before the 
board for certification as the bargaining 
agent for all employees at Pineview 
Lodge in Nipawin, including three 
registered nurses whom the Nipawin 
association was seeking to represent, 
along with registered nurses at Nipawin 
Union Hospital. 

The board previously certified nine 
staff nurses’ associations, none of which 
was opposed by a union. 


AARN Says Nurses’ Jobs 
Available In Alberta 
Edmonton, Alta. —The supply of 
nurses in Alberta is not as adequate as 
it was one year ago. A comparison of 
nursing vacancies in active treatment 
and auxiliary hospitals shows 211 
positions open in January 1973, 
compared to 175 last year. h 
Seventy-six positions, or 70 percent 
(Continued on page 14, 
MARCH 197 


i An important announcement to nurses from ASTRA 


Here isa 


new, fast and sterile 


way to prepare Xylocaine infusions 
for life threatening arrhythmias 


riX 
Xylocaine 


(Lidocaine Hydrochloride Injection, Astra Std.) 


One Gram 


e The special 5 ml transfer syringe 
contains 200 mg/ml Xylocaine and can be 
added to infusion set-ups without removing 
solution from infusion flask or bag 


e Cuts preparation time in half 

e Easy and convenient to use 

© Adds another link to the sterility chain 
© Disposable 


@ Clearly labeled for positive y ae fe, } 
safeguard against error A St / 


po : an original from 
A Pharmaceutical Division, 
Mississauga, Ontario A & T | A 
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(Continued from page 12) 


of the total nurse vacancies in the north 
central area, are in hospitals within 
the city of Edmonton. For the first time 
in some years, several hospitals in 
Calgary are listing vacancies. 

e Alberta Association of Register- 
ed Nurses (AARN) was concerned 
about a report that said approximately 
200 nurses were drawing unemploy- 
ment insurance in Edmonton. Further 
information from the Unemployment 
Insurance Commission indicates this 
figure includes all recipients with nurs- 
ing background — practical _ nurses, 
certified nursing aides, and registered 
psychiatric nurses as well as registered 
nurses. The figure also includes recipi- 
ents of maternity benefits. 

In the interpretation of the Un- 
employment Insurance Act, nurses are 
expected to take advantage of any job 
opportunity, for which they are qualifi- 
ed, that becomes available in their area. 
The AARN operates a placement ser- 
vice for members seeking employment. 


Neurosurgical Nurses Of World 
Federate, Plan 1973 Meeting 
Montreal, Quebec — A World Federa- 
tion of Neurosurgical Nurses has been 
formed, affiliated with the World 
Federation of Neurosurgical Societies. 
Secretary of the new international nurs- 
ing group is Doris McDonald, staff 
nurse of the neurosurgery department, 
Charles Le Moyne Hospital. Greenfield 
Park, Quebec. 

The first congress of the new federa- 
tion will be held in Tokyo, Japan, on 
October 8 to 10, 1973, at the time of 
the fifth international congress of 
neurological surgery. 

President of the federation is Agnes 
M. Marshall, USA. Other officers are 
Luta L. Siemens, The Netherlands, 
vice-president; Jeanne M. Boyd, USA, 
treasurer; and Berit Malmberg, 
Finland, editor of publications. 

The nurses’ executive committee met 
in Prague, Czechoslovakia, in June 
1971 and initiated plans for the Tokyo 
meeting. In addition to meeting for 
business, the officers of the nurses’ 
group were invited to present papers 
on nursing care to the fourth European 
congress of neurosurgery, held in 
Prague. Topics discussed included 
stroke care units and nursing care for 
patients with anterior fusion for herniat- 
ed disc in the cervical area. 

Membership in the world federation 
ts limited to nurses in the specialty 
field of neurosurgery as determined by 
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member societies throughout the world. 
Inquiries about membership in the 
nurses’ federation and attendance at 
the Tokyo meeting should be addressed 
to Ms. McDonald at Charles Le Moyne 
Hospital. 


Executive Director Emphasizes 
Student Participation In ICN 

Geneva, Switzerland — Adele Herwitz, 
executive director of the International 
Council of Nurses, expressed the hope 
that, at the ICN Congress in Mexico 
City in May 1973, a unity of thought, 
purpose, and effort will be created 
between ICN and student nurses around 
the world. 

In Mexico, student nurses, for the 
first time, will be full-scale partners 
in the plenary session panels to debate 
issues before the nursing profession. 
(For panel topics, see News, September 
1972, p.17.) 

The provision of quality health care 
to individuals everywhere demands 
closer collaboration among all those 
involved in the provision of health 
services, Ms. Herwitz said. “But surely 
no collaboration is more basic, more 
important for the future of our profes- 
sion than that between today’s 
practitioners and the students who are 
tomorrow’s nurses.” 

There is no room in nursing, and in 
our professional organizations, for a 
generation gap, Ms. Herwitz said. “We 
cannot treat student nurses as less than 
mature and self-directing and, the 
moment they are graduated, expect 
that they will become enthusiastic 
participating members of our profes- 
sional associations. National associa- 
tions should capitalize on the contribu- 
tions students can make to the viability 
of the association. 

“Let’s accept our responsibility for 
promoting students’ participation in 
planning for the future of our profes- 
sion, in the development of our profes- 
sional organizations, and in the growth 
of ICN.” 


Ont. Transfers Diploma Programs 
From Hospitals To Colleges 

Toronto, Ont.—Early in January 
1973, the Ontario government announc- 
ed that responsibility for nursing ed- 
ucation at the diploma level will be 
transferred from the province’s 56 
hospital and regional schools to 22 
colleges of applied arts and technology. 
The transfer is set for September 1, 
1973. 

According to the government, most 
of the planning for this transfer, affect- 
ing close to 10,000 students and more 
than 1,500 staff members, will be done 
by local task forces established in each 
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Famous NURSE 
MATES* 
_ The most comfortable white 
around! Styles come and go, bul 
N \ classic moc toe goes on forever, 
5 ° < A weight and extra-comfortable. Ve! 


soft breathing Imperial Cus 

new Pill-O-Puff cushioned sean 
tongue. Longitudinal and 
tarsal arch support, arch 

for day-long fi 

easy-care white was! 

leather. Fit guarante 

return (unmarre! 


eS size exch 
(Specify size under COLOR column sa No. 610 Moc 
on coupon opposite page) > an 


New “Kork*Lites Featherweight Style 

An extremely lightweight professional a 
walker, with the new “bottom” look. ae 
Smart, comfortable lace-up heel 
oxford over bumper toe last. Thick —~ 
simulated cork sole with 146” 
cork heel (very slip resistant, 
and outwears crepe). Styled 
in white washable soft 
glove upper leather, 
tricot-lined, with arch 


vents. The very latest : , AA or 

. .. reflecting trends 2 > Bore 

in today’s fashions. : — Dor 
Fit guaranteed or (Specity size under COLOR column on coupon oppositil 
return (unmarred) 

for size exchange. No. 638 Kork-Lite Shoe . . . 17.00) 


a 
All-Weather NURSES’ CA 


Stay snug in cool weather, dry in the 
Traditional Navy with Bright Red | 
Finest tailoring of 65% Dacron pol} 
35% combed cotton. Zepel treated. 
Nylon Duralyn lining. Snap fasteners, 
openings. Matching head scarf. W, 
warm water, tumble dry and smooth. 
(up to 34 bust), MEDIUM (35-38,) or L 
(39-42) . . . specify size on coupon 
“COLOR” 


No. 658 Cape....... 14: 
6-11 13.95 ea., 12 or more 12. 
3 Gold Initials inside collar, add 1.00 per, 


Cobbler-Style TUNIC 


Pretty and perky over uniform, pants, skirt or 
dress . . . serves many needs. 200 dnr. washable 
Nylon Taffeta. 29” long, 20” wide. Huge, handy 
oversized pockets. Choose all snow-white . . . 
or aqua or red with black trim. 


No. 360 Tunic . . . 4.98 ea., 
6 or more 4.50 ea. 
2 Gold Initials on pocket, add 50¢ per tunic. 


Vinyl or Dacron APRONS 


Professional extra-heavy duty translu- 
cent vinyl apron (left)... Ideal for messy 
jobs anywhere! 36” long, 30” wide. 
No. 1200 Vinyl Apron .. . 2.69 ea. 4 
6-11 2.50 ea., 12 or more 2.25 ea. 4 
Dacron apron (right) features scoop neck 
bib that folds under out-of-sight if 
desired. 3-gored skirt, side pocket, extra 
wide hem. Skirt 19” long, 24” wide. 
Color white only. 

No. 264 Dacron Apron... 3.98 ea. 

12 or more 3.50 ea. 


2 Gold-Stamped Initials on either apron, add 50¢ per apron. a 


2 Nurses’ POCKET PAL KI® 


Handiest for husy nurses. Includes white 
Pocket Saver, with 5” Bandage Shear (both si 
opposite page), Tri-Color ball-point pen, 
handsome little pen light .. . all silver finigy 
Change compartment, key chain. 


No. 201 Pal Kit oi... piste 4.95 
3 Initials engraved on shears, add 50¢ per 


Endura STOPWATCH 


A fine Swiss instrument for critical timing. 
Records to 1/10 second (2 full revolutions per 
minute). Anti-magnetic, guaranteed accurate. 
Numerals red and black on white face. Top 
button starts/stops; side button returns to 
zero. Grey Cycolac molded case, serrated grip- 
tight edge. tg” red neck loop. 


No. 15-129-1 Stop Watch... 19.95 ea. 
3 engraved initials on back, add 1.00 per watch. 


Pull-Out KEY-KEEP. 


— End fumbling for keys! Pin key-keeper on) 
f form or in bag. Attach keys to bead chain. 


out to use key, rewinds automatically. 

convenient. Silver finish. In plastic gift 

C No. 155 Keeper....... 2.49 
\ 6-11 2.25 ea. 12 or more, 2.00 
3 initials engraved, add 50¢ per 


Brass DOOR NAMEPLATES 


Wie ae om hel for apr al 
‘our Name engraved and lacquered into MR. & pe 
smart solid brass 24%” doorplate. Satin DONALDS MRS, © 
gold with polished border, weather- 

roof finish, black lettering. Brass nails , tHE H 

included. 


No. 701 Doorplate . . . 1.98 ea. J 
Print name desired clearly on separate paper. n 


Fast-Action Personalized TOURNI 


Heavy grey rubber strap with Velcro® brand c! 
and releases instantly. For blood es, 
Plastic gift box. 3 initials on back included 


No. 641 Tourniquet . Duty free. 


RS.R.F. JOHNSON 
SUPERVISOR ae 


CHARLENE HAYNES [ie 


wigs. HOLBR : 
COHN, L.PN. 


vA (Fhe f 
4 
Vi Z ”, , / Y/ / Y 74, 4 
y } 
IT’S EASY TO ORDER REEVES NAME PINS FOR YOURSELF OR FRIENDS! 
Choose style you want, shown right. Print name (and 2nd bottom right. Attach extra sheet for additional pins. 
line if desired) on dotted lines below. Check other info in NOTE SAVINGS ON 2 IDENTICAL PINS . . . more convenient, 
boxes on chart, clip this section and attach to coupon spare in case of loss. 
Ba CERIN OS as wes un as ne ek os a es a Sy en ge eh me 2nd_ LINE: ee 
meta | meta, | BACKGROUND | LerrERing PRICES 
COLOR 
yo. OESCRITION COLOR | FINISH (Plastic) COLOR | Engraved 1 Line fy 
ALL METAL... rich, trim and 0 Gold O Polished Does D Black O1Pin 1.98]/—Q1Pin 258 
e} tailored. Lightweight, smooth (shiny) not O Ok. Blue 2 
Steel edges, rounded corners. D Siver 10) tat apply Ownite |O eegee Qo a ine eer 
PLASTIC LAMINATE . . . slimmer, DWhite <8 Black F 
fey, Droader; engraved thru surface to — sy (Med. Green © Ok. Blue) 0 4 en 95/01 ly sp 
contrasting core color. Beveled apply apply GMed. Blue [White O12 Pins 1.65| 2 2 Pins 2.30 
border matches lettering. DCocoa Letters only (same name) (same name) 
= 
... with snow- D Gold Polished White Black |(1)1Pin 1.98]/()1Pin 2.58 ? 
OL) white plastic center. Smooth DO Silver frame only D Dk. Blue] 1) 2 Pins 3.25] (2 Pins 3.85 
beveled edges. only (same name) (same name) 
MOLDED PLASTIC .. . simple, Does Does Black 1Pin 95 1Pin 1.45 
6) smart, will never discolor. Rounded} not not bers | Dk Blue 2 Pins 1.65 Gf 2 Pins 2.30 \ — 
corners and edges. apply apply (same name) (same name) sa A 
A QUANTITY DISCOUNTS: 10-24 pins, deduct 10%; 
*Please add 25¢ per order for 3 pins or less. 25-99 pins, 15%; 100 or more pins, 20%, 


OR Personalized, precision-made forged 


Lister scissors. Guaranteed 2 years. 


3¥2” MINI SCISSORS 
Tiny, handy, slip into uniform pocket or 
purse. Choose jewelers Gold or gleaming 
Chrome plate finish on coupon. 


or 542” SCISSORS 

As above, but larger for bigger jobs. Chrome finish only. 
Choose No. 3500 (3¥2”), No. 4500 (412”) or No. 5500 (5%2”) .. . 2.75 ea. 
1 Doz. or more . . . $2.00 ea. Your initials engraved, add 50¢ per scissors. 


MEDI-CARD SET Handiest reference 
ever! 6 smooth plastic cards (34%” x 544”) cram- 
med with information, including Equivalencies of 
A to Metric to Meas., Temp. 
°C to °F, Prescrip. Abbr., Urinalysis, Body Chem., 
Blood Chem., Liver Tests, Bone Marrow, Disease 


SCOPE SACK neatly carries and pro- 

tects Nursescope or any scope. Double-thick 

frosted flexible plastic, white vinyl binding. 442” 
» x 9%". Your own initials help prevent loss. 

No, 223 Sack. . . 1.00 ea. 6 or more 75¢ ea. 

Your initials gold-stamped, add 50¢ per sack. 


Incub. Periods, Adult Wgts., Child’s Dosages, etc. 

All_in white vinyl holder with gold stamped 

caduceus. No. 289 Card Set... 1.50 ea. 

6 or more 1.25ea. 12 or more 1.10 ea. 
Your initials gold-stamped on holder, 
add 50¢ per set. 


n NURSES CHARMS 3& 


Finest sculptured Fisher charms, “ae D> 
Sterling or Gold Filled (specify under COLOR on coupon). 


For bracelet or pendant chain. Add to your collection! ys e 
No. 263 Caduceus; No. 164 Cap; No. 68 - 
| Grad. Hat; No. 8. Band. Scissors . . 3.49 ea. vA 


; 


14K PIERCED EARRINGS 


Dainty, detailed 14K Gold caduceus, for on or off duty 
wear. Shown actual size. Gift boxed for friends, too. 


5.95 per pair. 


No. 13/297 Earrings 
PIN GUARD Sculptured caduceus, chained < 


to your professional letters, each with pinback/ 
safety catch. Or replace either with class pin for 
ad Gold finish, gift boxed. Choose RN, LPN 


or L No. 3420 Pin Guard... . 2.95 ea. 
SCRIPTO PILL LIGHTER Famous Scripto 


Vu-Lighter with crystal-clear fuel chamber containing color- 
ful array of capsules, pills and tablets. Novel, unique, for 
yourself or for unusual gifts for friends. Guaranteed by 
; Scripto. A real conversation piece! 
No. 300-P Pill Lighter 


n D 


Prevent stains and wear! 
Smooth, pliable pure white vinyl. Ideal 
low-cost group gifts. or favors. | 
No. 210-E (right), two compartments 
with flap, gold stamped caduceus... / 
6 for 1.50, 25 or more 20¢ ea. 


No. 791 (left) Deluxe Saver, 3 comot., j 
change pocket & key chain... ‘ 
6 for 2.98, 25 or more 35¢ ea. 

An authentic, unique favor, gift or engraved 

award! Ceramic off-white candleholder with 

genuine gold leaf trim. Recessed candle 

No. FI00S Lamp . . 6.95 ea., 12 or more 4.95 ea. 

Initials and date engraved on gold plaque . . . 

add 1.00 per lamp. 


NIGHTINGALE LAMP 
= 
Cup (candle not included). 7” long. € 


Hamilton 17 Jewel 
“Buren” Calendar Watch, 17 jewels, sweep- 
second hand. Date changes at midnight. Water, 
shock resis., anti-mag., unbreak. mainspring. 
. Chrome finish, expan. bracelet, 1 yr. guarantee. 
No. BL53 Ham. Watch . . . 34.95 ea. 


> 
= 
Endura Waterproof swiss made, raised silver full 
numerals, lumin. markings. Red-tipped sweep second- 
vand, chrome / stainless case. Includes genuine black 
seather watch strap. 1 year guarantee. Very dependable. 
No. 1093 Endura Watch 19.95 ea. 


Bzzz MEMO-TIMER time hot packs, heat 
lamps, park meters. Remember to check vital signs, 
give medication, etc. Lightweight, compact (142” dia.), 
Sets to buzz 5 to 60 min. Key ring. Swiss made. 

No. M-22 Timer....... 3.98 ea. 
3for9.75, 6 or more 3.00 ea. 


4 White barrel with caduceus:imprint, aluminum 
A band and clip. 5” long, U.S. made, batteries included (re- 
placement batteries available any store). Your own light, gift boxed. 


No, 007 Penlight . . . 3.98 ea. Your Initials engraved, add 50¢ per light. 


CROSS PEN Z 
World-famous ballpoint, with —— 
sculptured caduceus emblem. Full name — 
FREE engraved on barrel (include name with coupo! 
Refills avail. everywhere. Lifetime guarantee. 

No. 3502 Chrome 8.00 ea, No. 6602 12kt. G.F. 11.50 ea. 


KELLY FORCEPS 650 handy for 
every nurse! 5%” stainless steel, fully 
guaranteed. Ideal for clamping off tubing. Your 
own initials help prevent loss. 
No. 25-72 Forceps ...2.75 ea. 6 or more 2.50 ea. 
Your initials engraved, add 50¢ per forceps. 


Your 
Initials 

Engraved 
Free! 


Free Initials and Scope Sack 
with your own 


Littmann Nureescope! 


Famous Littmann nurses’ 
diaphragm stethoscope... 
a fine precision instrument, 
with high sensitivity for 
blood pressures, apical pulse 
rate. Only 2 ozs., fits in 
pocket, with gray vinyl anti- 
collapse tubing, non-chilling 


epoxy diaphragm. 28” over- © 
all. Non-rotating angled ear sd 
tubes and chest piece beau-- 


tifully styled in choice of § 
jewel-like colors: Goldtone, 
Silvertone, Blue, Green, Pink.* 


FREE INITIALS AND SACK! At 
Your initials engraved FREE 
on chest piece; lend individ- 
ual distinction and help pre- 
vent loss. Also FREE SCOPE 
SACK included, worth $1. as 
described above right. (Free 
sacks not personalized; add 
50¢ if initials desired.) Ideal 
for group gifts! Note big sav- 
ings on quantity orders (left). 


No. 216 Nursescope... 


13.80 ea. ppd. 
6-11...12.80 ea. 12 or more...11.80 ea. 
Group Discounts include free Initials and Sack! 
*IMPORTANT NEW FEATURE: New ‘‘Medailion’’ styling 
includes tubing in colors to match metal parts. If desired, 
please add $1. ea. to all prices above, and add ‘‘M’’ to 
Order No. (No. 216M) on coupon. Duty free 


n 


0. ° 
Gper. It is now av 


NURSES PERSONALIZED 
ANEROID SPHYG. 


A superb instrument especially 
designed for nurses! Imported from pre- 
cision craftsmen in W. Germany. Easy- 
to-attach Velcro cuff, lightweight, com- 
pact, fits into soft sim. leather zippered 
case 242" -x 4” x 7”. Dial calibra- 
ted to 320 mm., 10-year accuracy 
guaranteed to +3 mm. Serviced by 
Reeves if ever required. Your ini- 
tials engraved on manometer and 
gold stamped on case FREE, for 
permanent identification and 
distinction. A wise investment for 
a lifetime of dependable service! 


No. 106 Sphyg. . . . 29.95 ea. 


AP A OR NAT = 
CAP TOTE keeps your caps crisp and clean “i . 
while stored or carried. Flexible oem piestic, white a 
trim, zipper, carrying strap, hang loop. Stores flat. Also me 6 
for wiglets, curlers, etc. 842" dia. 6” high. « 1 
No. 333 Tote . . 2.65 ea., 6 or more . . 2.35 ea. 

Your initials gold-stamped, add 50¢ per Tote. 
<p 
~f/ WHITE CAP CLIPS dolds caps 


firmly in place! Hard-to-find white bobbie pins, 
enamel on fine spring steel. Eight 2” and eight 
3” clips included in plastic snap box. 
>) No. 529 Clips . . 3 boxes for 1.95, 

6 for 3.25, 12 for 49¢ ea. 


MOLDED CAP TACS 
Replace cap band instantly. Tiny plastic tac, 
dainty caduceus. Choose Black, Blue, White 
or Crystal with Gold Caduceus; or all Black gone 
(plain). The neater way to fasten bands. Hi 
No. 200 Set of 6 Tacs... 1.25 per set. 
12 or more sets 1.00 per set 


¥. ALL METAL CAP TACS bainty, jew. 
q 


band securely in place. Sculptured metal 
Caduceus, polished gold finish, clutch fastener. 
Two Tacs per set, gift boxed. Ideal Class favor or 
group gift. Add a bit of style to your cap! 

No. CT-2 Cad. Tacs 2.50 ea. 


SEL-FIX CAP BAND Bleck velvet 
band material. Self-adhesive, presses on, 
pulls off; no sewing or pinning. Reusable 
ped om oa a 20” con hayes 1 a 
popular widths: ¥%” (12 per plastic box 5 s 
@ per box) 3%” (6 pet bow) 1” (6 per bbx). aie toles 
pecify width under column on coupon 1cati ac «s 

LIE Sen 5 8 pee mane publication as a 
aidable from CNA for $1. 
n the professional association’s roles will 
at the board meeting in April. 


elry-quality Cap Tacs with grippers to hold cap 


Lot 


of nursing education: The ad hoc commit- 


the September 1972 board meeting to 


\jea of a national nursing education confer- 
ended that the conference be held in the 
NA directors accepted the recommendation 


planning committee to continue its work. 


varticipants will be invited from nursing 
.d nursing service. The conference will 


um for nursing leaders to discuss the 


Hf nurses for future roles, such as the 


urse. 
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NURSES HAVE A SPECIAL 


JOB TO DO. TYCOS HAS A SPECIAL 


‘SCOPE TO DO IT. 


Because your job is different, you 
need different equipment. That's 
why we've engineered our nurse’s 
stethoscope for your needs. From 
binaural to diaphragm, length to 
looks, it’s a better instrument. Check 
these special features, then check 
your Tycos medical dealer. 


@ TAYLOR 


Taylor Instrument Companies 
of Canada Ltd., 
75 Tycos Drive, 
Toronto, Ontario. 
M6B 1W4 


Special 
mushroom-shaped, 
soft neoprene rotating ' 
eartips. Let the ‘scope swing \ 
as your head moves, get rid 
of that binding feeling. And 
the sound-seal remains 
unbroken, too. 


Special lightweight 
binaural. As rugged as the 
regular one, but better to 
Carry around. 


When it comes to moving 
about, we've made the tube 
longer. A full 21-inches 
(Scope length— 29%"). 
Yet, because of our tapered 
tube design, you don't 
lose sound. 


treasurc., 
Finland, editor 01 now your own 's~>> (as well as for 


The nurses’ executive’cOmmittee met 
in Prague, Czechoslovakia, in June 
1971 and initiated plans for the Tokyo 
meeting. In addition to meeting for 
business, the officers of the nurses’ 
group were invited to present papers 
on nursing care to the fourth European 
congress of neurosurgery, held in 
Prague. Topics discussed included 
stroke care units and nursing care for 
patients with anterior fusion for herniat- 
ed disc in the cervical area. 

Membership in the world federation 
is limited to nurses in the specialty 
field of neurosurgery as determined by 
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*he tube 
Squat 
eareen 
uc The low-profile chest piece 
tr as well as being lighter weight, 
he can easily be removed from the 
tube for replacement. And, to 
" improve your patient 


popularity, it has a non-chill, 
snap-on diaphram. 


1 
a 
i 

See and try out the new Tycos® 
Nurse Stethoscope at your dealer. x 
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CNA directors at wo 
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A capsule account of some issues being examined by the 
Canadian Nurses’ Association’s board of directors. 


@ Accreditation of programs in nursing education: To 
help directors make a decision on a national system of 
accreditation for nursing education, a group representing 
nursing and general education has been appointed. They 
will explore alternative methods of ensuring quality 
of nursing education programs; determine criteria and 
methodology, cost, and human and material require- 
ments of a national accreditation scheme of nursing 
education; and submit a report to CNA directors. 


e@ Response to the community health center project 
(Hastings Report): At their January meeting, directors 
accepted a response prepared by Rose Imai, former 
CNA research officer, as a basis for development of a 
CNA position on the Hastings Report. Several directors 
Said CNA should present strong, succinct, positive state- 
ments. The CNA position paper was prepared by CNA 
staff after the January board meeting, and circulated 
to directors for comments that were incorporated into 
the final response. The CNA reaction was delivered to 
the department of national health and welfare before 
the end of February. 


@ CNA second vice-president: Directors decided not to 
fill the position of second vice-president for the re- 
mainder of the term. 


_ @ Specialization in nursing: The paper reporting analysis 
of responses from 125 individuals and groups to the 
questions in “Specialization in nursing — where? when? 
ow?” (May 1972, page 39) was accepted by directors. 
was published by CNA as a discussion paper, and is 


now available for $1 from CNA House. CNA staff will 
develop a position for directors’ approval, using the 
nurse who analyzed the responses, as a consultant. 


e Policy and action on smoking: Consideration of the 
proposed policy and action on smoking was postponed 
until the directors meet in April. 


e Revision of rules and regulations: Directors approved 
the revised rules and regulations for CNA, including 
guidelines for temporary committees. A booklet of 
CNA bylaws, letters patent, and rules and regulations 
is now available free to CNA members. 


e Study of three major roles of a professional associa- 
tion: Directors accepted the amended report on the roles 
of a professional organization, for publication as a 
discussion paper. It is now available from CNA for $1. 
A statement on the professional association’s roles will 
be considered at the board meeting in April. 


e Objectives of nursing education: The ad hoc commit- 
tee, set up at the September 1972 board meeting to 
explore the idea of a national nursing education confer- 
ence, recommended that the conference be held in the 
fall, 1973. CNA directors accepted the recommendation 
and asked the planning committee to continue its work. 
Conference participants will be invited from nursing 
education and nursing service. The conference will 
provide a forum for nursing leaders to discuss the 
preparation of nurses for future roles, such as the 
primary care nurse. 
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“of CMA, CNA, and CHA. 


_ than 80 developing countries. 


e@ Response to final report of the LeDain commission 
— on non-medical use of drugs: Officers of the provincial 


fon Health Action ‘72: A brief pit pated by the 
on committee of the Canadian Medical Association, 
, and Canadian Hospital Association, as a result of 

lealth Action ‘72 conference, was sent to the minis- 
of national health and welfare and to the provincial 
sters of health in December 1972. Health Action 
2 was the first joint meeting of the boards of directors 


CNA Journals sent to developing countries: Directors 
ie agreed to continue sending the two Canadian nursing 
_ journals to nursing schools and health agencies in more 


final report of the LeDain Snattiission “when it com 
out. CNA staff will prepare a statement from their re- 
sponses; if the proposed statement is not in violation 
of CNA policy and is approved by a CNA Officer, it can 
be sent to the minister of health and welfare. Directors 
are seeking mechanisms to enable CNA to respond 
more quickly to issues as they arise. 


e@ Guidelines for numbers of nurses and nursing as- 
sistants required in the next five years: CNA agreed to 
establish guidelines for the numbers of nurses and 


nursing assistants required in the next five years. The 
work will be done under contract for the health man- 


power division of the department of national health. 


@ CNA policy statements: A collection of policy state- 


ments made by CNA in briefs to the government and as 
position statements will be published, replacing “On 


Record.” Directors believe this method of publication 
can be kept up-to-date more easily. 


(Continued from page 14) 


college area. These groups will work 
out the curriculum, admission proce- 
dures, clinical arrangements with 
participating hospitals, and other 
matters. 

The nursing schools’ academic 
facilities will continue to be used for 
nursing education programs; residence 
facilities may be used for these pro- 
grams or for health care programs for 
the public. 

The College of Nurses of Ontario 
will inspect the college programs and 
students will continue to write the 
standard examinations for registration 
at the end of their program. 

In an interview in Ottawa with The 
Canadian Nurse following the govern- 
ment announcement, Dr. Josephine 
Flaherty, president of the Registered 
Nurses’ Association of Ontario, said: 
“RNAO has gone on record as favoring 
placement of nursing education in 
general education. We have _ been 
discussing and working with the gov- 
ernment for some time on this issue 
and nine months ago we discussed this 
with the minister of colleges and uni- 
versities. We agreed it would be an 
orderly transition and that we would be 
involved in it. 

“Since that time, all our attempts to 
discuss the matter further have been 
met with the response that matters of a 
negotiable nature could not be discussed 
until government decisions had been 
made. The announcement was a surprise 
to us at this time. 

“We are very concerned that con- 
tinuity and stability of education pro- 
grams for students who are enrolled at 
the moment be retained. We are con- 
cerned that staff members who move to 
the college system with the programs 
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will not be disadvantaged by the move.” 


In Toronto, Dr. Flaherty spoke out 
against the Ontario Hospital Associa- 
tion’s efforts to have hospital schools of 
nursing become affiliates of community 
colleges, rather than being fully 
integrated into the colleges, to retain 
their schools’ identities. She said, “I 
cannot agree that our province should 
support a parallel system of post- 


Wanted: Student Uniforms 


Ontario’s hospital and regional nurs- 
ing schools will move into community 
colleges in September 1973 (News, 
page 14); Quebec and other prov- 
inces have already made the move 
into general education. 

The archives at CNA House 
provides facilities for preserving 
the history of nursing schools and 
making it available to researchers 
on a national basis. Several schools 
of nursing have given student uni- 
forms to the archives collection. 

A complete uniform collection 
from a school might include typical 
student uniforms from the past; a 
modern, student uniform; caps; pins; 
dates of the uniforms; photos show- 
ing how the uniforms were worn; 
and information on shoes and stock- 
ings worn with the uniforms. A 
history of the school of nursing is 
useful. 

Schools of nursing that wish to 
deposit student uniforms in the CNA 
Archives may contact Margaret 
Parkin, Librarian, CNA House, 50 
The Driveway, Ottawa, Ontario, 
K2P 1E2. 


secondary education exclusively for 
nurses.” 

Dr. Flaherty also replied to OHA 
spokesman Peter Wood, who was 
reported as saying evidence has shown 
that nurses training away from hospitals 
have trouble adapting to hospital jobs. 
The RNAO president noted that the only 
Canadian study on this subject was the 
report of the first five years of the nurs- 
ing program at Ryerson Polytechnical 
Institute; it said the graduates were well 
regarded by their hospital employers. 

In opposing the OHA stand, Dr. 
Flaherty emphasized that nursing 
education must have a larger scope 
than just hospitals. “There are serious 
implications for Ontario if health work- 
ers continue to be prepared without 
acknowledgement of the forward-look- 
ing planning for education and for 
health services, which is basic to the 
policy decisions of our government.” 


New Tropical Medicine Group 
Invites Nurses’ Membership 
Ottawa — Nurses are invited to join 
an association, formed in December 
1972, of health professionals interest-— 
ed in tropical diseases. The new associa- 
tion will seek approval to be constitut- 
ed as a division of the Canadian Public. 
Health Association in April 1973, at 
the next meeting of the CPHA council. 
“Nurses are particularly welcome to 
join,” Dr. Richard Roberts, interim 
secretary-treasurer of the new associa- 
tion, told The Canadian Nurse. The 
organization will be called the to 


medicine and _ international 
division of the CPHA. 

“The group is interested in hyg 
in the broadest senses Wi 


‘ 
ee.) 


Next Month 
in 


The : 
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e Freedom — 
An Outmoded Tradition 


e Laparoscopy for 
Tubal Ligation 


e Changing Practice 
Through Education 


e Auscultation of Chest 


SS 


Photo credits for 
March 1973 


Miller Services Ltd., Toronto, 
Cover I, p.30 


The Children’s Hospital 
of Winnipeg, 
Winnipeg, Man., p.27 


Marko Studio, 
Thunder Bay, Ont., p.40 


Photo Features, 
Ottawa, pp.46,48 


prevent diseases from becoming a 
problem,” Dr. Roberts said. 

It is anticipated that the tropical 
medicine group will be open to all 
members of the CPHA for a divisional 
membership fee. 

Nurses interested in tropical med- 
icine, who might want to join the 
division, are asked to write to Surgeon 
Commodore Roberts, National Defense 
Medical Center, Alta Vista Drive, 
Ottawa, Ont. KIA OK6. Dr. Roberts 
belives it would support the request of 
the tropical medicine group to the 
CPHA council if he were able to indicate 
that nurses were interested in it. 


Red Cross Bursary Available 

To Ontario Nurses 

Toronto, Ont. — A $1,000 bursary is 
available to graduate nurses registered 
in Ontario. The award is offered by 
the volunteer nursing committee of 
The Canadian Red Cross Society, to 
enable an Ontario nurse to take nursing 
studies at a degree level. 

The successful candidate will be 
selected for her training, nursing exper- 
ience, leadership qualities, and her 
anticipated contribution to nursing in 
Ontario. 

Application forms and_ further 
information are available from The 
Canadian Red Cross Society, atten- 
tion: Ms. E. Mitchell, 460 Jarvis Street, 
Toronto, Ont., M4Y 2HS5. Applications 
must be submitted before Aprill, 1973. 

Elizabeth Holder, winner of the 
1972 bursary, is studying for an M.Sc. 
in nursing at the U of Toronto. 


Bill Of Rights For Patients 

To Be Established In N.S. 

Halifax, N.S.— Representatives of 
the Registered Nurses’ Association of 
Nova Scotia (RNANS), doctors, health 
administrators, and consumers recently 
named a small committee to draw up 
a “Bill of Rights” for patients in the 
province. The committee’s draft will 
be sent to the health associations for 
approval and then released to the public 
of Nova Scotia. 

The group believes that in this way 
the consumer of health services will 
know exactly where he stands and 
what his rights are. 

The decision on the patients’ bill 
of rights was the first of four steps in 
a plan to improve communications 
between the patient and his family, and 
members of the health team. 

The meeting of health professionals 


Look for these new public 


? “he a ' 


from "= Jeep 
COLLIER-MACMILLAN | a 
Canada, Ltd. tag 

at the R.N.A.O. Convention in May — 


New Directions in Patient Centered Nursing: __ 
Guidelines for Systems of Service, Education 
and Research. 
Abdellah, Beland, Martin, Matheney 
02.300050.3 $13.75 __. 


Psychiatric Nursing (Nurses’ Aids Series) 
Altschul 7020.0458.8 $ 3.75___ 
7020.0484.7 $ 5.50___ 


Anatomy and Physiology for Nurses, 

8th ed. (Nurses’ Aids Series) 

Armstrong and Jackson 
7020.0436.7 $ 3.75___ 
7020.0437.5 $ 5.50__ 


Cardiovascular Disorders (Patient Care) 
Ashworth and Rose 7020.0420.0 $ 7.95___ 


Bailliere’s Medical Transparencies 
Sets 1-8 


Thoracic Surgical Management 
Belcher and Sturridge 
7020.0402.2 $ 7.95___ 


Venereal Diseases: Treatment and Nursing 
Elliott and Ryz 7020.0389.1 $ 6.50___ 


Arithmetic Review and Drug Therapy for 
Practical/Vocational Nurses, 3rd Ed. 
Fitch and Larson 02.338030.6 $ 5.25 


Ear, Nose and Throat Nursing (Nurses’ Aid 

Series) 

Marshall and Oxlade 7020.0433.2 $ 3.75___ 
7020.0440.5 $ 5.50___ 


Fundamentals of Normal Nutrition, 2nd Ed. 
Robinson 02.402410.4 $ 9.50___ 


Chemistry for the Health Sciences, 2nd Ed. 
Sackheim and Schultz 
02.405060.1 $ 9.50___ 


Microbiology and Human Disease 
Wistreich and Lechtman 

02.479080.X $13.50 __ 
Laboratory Exercises for Microbiology, Rev. Ed. 


Wistreich and Lechtman 
02.479110.5 $550 _ _ 


TOTALS 
Please send me the books indicated 
above. 


| enclose my Cheque or Money 
Order for $ to 
cover the cost of the book(s). 


We pay all shipping charges. 


Mail to: Collier-Macmillan Canada, Ltd. 
1125 Leslie Street 
Don Mills, Ontario 
Attn. Mrs. Wagschal 


Name 
Address 


City 


Province 


THE CANADIAN NURSE 19 


M-2897 


Tucks* 


offer prompt, temporary relief from the discomforts of itching, burning 
and irritation associated with hemorrhoids, post-operative anorectal sur- 
gery wounds and episiotomies. Used as a compress, they relieve itching 
and edema with a cooling, mildly astringent action. As an after stool 
wipe, Tucks gently and thoroughly cleanse while soothing tender, trau- 
matized tissues. Moist, soothing Tucks are soft disposable flannel pads 
saturated with Witch Hazel (hamamelis water) 50%, Glycerine, U.S.P., 
10%, Purified Water, U.S.P., de-ionized, q.s. buffered to approximate pH 
of 4.6: They come in jars of 40 pads. Ready prepared Tucks can be 
kept by the patient’s bedside for immediate application whenever their 
soothing, healing properties are indicated. 


Fuller Shield* 


Protective dressing to hold anal, perianal and sacral dressing comfortably 
in place; prevent soiling of clothing or linens with wound drainage, watery 
fecal leakage, staining medications. Does not bind. No tape needed. Fits 
male or female patients, waist sizes 24 to 48. Order two per patient; one 
to launder while other is worn. 


For clinical trial supply write to: 
BNE ICN CANADA it. 


ei 675 Montée de Liesse, Montreal 377, P.Q. 


*Trade marks of Fuller Laboratories, Inc. 
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| 
was held at RNANS headquarters and 
chaired by Margaret Bradley, RNANS > 
president. Meeting with the RNANS | 
executive committee were represent-_ 
atives of the medical society of Nova | 
Scotia, the provincial medical board, — 
the N.S. public health association, and 
the N.S. hospital association. . 

: 

; 


Nurse With Cast On Leg Can’t Work 

Arbitration Board Rules 
Toronto, Ontario — A nurse in London — 
Ontario, refused permission to return — 
to work in an intensive care unit be- | 
cause of a cast on her leg, lost her 
case after taking a grievance to arbi- 
tration. i 

The results of the arbitration board © 
hearing were reported in the November — 
1972 newsletter from the employment 
relations department of the Registered 
Nurses’ Association of Ontario. 

According to the RNAO report, the 
nurse was wearing a light cast, extending 
from the middle of the thigh to just 
above the ankle. The hospital nurses’ 
association had statements from several 
orthopedic surgeons at the hospital, 
which said the nurse was able to work 
and presented no danger of infection. 

However, at the arbitration hearing, 
only the hospital management had a 
doctor as a witness. The hospital’s 
health services doctor testified that 
when a person wears a plaster of paris 
cast, it is impossible to control infec- 
tion. 

According to the arbitration board 
report, the doctor said: “Such a cast is — 
not changed and the skin beneath it 
cannot be kept clean. Even though 
there was no wound under the cast, 
the danger of carrying bacterial 
infection was nevertheless present... . 
Various antiseptic procedures could 
reduce the risk of bacteria spreading, 
but for a nurse to carry out these pro-— 
cedures, as frequently as she would 
have to, while on duty would not be 
practical.” , 

The three-man arbitration board | f 
concluded, “The determination... by 
the hospital was made on appropriate 
grounds and does not appear to have 
been patently unreasonable.” ) 

Summing up the board’s conclusion, 
the RNAO newsletter points out t 
importance of having expert medic 
testimony, regardless of whether you 
agree with its accuracy. It adds that a 
written statement “does not carry th 
same significance with an arbitrati 
board” as a witness. 


Marlow 
is back: 


Textbook of Pediatric Nursing—the book that has been used by half a million 
nursing students—is now back in a New Fourth Edition. Now published in an 
easy-to-use format with large legible type, this latest edition has been com- 
pletely revised and rewritten to reflect up-to-date concepts and methods in the 
care of children. It remains unexcelled in its comprehensive coverage of 
growth and development and nursing care needs of the sick and well child from 
birth through adolescence. Special attention has been given to genetics, 
current advances in patient care, government programs, research in fetology, 
ambulatory and home care, parenteral fluids, kwashiorkor, cystic fibrosis, 
scoliosis and more. Newly considered topics include: the dysmature infant, 
pediatric nurse practitioners, hyperalimentation, acute epiglottis, adolescent 
gynecological problems, Tay-Sachs and sickle cell diseases, contact derma- 
titis, to name only a few. 


By Dorothy R. Marlow, R.N., Ed.D., Dean and Professor of Pediatric Nursing, 
College of Nursing, Villanova University. 784 pages. 215 figures. About $9.80. 
Ready April. Order no. 6098. 


OTHER CURRENT SAUNDERS TITLES 


Saunders Major Problems in 
Clinical Nursing 


Spencer: Patient Care in Endocrine Problems 
Reviews physiology and pathophysiology of each endocrine 
organ, along with treatment and nursing care for disease. 
Case study given for each disease entity. By Roberta T. 
Spencer, R.N., M.S. 230 pp. Illustd.$10.05. Jan. 1973. Order 
no. 8517. 


Sanderson: The Cardiac Patient 

A Comprehensive Approach 

For both surgical and non-surgical patients. Discusses back- 
ground of problems, then methods of treatment: electro- 
cardiography, cardiac drugs, cardiopulmonary resuscitation, 
etc. Edited by Richard G. Sanderson, M.D. 7 contributors. 
548 pp. 188 ill. $11.85. June 1972. Order no. 7905. 


Robinson: 


Psychiatric Nursing as a Human Experience 
Establishing a one-to-one relationship with the patient. 
Discusses anxiety as a dynamic construct, contemporary 
mental problems, institutional and community health nurs- 
ing. By Lisa Robinson, R.N., Ph.D. 352 pp. $8.25. Sept. 
1972. Order no. 7620. 


Jacob & Francone: 
Structure and Function in Man 


Second Edition 


This beautifully illustrated text offers a sound basic knowl- 
edge of the organization and workings of the human body. 
Audio-visual teaching aids and laboratory manual available. 
By Stanley W. Jacob, M.D. and Clarice A. Francone, Medical 
IIlustrator. Text: 581 pp. 4517 illus. over 150 in color. $9.05. 
Order ‘no. 5096. Filmstrips: set of 10 with records and 
scripts. $180.25. Individual filmstrips $18.05. Order no. 9819. 
Lab Manual: 253 pp. Illustd. Soft Cover. $4.90. April 1970. 
Order no. 5101. 


The Nursing Clinics of North America 
March 1973 


This month’s issue focuses on two topics. In the first sym- 
posium, entitled The Young Adult in Today’s World, ten 
experts all from the Haight-Ashbury Medical Clinic discuss 
such timely topics as: drug abuse, heroin addiction, V.D., 
war injuries, pregnancy and counterculture and more. Guest 
editor is Ruth P. Fleshman. The second symposium entitled 
Current Surgical Nursing contains articles on surgical pro- 
cedures most requested by readers. Av. 175 pp. per issue. 
$13 per year. 


W. B. SAUNDERS COMPANY CANADA, LTD. 


| | 

| 

; 833 Oxford Street, Toronto 18, Ontario | 

| 

| Please send and [J bill me CL) send postpaid—check enclosed: | 

| C6098 (8517 7905 0 7620 [] 5096 0 9819 CJ 5101 | 

| C) Please enter my subscription to The Nursing Clinics of North America, starting March 1973. | 

/ | 

| Name Address 

| Prov | 

ER eS | 
MARCH 1973 


THE CANADIAN NURSE 21 


Your patients 
will amaze 
you 


Your patients will be back to normal in no 
time and ready to start their activities as if 
nothing happened. 


NOT SURPRISING ... 


RETELAST is so comfortable and gives 
such fast relief. Moreover, RETELAST 
costs up to 40% less than any other 
dressing or traditional bandage. 


ct) OCTO LABORATORY LTD.. DEMONSTRATION ~ 
. AND FOLDERS 
(ofp CANADA PHARMACAL CO. LTD., UPON REQUEST 


Toronto, Ontario. 


._ CANADIAN NURSES’ ASSOCIATION ai (3 
| STATEMENT OF REVENUE AND EXPENDITURE AND SURPLUS 
. Year Ended December 31, 1972 ae 
(with comparative figures for year ended December 31, 1971) x 

7 
x 

P Srenue: 1972 1971 
Membership fees ..............::000 ib tava mekeeasSahos saccousvosek Legvareateratsticuscasciokaceetiigdetssarssgeets sieees $ 789,620 $ 760,866 
MIE RAN See cch hs dahat verses shonin dn venss savsthaatentenk ova iwt bonrdehaeete odds stade obs scbesas: 42,310 38,732 
I a Sasa ta Sao ca oof SUAS véuvn suns decval Guage EOE cata 256,943 239,996 
Sundry revenue 12,232 7.637 
1,101,105 1,047,231 

_ Operating expenses: 

Ey kas a ea cde ta hens nds ch vijspsanttese fe deepuannlaciaohcellLmcisnihibavseseosloe 494,480 417,439 

rs. RPE NMIA EIEET EXERC AUT OAS cw gine obs x0 24 dea cok tips ok vo has ceo aieevasteeecadabbe ra caaaetas delssictasoSnnbonde.<e GOGH 210,136 210,089 

SIE IREI DELEINA CS coos Sacer werden es iguaectiea pn 208s vez iualoviins auedecackesssgundbee suceeG HR Wondeeoivelvaovides costed 12,649 8,909 

II AES IMG, parses eSteeadccabea huideeasdoicscenc 117,703 110,752 

RR CERES aR ean Sh 2 20,861 17,376 
RNR AEE LLES, cn asta cous teswaboth ges cheat bes ch oada des pistes ecosbeguteaeuveceévivessaevacocbieliessonseees 19,122 34,579 
tex eckice ir eps aye eo se hi ocedde bs didibes Gas vo ecmnbes dbo eaubibetceee edbmetivesesyysadeseees 2,663 1,063 
NE RRIE SECIS UCL LLISIIN G2 SALES ius cas cused vase sev Sv ehe sate ae kaé dneatan osgneonat Me P oT ROLES dot Movi asshc0e 23,675 20,992 
map GUA cece ss Aivic 00h vues aces ess sre tind ig oioied aos blsccaehi ben worn ee 37,156 33,986 
UR S009 20k 23.9 teva AAV vudok Sete e Rivet cad aesutidieovelc hss el AON GMA eta RT Mia sho 9,339 9,943 
END a ec, ci ndessviva wraith env dais 13,588 14,289 
Ne RIMM EN kn daar cxsvsnses saodcnedp access cyeccov'ess 32,174 22,020 

Books and periodicals 7,068 7,078 
NN lags isdn sos sa adies sc shcv ine onitngatssssiusiinensthopabionedececrstsap eNO AOU aed octee ksh 4,677 7,052 
MN ei sys ssi sb6sevesunsubsvs vexnnossbxsousvay ss istnwedppiprenibinunico ce RCN adc ss vdkecsses 72,562 70,080 
ae alec 400s bd css asvanigadeapiglecsistiedarsaviscedbeonhiaitalateveandbivnde eth sie Nebdiin. 4,035 2,760 
ERPMANCUIOD RE NIIAIIA TEACCTSNID SUIVEY,, i ..'.<.02e005seocct cessstecdcedccressccedoeoccestokocedevscthoognchaess 11,098 
SS oR SAREE SR aI lamer Saree pont at Se eC a 5,344 13,370 
Landscaping and improvements, 111 5,785 
Ag oN TR ERR ATSS Te A a Se Ree lst) oi) VR a 31,867 31,867 

1,119,210 1,050,527 

'Non-operating expenses: 

(SEAT IG RS SSR a oY Sn rr 3,103 1,430 

EIA SE NEL CSCS PRC EMIEIAARION 352-4 - hs Gh sooo ehace secon eked heed ikotcnicneccceecensece 5,488 5,163 

8,591 6,593 

, : f 1,127,801 1,057,120 
_ Excess of revenue over expenditure (expenditure 

7 4 Bam Mettie) CLOTS MEMS DCIOW....,............00cnecasascocessscosececessacossdssendcocscessenscescccsecocsenoee! (26,696) (9,889) 

Me excess of revenue over expenditure - C.N.A. 

: RNS IDET MCGECHINOT so. 5.c0..scnseusvessasonssesonescestcussssansdgredususnesseeoesecesesacesesssestes 84,745 54,020 
orb va sss unabcnscaousedhevoensassdas dosesee seskscbesais Desai evecaceosdocessoosats 39,766 29,927 

: 124,511 83,947 
Excess of revenue over expenditure for year, 97,815 74,058 
23 Sods Lars vs.da vin dohicnnssaseadacasatesvavesecisesnsns sevpssasacndasseatavseeycoesekbors 776,212 702,154 
Surplus ie tae tee celeb sents accaznuiaiondcssccesesosscduatecbesavdvousosuecsnsensdsvannene $ 874,027 776,212 
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| “aw fe He esa iheqemter 34,8570 ‘ nay rh fey 
(wih comparable figures at December 31,1971 


Ve 1972 
Sachi DP ERIAICE bo —> CLIT TONE GCCOUME <2ccs. cvictvassasccotcesscooss.ssscossacdesesdeveeeeosetvqnscsasebraieeonnttaates $ 83,314 


cf SRV ATI MEOE: oe, ses -csspnencagseavsusersvcyscosesseeevicnesabounsnscseeeslanae mE 103,579 140,871 
a. Bhort term deposits plus accrued interest .....:........+s0cssec-ssscecoensonssesnnsscassecscosensassasevenssuras 566,538 359,705 
ERG EELS TECOIV AIDC) acs <sisaneertyutsnsievvessenonssecadveesesoscobeessoncosoeeevsnyeurensabbbecossevurees endo essen siaril 30,288 : 
Membership fees receivable .. 
Prepaid expenses ........scccssseseseseseecsesesnststenererenenensnensnsssnsesessssenenensneneasassenenenansananananansnas 
Trust Assets 
eRe EE PONS. EOAALT Kos «cae cts to corse ueidananp eas ensnsasbresiccasdeenoonsaedpovonsseonssugposuoaapsasnasess spbaperan senna 
Sundry Assets 
Marketable securities - at cost (quoted 
MEAGRE TS S81 FAD Nl) PER acs waSannssadndds sabacesasanenad acxnaceanakata chnsienansooate geadenh bxUttoas 3,779 
METIS CO THCLIDIEE TISES atcrece chases cnatered as ssensseronnossnssnnsoasnugariaassonadipondesenannossnss ca cnteMeReAcaRe en 6,714 1 
10,493 18, 
Fixed Assets 
C.N.A. House - land and building - at cost 
less accumulated depreciation On building ...........csesssssescesessesseneerseseseeesnesnenaeneenennee 583,697 615,534 
Furniture and fixtures - at nominal value ...............ccssccssconesscesesssesesnstececccsearesstacsnasesnses: 1 
583,668 615,535 
$1,416,187 


Approved on behalf of the Board: 


MISS MARGUERITE SCHUMACHER President 
DR. HELEN K. MUSSALLEM Executive Director 
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CANADIAN NURSES’ ASSOCIATION — 
BALANCE SHEET 
as at December 31, 1972 
(with comparable figures at December 31, 1971) 


LIABILITIES AND SURPLUS ‘ . 
. te 
it Sse 1972 1971 
Current Liabilities 
mee Accounts payable and accrued Tiabilitiess 4 x.16..5.....0.svecsecsgvacsingsoodveovcdacosseossecossovtcssdieses’ 
Sean CRM MPM E IL CO VRMIUGS 2 oan 8 hey ta cps acs vas ens ccgseke upeineats oe bavaceansledh calbldaksestad wsasociben : 39°706 7300 ? 
ia CTRL re WS Tihs SUT nip ToS RRR Ao 4, RR ES RA oa leg cy ear ae 79.800 41.600 
_ Trust Liability te 93,246 
? Owing to Commonwealth Carribean Regional 
SOLE SEES LS Ag Ue a Bei i eh Las Py pat eee meme NR Ras ph aoe 14,000 
i ortage Payable — 634% due 1976 — payable in 
| monthly instalments of $3,548 to inciude 
4 i PREC AERA ANNREUIT Ee RCS UNS Seirsauctrs ous Ors hss Gana ne Casas ooe okt nse kes Gon fodie ses adnbes ovbesehy Cod eles saey oo lawn atddosa 381,418 398,001 
i ee grec thay} ses Og aaa chit: i Tn RS SIREN le SES RO 874,027 776,212 
4 $1,416,187 $1,267,459 
We have examined the balance sheet of Canadian Nurses’ Association as 
at December 31, 1972 and the statement of income and surplus for the year then 
ended. Our examination included a general review of the accounting procedures and 
such tests of accounting records and other supporting evidence as we considered 
necessary in the circumstances. 
i In our opinion, these financial statements present fairly the financial position of the 
i Association as at December 31, 1972 and the results of its operations for the year 
a then ended, in accordance with generally accepted accounting principles applied on 
3) a basis consistent with that of the preceding year. 
F 
f 


GEO. A. WELCH & COMPANY, OTTAWA, 
CHARTERED ACCOUNTANTS. 


January 10, 1973. 
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CANADIAN NURSES’ ASSOCIATION 
STATEMENT OF REVENUE AND EXPENDITURE 
C.N.A. TESTING SERVICE 
Year Ended December 31, 1972 
(with comparative figures for year ended December 31, 1971) _ 


1972 19719 


MMESTOTEATAOND: | LOLBF c acvanasvesvascuanttoesssupecsassenssosteasdvescasvessunucievesassosentecteee sePeueiebes omneetEMMeSReTE $ 318,498 $ 263.76 
SUPE MINDULEE BDO CCAM asters cscs csoakcscccescaaisecsessscsetcuscbe cece selecucssbaace paqesseasesatzaeees Ulemmmeeee 2,078 — 
320,576 263,76 
Expenditure 
RN itera shoes seks Abaca SGMES MAMTA 5 6dv0,esesontanebcnes haba ous Snadahaniions cnstesligeinaets slant aoe ana 96,192 76,552 — 
MEEERE GM SICT (COMIN: NCCE LSI2 ore =< 3 ccssdeascsoreaccasocccssedscdagsbageseadees seseraceseereceseteucedeemae cree 24,662 32,507 — 
PED REAR cco e stint cit ced U MEST v0 0sébesceecseobacecesssesqinssaltvsakedasscascasear east oasetaneaekemtee tenes 27,801 1,672 
Operations (data processing, printing, 
BARK HICOUISEED S23. BALERS PRCA da ds iced avenccdaccceceecésarcsscncdudsessuscdeeds dacdssibtcteuviuch MBN MST TOTES 64,034 67,317 
Se PCRIS SCESIDTTT ANID PFORTAINIMNINID .2....0505sscececeveesacesssescganance cevsscicesscuvadesbessduch teams Meeeoreetie - 2,000 
MEMPEITULLATIES (0,5 deh cn facet eccuaceeaseseaaceetoes - 8,454 
TN OME; dstvcsaarcctoe 2 7,525 7,525 
BAPE ASUS AUK OTUAG « o25 os 0k's5 MENA CARRERCECME ED tock ou ah wes aede tetateodponescéedettesoeudcsavvcatecdicwsésk Pipi MRN I NNaeaE Ura 4,430 
ACE «SUPPHEs “anid “ StAMOMON eyes. <.cc0secsiae8 sacs cisscsseascesaboenesdsyonetogelsvbioss aadecuerepietnst enero 3,364 
BSSEAZE SATIN, CAPDESS 5 3 cs ceraeetinanh sos sascehscncepssegssstecnsoosscece sa odyasd onsdecvancesp insu bansuh tease tease sees 1,134 
Oe genet IMA UTC DEAE Meee trait edocs vasesastsvassonesec¢snuenes-vovssentomeedosetcersscacs ogee erraiaiEEaaeemmennenS 2,584 
PUEAURSITAVEN ¢) cascccecusttesatnecaMeMet PrckcatsZersccgssosccevsaesteeceocyscosdcgestetuictacseiscettistecet /itEer earn 1,385 
MPOKS AN PCCIOGICAIS Pre reaet sacs se nnssetsccseqcsesnccves <ovesccetonstvn teFosgeshneceeh 4aens ui Meaenmer aaa naam 268 
PUTIMEUITS’ ANC IXTULES 2cc.treceeescscac-csees onseseSccscesctu vaso sodeguconsebonc¥ne Fotwssesyssnictt tt aiaemmneEaneam 2,169 
IWEOVINGE “EXPENSES. ...cc.2/.0deuegieovdes-ckeeesseenSsvedsiseadesecsseosess gozsessnevecetatans teal ees ittt a Ream aaa - 
IMEISCEMANECOUS, ©... .. acess scdcsemeaiase stants Yor +-nho n'escy apt snddso sass ches sacndedsaseues Pennant aay: sare anya 283 
235,831 209,74 
Excess of revenue over expenditure fOr year .............c.sessssssssssscssssssssessseessessessensacensacsonsess $84,745 
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Whose baby is this? 


The author, head nurse of a 16-bed unit specializing in the care of sick 
newborn and premature infants, looks at how these patients can be helped 
when their parents’ rights and needs are taken into account by the hospital 


nursing staff. 


Lesley Baizley 


In this age of consumer rights and 
protection, it is pertinent that we, 
the nursing staffs of hospital nurseries, 
examine our philosophies and policies 
and ask ourselves whether the service 
we are providing is what the consumer 
—vin this case the parent — really 
wants and needs. 

We must ask: What are the rights 
of parents whose babies are patients 
in our nurseries? What are our re- 
sponsibilities to parents? What do our 
unit objectives state about the service 
we wish to give parents? 

At the Children’s Hospital of Win- 
nipeg, we believe parents have the 
right to be with their babies whenever 
they wish, restricted only by an im- 
mediate medical emergency. Parents 
also have the right to receive complete 
information about their babies’ health, 
daily progress, medical treatment, and 
nursing care. 


Ms. Baizley, a graduate of The Children’s 
Hospital of Winnipeg school of nursing, 
is head nurse of the neonatal intensive 
care unit at the hospital. 


How can nurses ensure that parents’ 
rights are not denied? Possibly we 
should examine our priorities and 
ask ourselves, “Whose baby is this?” 
Some nurses become so_ possessive 
about the babies in their care that 
parents feel they must ask the nurse’s 
permission to do for their baby what is 
their God-given right. 

What are our reasons for barring 
parents from hospital nurseries? The 
most common excuse seems to be fear 
of infection. Is a parent likely to be 
any dirtier than the nurses, doctors, 
technicians, and other hospital person- 
nel who enter the nursery each day? 
Is there any reason parents cannot take 
the same precautions of handwashing 
and gowning? | think not. 

Another favorite excuse for bar- 
ring parents is a shortage of staff. 
We have found it a great help to have 
several mothers bathe and feed their 
babies during busy periods; it can 
also provide an ideal teaching oppor- 
tunity, even if the nurse is caring for 
another baby at the time. 

Institutional policy and medical 
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> staff resistance are often stated as 
_ reasons for barring patients from 
A Sapo nurseries. If this is the case, it 
is time nurses, who pay lip service to 


clichés such as “emotional support” 
and “family-centered care,” took the 
initiative in changing the attitudes 
of administrators and physicians on 
this vital subject. 

Many nurses fear parents will have 
difficulty adjusting to the death of an 
infant to whom they have “become 
too attached.” Studies indicate grief 
reactions of parents are much _ less 
pathologic if they have had contact 
with the baby, as it is difficult to 
grieve appropriately for someone never 
known. Many parents express concern 
that their baby may die without their 
having had a chance to love him. 

What are we really afraid of? Are 
we afraid of having outsiders invade 
our sacrosanct domains? Are we afraid 
of being unable to answer parents’ 
questions or deal with their emotions 
or our own? 

The mature neonatal nurse strives 
to understand parents’ reactions and 
realize that feelings of fear, guilt, 
frustration, and helplessness often 
result in hostile and hypercritical 
behavior. She encourages parents to 
verbalize their feelings and_ helps 
them cope with these feelings. 


Physical contact, information 

Studies conducted in neonatal 
centers have shown the importance of 
early and continued mother-baby 
contact, particularly in the case of an 
ill or preterm baby where prolonged 
hospitalization is inevitable.2 

A striking example of this was the 
case of Barry, a three-week-old infant 
admitted because of a congenital heart 
defect. During the first three weeks 
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of his life, the only contact Barry’s 
mother had with him was through 
a nursery window and incubator wall. 
When he was admitted, I asked her if 
she would like to put on a gown and 
hold him. A few minutes later, I found 
her upset and crying. She told me, 
“IT can’t love him the way I did the 
other two. I don’t feel that he’s mine.” 

We can help. mothers overcome 
feelings of helplessness and inadequacy 
by encouraging frequent physical 
contact with their babies from the time 
of admission. The mother’s relation- 
ship with her baby will seem more 
normal to her if she is encouraged to 
bathe, diaper, cuddle, and feed him 
whenever possible, or at least is made 
aware of the importance of handling 
him in his incubator if this is all his 
condition permits. 

Most fathers are anxious to cuddle 
their babies, but are often embarrassed 
to suggest it. The father may be the only 
parent available to the baby the first 
few days, and is proud to be the first 
to hold or feed his baby. It comforts 
the mother that he has been encouraged 
to do so, can describe the baby to her, 
and report on his progress. Parents 
need to feel they are doing something 
for their baby, even if it is bringing a 
small thing. Nursing staff should try 
to find out the baby’s name and use 
it when referring to the baby. 

By creating an informal atmosphere 
in the nursery and treating parents 
and their babies as individuals, we 
can build a relationship that will 
strengthen the parents’ trust in us. 
We must take time to answer their 
questions and often reinforce the 
physician’s teachings and explanations. 
We must be prepared to give daily 
and even hourly progress reports. With 
the exception of predictions or prog- 


noses, which should remain the phy- 
sician’s responsibility, nurses must 
be able to give parents meaningful 
and honest explanations and progress 
reports. : 

To provide continuity of informa- 
tion, we have kept a written record 
of all communications with parents, 
including information from physicians: 
about what parents have been told. 
A printed sheet outlining services 
available, telephone and __ visiting 
policies, and other general informa 
tion about the nursery has also been» 
useful. 


Value of a mother’s love 
Over a year ago, we had two patients, — 
Bobby and Cindy, who had severe — 
congenital heart defects requiring — 
palliative surgery and medical manage- — 
ment until corrective surgery could 


a 


be performed. i 
Both babies provided tremendous — 
nursing problems with regard to 


feeding, fatigue, vomiting, and weight 
gain. We tried many different feeding 
methods and schedules over a three- 
month period. Finally, after observing - 
that both babies were much less anxious" 
during their mothers’ visits twice daily, | 
we obtained their physician’s permis-— 
sion for trial discharge periods. 
These babies went home with their 
parents and each family was assigned _ 
a nurse who maintained daily telephone 
contact and made home visits. Both 
mothers were taught and supervised 
at home in the use of nasogastric gavage 
for supplemental feeding. 
Except for one 12-hour readmission 
for Bobby, both babies remained ai 
home. Their mothers devised i 


solids with a spoon, and Bobby’s mother 


dripped formula into the side of his 
mouth with a syringe and feeding tube 
while he sucked his thumb. 

Follow-up after discharge, either 
by home visits or telephone calls, 
can help the hospital nurse realize 
the problems parents face after dis- 
charge. In the case of Bobby and Cindy, 
it helped the nurse learn adaptations 
to hospital methods that could benefit 
other parents with similar problems. 


Parents’ views 
To evaluate consumer satisfaction, 
we devised a questionnaire for parents 


to get their views on nursing care, 


treatment they as parents received, 
and their general comments on their 
babies’ hospitalization. I have sum- 
marized the most common reactions 
received on the questionnaire and 
during personal interviews. 

Many parents, particularly mothers 
who were registered nurses, expressed 
surprise at being allowed to visit the 
nursery as often and as long as they 
wished. They found this flexibility 
suitable with regard to their other 
responsibilities. 

Most parenfs expressed an_ initial 
fear of handling their babies and ap- 
preciated the opportunity to become 
accustomed to this gradually during 
hospitalization. They felt much more 
secure after bath and care demonstra- 
tions, help with feeding problems, 
and repeated practice. 

Parents reacted favorably to per- 
sonal thoughtfulness and _ individual 
treatment. They appreciated it when 
they and their babies were greeted 


_ by name and when the staff showed 
interest in their other children and 


0 


_ could sympathize with some of their 


° 
> 


_ problems. Most parents preferred 
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reports and explanations _ initiated 
by the staff, as they often feared their 
questions would be considered ignorant. 
Many expressed fear of sophisticated 
equipment until the functions were 
explained. We were reminded that 
parents appreciate thorough explana- 
tions in nonmedical language. 

Parents commented on real or 
imagined laxities in nursing care, such 
as skin rashes and excoriated buttocks. 
These occurrences should be explained 
whenever possible so parents do not 
get the impression nurses are unaware 
and neglectful. 

Most parents expressed some fear 
and inadequacy concerning discharge. 
They were relieved somewhat by written 
discharge instructions and the know- 
ledge they could call the nursery at 
any time if problems arose. Follow- 
up telephone calls or home visits 
were usually found beneficial, as par- 
ents forgot many questions in the 
excitement of discharge. Many desired 
further general information about 
care, special precautions, and expected 
growth and development of premature 
babies. 

In summary, the most incisive and 
informative comments were from par- 
ents who had at times most taxed our 
powers of diplomacy and under- 
standing. This leads me to conclude 
that the greater the parent involve- 
ment, the greater the satisfaction, 
both for the consumer and the provider 
of the service. 
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Ten tips 


on preparing 


research proposals 


The real or imaginary hurdles associated with the preparation of grant 
applications need not be intimidating if you follow the practical suggestions 


offered here. 


Walter O. Spitzer, M.D., M.H.A., M.P.H. 


Potential investigators with a good 
research idea often fail to take even 
one step in implementing that good 
idea if it is apparent they need re- 
sources not ordinarily available to 
them. They become unduly discourag- 
ed about the prospect of writing a study 
protocol, submitting themselves to 
appraisal by peers, and overcoming all 
the other real and imaginary “hurdles” 
associated with the preparation of grant 
applications. 

Unfortunately, health professionals 
outside universities and colleges, whose 
ongoing contact with the “real world” 
tends to make their work particularly 
relevant to the needs of their patients 
or their own disciplines, are those most 
easily discouraged. They assume they 
do not have the ability or the credentials 
to generate support for a project, and 
they do not seek such support. 

Although some skills are necessary 
and there is a “right way” of doing 
certain things, much of what is needed 


Dr. Spitzer is Associate Professor, De- 
partment of Clinical Epidemiology and 
Biostatistics, Faculty of Medicine, 
McMaster University, and Co-Director, 
Educational Program for Family Practice 
Nurses (Nurse Practitioners), Division of 
Health Sciences, McMaster University, 
Hamilton, Ontario. He thanks Dr. 
Dorothy J. Kergin for her helpful sugges- _ 
tions and for reviewing the manuscripts. 
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| to prepare a research proposal is com- 
/ mon sense. | have learned most of the 
| points to consider about writing grant 
_ applications from peer reviewers who 

have made comments, suggestions, 
and objections about my own proposals 
_ during the past few years. 

Some applications were successful, 
some were not. Unsuccessful applica- 
tions have had their long-term payoff 
_ in that many mistakes have been avoid- 
ed in subsequent attempts, and it has 
been possible to assimilate quickly the 
benefit of the experience of more senior 
investigators. 

The suggestions that follow are not 
intended as a handy ‘“‘cook-book” to 
guarantee success in shaking down the 
money tree of research foundations 
and agencies. They are simply some 
tips learned from many of my col- 
leagues, and which | am passing on to 
the reader. Anybody venturing into this 
field of activity is sure to make mistakes 
at first. The following suggestions may 
help to avoid some predictable pitfalls. 


1.State your objective and 
questions clearly 

Once you come upon a good idea, an 
intriguing hypothesis, a burning ques- 
tion, or an important demonstration 
project, write your thoughts promptly. 
Then, preferably within days, carefully 
restate your project or study. Two 
important steps must be taken, as 
neglect of either one will frequently 
jeopardize the quality of the rest of 
your paper: First, write the objective 
of the study and, second, formulate 
questions about your study, research 
project, or demonstration model. 

Try to limit the questions to one or 
two. If you find yourself writing more 
than five or six questions, your objec- 
tives may be vague and your concepts 
woolly. Questions should be phrased to 

permit objective, preferably quantita- 
tive, answers. Here are some examples: 


study 


- Objective: To determine whether intro- 
_ duction of a ward manager to inpatient 
units of a teaching hospital actually 
ers the availability of nurses for 

direct patient care. 

Related Study Questions: 
___ 1. On the basis of a time-and-motion 
1 activity study, is the proportion 
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of nurses’ total time devoted to clinical 
care increased among nurses in a unit 
with a ward manager, as compared to 
nurses in a control unit without a ward 
manager? 

2. How many minutes of a patient- 
day does a nurse interact with patients 
in a unit with a ward manager, as 
compared to the number of minutes per 
patient-day with patients from the 
control unit?* 

Objective: 1n an ambulatory family 
practice setting, it is proposed to as- 
certain whether history-taking is an 
acceptable function for the nurse 
practitioner. 

Related Study Question: In what pro- 
portion of episodes where both a 
physician and a nurse practitioner take 
a history from an ambulatory family- 
medicine patient: 

1. does the nurse practitioner fail to 
obtain clinical or other data that were 
elicited by the physician and consider- 
ed subsequently to be essential informa- 
tion for appropriate management deci- 
sions? 

2. does the nurse practitioner 
secure data that influences case man- 
agement decisions that would not have 
been secured by the physician? 

3. does the patient express dis- 
satisfaction (or satisfaction) with having 
the nurse practitioner carry out this 
function? 

Once you have rewritten your ob- 
jectives and your study questions, 
review them with colleagues whose 
opinion you respect. They are likely to 
give you a candid opinion on the clarity 
of the objective, the feasibility of the 
project, and whether the research 
questions are sensible and indeed 
researchable. 


2. Study the background literature 

It is important to determine whether 
the kind of study or project you propose 
has already been done. Usually, those 
who will be asked to review your appli- 
cation are knowledgeable in the field 


“These questions lead to a quantitative 
analysis of data. A qualitative analysis 
of nurse-patient interaction requires a 
more complex study design, and a greater 
scope of expertise to conduct the study. 


~ 


and will be aware of current and 
work reported. It is unlikely that yo 
will be granted support for projects that 
are nothing | more than “reinventing the — 
typewriter.” f 
When you have reviewed the liter- 
ature, write it up briefly. If you are — 
not breaking completely new ground, 
you should demonstrate how your 
project sheds new light on a problem 
already studied by others, and show how 
you will be advancing new knowledge. 
If your emphasis is on application of 
existing techniques or knowledge, you 
should indicate the relevance of your 
work in terms such as “benefit to pa- 
tients,” or “greater efficiency attained.” 


3. Decide on general strategy 


Before considering detailed tactics 
that you might adopt, such as selection 
of comparison groups, delineation or 
criteria, selection of samples, or scor- 
ing techniques, it is important to design 
your general strategy. Are you propos- 
ing a demonstration model? Will you 
be conducting a survey? Do you plan a 
true experiment? The nature of your 
objective and of your research questions 
will usually suggest the proper strategy. 

There may be times, however, when 
two or more approaches could be suit- 
able. The one you adopt may be chosen 
on the basis of being the most feasible 
and the most practical. 

Here it seems appropriate to men- 
tion a common pitfall. Often, support 
is sought for a project that is clearly not 
research at all. The investigators are 
interested in establishing a service or 
an educational project, for example, a 
sex education counseling center for 
high school students developed and 
staffed by nurses. : 

The sponsors of the project are not 
particularly interested in research or 
evaluation, but develop a proposal in 
research format because they are con- 
vinced, or have been told, that their 
project will not be funded unless it can 
be evaluated as a demonstration model 
or research project. It is usually clear to 
reviewers of this type of application 
that its objectives are not oriented to 
research or evaluation, but to service, 
education, or other priorities, and that 
research has been “piggybacked” simply 
to meet the criteria of a funding agency. 
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omr on for such projects to 
as research. Sponsors of 


agencies having terms of 
ice that provide funds for service 
or educational programs on their own 
Si eragie 


4. Identify the most appropriate funding 
agency to which you can apply 
You should investigate whether 
_ accepted procedures or ethical consid- 
erations justify applying to more than 
one funding agency concerning the 
- Same project. It is important to make a 
decision about possible sources of funds 
at this time as the tactics you specify 
in the detailed research design may be 
influenced or determined in part by the 
known policies of a funding agency. 
Most funding agencies have published 
terms of reference, which you should 
obtain and study before proceeding. 


5. Seek consultation from experts 

This is the time to consult with 
experts, although you may already 
have spoken with colleagues or other 
advisors when you formulated the ob- 
jectives and study questions. If it is 
possible, you are well advised to consult 
with resource persons, such as research 
methodologists and biostatisticians, or 
experts in the field that concerns you. 
A common pattern is to seek consulta- 
tion after a grant has been rejected, or 
after the data have been gathered. Then 
it is usually too late. 

When you consult about the research 
design, it is wise to consider some 
ethical questions. Are there any risks 
to patients or citizens who may become 
study subjects? If so, do these outweigh 
potential benefits to those individuals 
or to the population in general? Are 
study subjects free from invasion of 
privacy and assault? Are reasonable 
safeguards taken to protect the confi- 
dentiality of personal or clinical infor- 
mation? Is it ethical to withhold some 
treatment from a control group? 

The following paragraph quoted 
from a grant application to support sur- 
vey research is an example of statements 
often included in proposals: 


“The individuals and families in- 
volved in this investigation would enjoy 
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A. Summary (300 words or less) 


B. Main Protocol 


(a) objective 


priate) 


2. Review of pertinent literature 


4. Specific procedures or tactics 


(c) from whom; 
(d) by whom; 
(e) where; 


deemed appropriate. 


5. Ethical considerations 


6. Methods of data preparation 


9. Budget 


11. 


Suggested Outline for a Research Protocol 


1. The objective and research question(s) 


(b) question(s) (they may be restated as hypotheses if desired or appro- 


(c) significance of the problem in health care or biomedical science 


3. General strategy to conduct the study, including a discussion of the 
rationale for the choice of method (e.g., retrolective study, survey, 
experiment, etc.; use or not of comparison groups) 


(a) kinds of information collected; 
(b) procedures used in the collection of information; 


(f) schedule for collection of information; 
(g) copies of letters, recording forms, interview schedules, question- 
naires, etc., should be included either in the text or appendixes as 


7. Method of analysis, including statistical aspects, if appropriate (for 
sections 6 and 7 justify use of computers if planned) 


8. Dummy tables, charts, and graphs 


. Justification of budgetary items 


Criteria for success of the project 


as 


a 


ne te Pek te 


freedom from assault; the privacy and 
ability to withdraw from the experi- 
ment at any time, as well as confiden- 
tiality of all personal information ob- 
tained, would be scrupulously protect- 
ed. The applicants have carefully weigh- 
ed the potential gains from new know- 
ledge arising from this investigation 
and have concluded that they vastly 
outweigh the risks to the individuals 
included in this project. Consent to 
take part in this investigation would be 
requested only after full disclosure of 
the nature of the project and of any 
potential risks associated with the deli- 


very of health services in this fashion.” 
Some agencies require a statement 
on ethics in each proposal. 


6. Specify beforehand the criteria 
concerning your study questions and — 
the criteria for the success of your — 
project i 

Unless you indicate what kind of | 
objective or quantitative answer to your — 
research question constitutes a particu- 
lar verdict about the subject or issue 
you are evaluating, your proposal may 
be regarded as a self-fulfilling prophe- 
cy. The exercise of specifying criteria 


and rigorous investigator from the 


wishful thinker who is “out to prove a 


point.” If we refer back to the first 
question of the first sample objective 


cited earlier, a corresponding criterion 


for success might be: 
Criterion: The new method will be 
judged successful if the average number 


- of minutes of nurse-patient interaction 


per patient in the experimental group 
exceeds that of the control group by 20 
percent. 

Often, one tends to consider a nega- 
tive verdict about the subject under 
study as an indication that the project 
has failed. Such an assumption is un- 
warranted. A project or study may have 
been successful in that it provided 
strong, irrefutable evidence that settled 
a question about a particular issue. 
Whether or not a study or project is 
successful is not determined by the ver- 
dict to which it led, but by the quality 
of the evidence it yielded. Accordingly, 
it is frequently useful to spell out 
criteria for the success of a project 
separately from the criteria concerning 
the study question. 


7. Be as brief and clear as possible 

Reviewers of grants are not parti- 
cularly interested in reading dozens 
and dozens of typewritten pages. Large 
studies that may involve several centers 
can have a complex design, and the 
required detail of description then 
results in an application of considerable 
length. Nevertheless, most successful 
grant applications for clinical or health 
care research are no longer than 10 to 
15 pages. Unnecessary verbiage reflects 
unfavorably on the applicant’s ability 
to think clearly and communicate ef- 
fectively. 

The suggested outline for grant ap- 
plications on page 32 will require 
modification for each study; but it may 
be useful as a skeleton and as a point of 
departure. 


8.Keep appendixes and supporting 


documents to a minimum 


Lengthy appendixes, supporting 


_ documents, and bibliography result in 
a longer and more cumbersome appli- 


cation. The reviewer usually feels com- 


§ pelled to read them and is often irritat- 


ed after doing so because appendixes 
generally do not contribute much, An 
appendix or a supporting document 
should be included only if essential to 
the understanding of the main body of 
the application (for example, the for- 
mat of an interviewing form), and if it 
is clearly inappropriate to include the 
information in the main body of the 
application. If in doubt, state briefly 
in the main text what an ancillary 
document contains, and indicate it is 
available on request. Do not attach it. 


9. Assess realistically the resources 
required and available to implement 
your project 

Do not propose to hire categories 
of professionals not available in your 
setting or in your community. If your 
project depends on nonexistent human 
or other resources, you should not be 
applying in the first place. 

Determine carefully the funds needed 
for salaries, equipment, supplies, spec- 
ialized services, consultants, and other 
items. Underestimating what you re- 
quire will cause you unnecessary diffi- 
culties when implementing your study. 
Overestimating resources deliberately 
will strain your credibility either at the 
time of the first review or when you 
submit an annual progress report. 

The peers who judge the merits of 
your proposal and assess its progress 
as you submit renewal requests are 
usually aware that -errors of judgment 
can be made in estimating requirements 
for a study; most of them have had sim- 
ilar troubles and are sympathetic. 
They can be expected to be reasonable 
about applications for amendments of 
budgets when these seem to be sensi- 
ble and caused by unforeseeable con- 
tingencies. It is much better to submit 
supplementary requests, if need arises, 
than to “pad” a submission as a pro- 
tection against contingencies. 


10. Prepare and justify your budget 

Most granting agencies provide pre- 
printed application forms that include 
the required breakdown of budgetary 
categories. But many research proposal 
budgets are submitted without justifi- 
cation for the various categories of 
expenditure. Moreover, budgets are 
frequently not detailed enough to en- 
able an appraiser to link items of dis- 


bursement with the activities and 


tics described in the project. — eae 


The budget justification should ex- 
plain the need for each individual for 


whom salary or wages is requested, — 
every item of equipment and category 


of supply, travel, and so on. 


; 


It is wise to identify any major ex- 


penditure for which the estimates are 
not firm. Should budgetary difficulties 
concerning an uncertain estimate 
arise later; prior identification will 
have paved the road for the approval of 
amendments. 


Conclusion 

Preparing a research protocol and 
applying for its support need not be 
dreaded as an unavoidable preamble 
to rewarding research activity. The 
process of designing the project, ex- 
ploring feasible approaches to imple- 
mentation, identifying the resources 
necessary, and communicating all this 
information in a grant application is an 
integral component of investigative 
activity. It is also intellectually chal- 
lenging and can be a lot of fun. 
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Gestational diabetes — 
when teaching Is important 


Pregnancy can trigger diabetes. The program developed at the Tri- 
Hospital Diabetes Education Centre for gestational diabetics may help in 
understanding the condition, and recurrence in subsequent pregnancies 
or development into overt diabetes in later years may be postponed. 


Elizabeth Laugharne and Felicity Duncan 


Gestational diabetes is a_ recently 
defined form of diabetes in which the 
unmasking factor is a pregnancy. 

In the past 10 years medicine has 
become more concerned with early 
diagnosis of this condition, and 
screening programs for the pregnant 
woman have been established through- 
out the world. Recent trends show that 
gestational diabetes is diagnosed in 
approximately one out of every 100 
pregnant women in a tested popula- 
tion. O’Sullivan found approximately 
one in 116.* 

It usually shows a remission fol- 
lowing delivery and often reappears in 
subsequent pregnancies. Approximately 
15 to 30 percent of women with gesta- 
tional diabetes become overt diabetics 
within 10 years, while some never do.? 

The diabetogenic effect of pregnancy 
is due primarily to insulin antagonism. 
The production of placental lactogen, 
growth hormone, estrogens, and, to a 
lesser extent, progesterone, which 
antagonizes insulin, tends to unmask 
latent diabetes in genetically pre- 
disposed women. The nondiabetic 
pregnant woman with normally-func- 
tioning islet cells compensates for this 
antagonism by increased production 
of insulin. 

Clues leading to the diagnosis of 
gestational diabetes are based on such 
suggestive factors as obesity; a history 
of large babies (more than 10 pounds 
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at birth), repeated miscarriages, or 
stillbirths; and a family history of 
diabetes.4 

Diagnostic tests can include fasting 
blood glucose levels, two-hour blood 
glucose levels, or a glucose tolerance 
test. Because the values of glucose 
tolerance tests are normally raised by 
some 20 mg. percent in the last trimes- 
ter of pregnancy, and glycosuria is also 
common in pregnancy due to the lower- 
ing of the renal threshold, interpreta- 
tion of tests becomes more difficult 
and often results in the need for more 
frequent blood glucose determinations. 

Since some women who develop 
gestational diabetes will become overt 
diabetics within 10 years, they should 
be reassessed at intervals for the rest 
of their lives and should become famil- 
iar with the symptoms of the disease, 
and be aware that it can also be present 
without symptoms. It is important, 
therefore, that health teams establish 
special programs for the gestational 
diabetic, with goals somewhat different 
from those for the pregnant diabetic. 

Nurses, as members of the health 


Ms. Laugharne is the nurse coordinator 
of the Tri-Hospital Diabetes Education 
Centre, Toronto. Ms. Duncan was the 
diabetes teaching nurse at the Toronto 
General Hospital for five years and is 
now with the Tri-Hospital Diabetes 
Education Centre, Toronto, Ontario, 


team, will be involved in the com- 
munity health center educational pro- 
gram, the inhospital teaching program, 
and the follow-up program after the 
gestational diabetic has returned home. 

The objective of the health team 
is to assist the expectant mother to 
understand the complications that 
might arise due to diabetes during 
her pregnancy, and the manifestations 
of gestational diabetes, its treatment, 
and prognosis. 


Community health center program 

The program for gestational diabetics 
im a community health center, such 
as the Tri-Hospital Diabetes Educa- 
tion Centre, has many benefits. The 
teaching nurse and the teaching dietitian 
are prepared to answer the numerous 
questions gestational diabetics ask, 
and to spend the necessary time to 
allay any fears they may have. 

At the center, we segregate gesta- 
tional diabetics from diabetics who are 
pregnant. Unless or until the gesta- 
tional diabetic becomes overt, there 
is little to be gained in discussing with 
her such complications of diabetes as 
hypoglycemia and_ ketoacidosis, for 
example. In fact, to do so would only 
add to her anxieties. 

Our teaching program for gesta- 
tional diabetics provides for the medi- 
cal, nursing, and dietary needs of the — 
individual concerned. The teaching 
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nurse and the dietitian work closely 
with the clinic nurse. 

When teaching the mother-to-be, 
we include: 


Importance of prenatal care. The 
need for regular visits to the physician, 
the reason for the medical team (inter- 
nist, obstetrician, pediatrician) approach 
to pregnancy, and the need for frequent 
laboratory analyses are explained. 


Urine testing. The patient is taught 
how to test urine and to interpret and 
record results, both for glycosuria and 
ketonuria. Accuracy in testing and 
the importance of record-keeping is 
emphasized. The patient is made aware 
of the renal threshold and its signifi- 
cance. 


Obesity as a health hazard. The 
patient is rnade aware of the importance 
of diet and the influence of obesity 
as the stress factor in the develop- 
ment of adult diabetes. 


Symptoms of diabetes. The patient 
and/or her family must become aware 
of the danger signals to look for in 
the future, and of the need for careful 
Supervision during any subsequent 
pregnancy. 

It is of paramount importance that 
the expectant mother understand the 
role of diet in the treatment of gesta- 
tional diabetes, and the ideal time to 
ieach this facet of care is during her 
visits to a community health facility, 
and, as opportunities present them- 
selves, in her own home. 

To meet her dietary needs, the 
expectant mother must fully under- 
Stand: 

@ normal nutritional needs and how to 
meet them. 

@ nutritional needs during prengnacy 
and how to meet them. 

@ the need for weight control during 
pregnancy and afterward. 

e diabetic diets. 

e the need to choose foods that help 
keep her healthy, control her diabetes 
| and her weight during pregnancy. 

|} © “forbidden foods” such as cycla- 
mates. 
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e how to use the “exchange” system. 
e hpw to measure and weigh foods. 
e how to prepare food properly. 

e how to follow a meal pattern that 
ensures proper distribution of carbo- 
hydrate in the diet. 

e how to manage restriction of salt 
intake, if necessary. 

In the first trimester of pregnancy, 
sensitivity to insulin increases and 
prediabetes is unlikely to progress to 
chemical or overt diabetes. During 
this period, insulin requirements 
usually decrease. The need for more 
insulin usually arises in the third tri- 
mester, and this is when the physician 
is more likely to detect chemical or 
overt diabetes in the woman whose 
glucose tolerance test (G.T.T.) has 
previously been normal. However, no 
two cases of gestational diabetes are 
the same. 


Inhospital teaching program 

Gestational diabetics may be ad- 
mitted to hospital early in the third 
trimester for monitoring of the fetus. 
During their stay in hospital the focus 
is on the state of the fetus and the mode 
of delivery. However, the diabetic 
teaching nurse takes this opportunity 
to reintroduce and reinforce teaching 
carried out in the community health 
center. 

The inhospital period also gives 
the teaching nurse an opportunity to 
assess how much the patient has learned 
and what use she is making of the 
knowledge gained. The expectant 
mother’s apprehension about admission 
to hospital increases the need for sup- 
port by the health professionals in 
allaying fears and anxieties relating 
to the outcome of the pregnancy. 

If insulin from an exogenous source 
is required, the teaching nurse gives 
individual bedside instruction and 
assistance at this time. The importance 
of urine collections for both 24-hour 
estriol determinations and glycosuria 
can be explained to the patient. Further, 
if Clinitest has been used, the need 
to change testing materials can be 
reviewed — because of the production 


of lactose in the third trimester, a 
change from Clinitest to Diastix or 
Clinitex becomes necessary. 

Another important area of teaching 
for the gestational diabetic is family 
planning, which should be introduced 
in the late prenatal period, and discussed 
again in the early postpartal period. 
The physician usually does not recom- 
mend the oral contraceptive as a method 
of family planning for the gestational 
diabetic because of the recognized 
involvement of steroids in carbohydrate 
intolerance.5 However, the intrauterine 
contraceptive device is often recom- 
mended, and there are other forms 
of contraception (foams, creams, or the 
diaphragm) that are quite reliable, 
if used as directed. 


Community resources 

Health educators agree that follow- 
up of the gestational diabetic is imper- 
ative, both prenatally and postnatally. 
Medical supervision must be main- 
tained, and it is hoped that the teaching 
by all members of the health team is 
understood and carried out by the 
woman for whom it is planned. 

Public health nurses of the visiting 
nurse agencies and departments of 
public health, having entry to homes 
as they do, are in a position to maintain 
effective liaison between home, phy- 
sician’s office, hospital clinic or com- 
munity health center, and inhospital 
services. 

The gestational diabetic may be 
exposed to and involved in excellent 
educational programs planned especial- 
ly for her. However, for such programs 
to be effective, she must be able to 
apply what she has learned in her own 
home. But, if she is unable to do so, 
the public health nurse can help. 


Case history 
Mrs. B’s family doctor made the 
diagnosis of gestational diabetes in 
May 1972, early in the third trimester 
of her second pregnancy. He referred 
his patient to an obstetrician and 
gynecologist who had her admitted to 
the Toronto General Hospital. 
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33 years old, had weighed 


and 118 Ibs. at the time — 


ge at 22 years of oe 


54 months. Her weight thes 

ed to 227 Ibs. Prior to this 

nancy she had managed to get her 

eight down to 195 Ibs., but it had 
no ‘eturned to 227 Ibs. 

On admission to hospital, Mrs. B’s 

- blood sugar was elevated; she had 5 

cent glycosuria, a trace of pro- 

inuria, and moderate ketonuria. 


Pe catin therapy was initiated (Lente 
30 units and Regular 5 units q.a.m.) 


with a 1,000-calorie diabetic diet. 

During this first admission, Mrs. 
B. was referred to the Tri-Hospital 
Diabetes Centre for registration in 
the regular program. It was soon evi- 
dent that, although the diagnosis of 
diabetes upset her greatly, her main 
concern was for the condition of her 
baby. 

She was able to self-inject her insulin 
but unable to cope with the preparation 
of a mixed dose of insulin. As Mrs. B. 
cried during class, it was decided to 
withdraw her from it. The diabetic 
teaching nurse at the hospital assisted 
her until discharge, and she responded 
well to individual tuition. 

Mrs, B’s problem gave reinforce- 
ment to our need for a separate pro- 
gram for the gestational diabetic, and 
led to the planned program outlined 
in this paper. 

When Mrs. B. was discharged, her 
insulin was not increased because of 
her expected activity at home. She 
was, however, instructed to return 
for continuing prenatal care and close 
management of her diabetes. 

On readmission to hospital at 35 4 
weeks’ gestation, mild hypoglycemia 
had developed. Her examination 
showed: creatinine clearance of 99 
ml/hr.; 24-hour urine protein below 
100 mg. percent; normal fundi; normal 
blood pressure; no proteinuria, and 
minimal ankle edema; and her insulin 
requirements decreased to Lente 18 
units. 

On July 9, when the 24-hour estriol 
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excretion fell rapidly, it was decided 
to perform a cesarean section and a 
tubal ligation. 

Mrs. B. gave birth to a male infant 
weighing 3,850 Gm. At birth he 
experienced respiratory distress and 
abdominal distension (ileus associated 
with a meconium plug). He was treated 
in the intensive care unit at The Hos- 
pital for Sick Children, where his 
condition improved after a difficult 
initial 48 hours. Initially, postpartum 
tests showed blood sugars of 114 mg. 
percent, falling to 16 mg. percent, 
then 64 mg. percent during the first 
day. Next day, the blood sugar was 
reported as 170 mg. percent. 

Mrs. B. was placed on a normal 
diet. However, a glucose tolerance 
test on the eighth day postpartum 
gave the following results: fasting 117 
mg. percent, half hour 175 mg. percent, 
one hour 231 mg. percent, two hour 
239 mg. percent, three hour 156 mg. 
percent. 

There was no glycosuria, indicating 
a high renal threshold. 

The diabetologist’s comments were: 
“Normal fasting blood sugar and sharp 
fall in sugar between two and three 
hours indicate chemical diabetes with 
delayed insulin release.” 

Mrs. B. was discharged on a 1,000- 
calorie diabetic diet, and was to be 
checked in a week by the diabetologist. 
Her physician hoped that she would not 
need medication for diabetes and that, 
when her weight returned to the ideal 
of 125 lbs., her G.T.T. would return 
to normal. 


Summary 

It has long been recognized that 
lack of knowledge on the part of dia- 
betics, whether overt or gestational, 
constitutes one of the primary stumbling 
blocks to good control. Comprehensive 
patient education programs have been 
established to correct some of the 
serious existing deficiencies. Health 
teams have updated their knowledge 
regarding conditions such as diabetes. 
As a member of the health team, the 


nurse is playing a major role as educator | 


and is in the unique and fortunate 
position of being able to initiate and 
improve coordinated teaching programs 
for the gestational diabetic. 
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Patients’ recreational program 


Elsie |. McLellan 


The nurses on the medical wards of 
the Winnipeg General Hospital recog- 
nized the need for a_ recreational 
program for patients. They held a 
ward staff conference to discuss the 
possibility of getting such a project 
underway, and decided that the medical 
nursing supervisor should contact 
staff of other departments who might 
be interested in becoming involved. 

At the first interdepartmental meet- 
ing we decided to plan an eight-week 
pilot project. At the end of this time, 
the committee and the departments 
involved would reassess the program 
in terms of attendance, finances, and 
availability of volunteers. 

Objectives for the patients’ recrea- 
tional program are: to meet the social- 
emotional needs of patients, and to 
help overcome slight social isolation 
while away from family and friends, to 
meet the recreational needs of patients; 
to create an atmosphere in which 
patients can meet and converse freely; 
and to develop an understanding rela- 
tionship between patients and staff. 

Patients are selected for the recrea- 
tional activities by the head nurse, 
in conference with the medical staff 
during ward social rounds. 


The committee included representa- 
tives from: White Cross Guild (the 
women volunteers’ organization); 
social service; department of nursing; 
occupational therapy; chaplain’s of- 
fice; and the head nurses’ group. 

Meetings of the committee are cal- 
led as necessary by any member of the 
committee. 

After some discussion the following 
program was arranged: Tuesday after- 
noon — bingo session; Wednesday 
evening — film show, either a feature 
film or travelogue; Thursday after- 
noon — handicrafts; and Friday after- 
noon — film show. 

Permission was obtained to use a 
nearby conference room for these ses- 
sions. 

The White Cross Guild donated 
$100 to finance the project, and small 
prizes for the bingo sessions. The 
hospital branch of a bank donated 
some handsome notepaper folders and 
pencils. 

Films were obtained from the Na- 
tional Film Board and Manitoba 
government film library at no cost. 
Watching films is something for pa- 
tients to do and may relieve boredom, 
loneliness, and restlessness. 


Under the guidance of an occupa- 
tional therapist, the patients made 250 
Christmas stockings during the handi- 
craft sessions. The stockings were 
filled with donations from people 
outside the hospital who learned about 
the project from the patients. On Christ- 
mas day, 1971, these stockings were 
distributed to all patients on five me- 
dical wards and one extended care 
ward. Santa was played by one of our 
former patients. 

During the eight-week trial period, 
410 patients attended the activity 
sessions. Bingo was an outstanding 
success and a great favorite with all 
patients. The committee elected to 
continue the trial program until sum- 
mer; the White Cross Guild closed 
down for the summer vacation, and it 
was difficult to continue without their 
help. 


The author is medical nursing supervisor 
at the Winnipeg General Hospital, Win- 
nipeg, Manitoba. Wa 


Daily ICU conference improves patient care 


The daily conference in the medical- 
Surgical intensive care unit of the 
Misericordia General Hospital has 
become indispensable. All our staff 
participate — cardiologists, internists, 
radiologists, registered nurses, respira- 
tory technologists, physiotherapists, 
and dietitians — and everyone — from 
the knowledge-seeking student to the 
accomplished medical practitioner — 
__ is encouraged to contribute verbally. 

We begin with a short review of 
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electrocardiographic test tracings to 
familiarize health team members with 
life-threatening arrhythmias needing 
immediate treatment. Then, histories 
and clinical findings of all medical 
and critically-ill surgical patients 
are reviewed in detail, followed by 
assessment of patient treatment and 
management. Electrocardiograms and 
chest x-rays are projected on a screen 
and interpreted. 

Topics for discussion may be drugs, 


their interactions, side and toxic effects; 
evaluation of the management of a 
recent post “99”; acid-base balance; 
recordings on heart sounds; or electro- 
physiology. Often the doctors or in- 
structor follow up our conferences with 
clinical teaching, 

Our daily conference keeps open 
the lines of communication between 
doctors and nurses. Thus, there is 
a continual expansion of knowledge 
and expertise to be applied to the 


THE CANADIAN NURSE 37 


patient care plans— for future pa- 
_ tients as well as those of present con- 
_ cern. 
Nurse participation at a decision- 
_ making level is reflected in improve- 
ment in powers of observation and 
nursing care. So often the nurse is the 
first to assess the patient’s immediate 
condition and to obtain his history. 
Often, too, the nurse initiates emergen- 
cy treatment before medical assistance 
can be obtained. 


In conclusion, daily ward confer- 
ences in any area of medicine can be 
vital to quality nursing care, depending 
as it does on applying “better than our 
best.” 


The nursing staff of the Intensive Care 
Unit of the Misericordia General Hospi- 
tal, Winnipeg, submitted the above 
description of their daily conference 
through their supervisor, Olga Rozwood.¢? 
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Students on a curriculum revision committee 


Morene Gayle Weinstein 


In May 1972, the concept of a curric- 
ulum revision committee evolved at 
the Winnipeg General Hospital school 
of nursing. Ten teachers and two 
students, Catherine Anne Whiting and 
I, were members of this committee. 
The students’ role was to present 
constructive criticism on deletions 
and additions to course content from 


the first- and second-year classes, 
from which we were respectively 
elected. 


One factor we had to bear in mind 
as we did our committee work was the 
time element. The classes to follow 
us would have a course approximately 
two years in length. Serious thought had 
to be given to what we, as students, 
would like to see in a program that 
functioned within a two-year limit. The 
instructors’ dilemma in curriculum 
planning became more evident and 
meaningful to us at that time. How naive 
we were! 

We went to the second meeting a 
little less smug than to the first and 
opened our minds and ears, ready to 
listen to what the teachers had to say. 
It seemed to us the teachers came to 
the meeting with the same idea in mind, 
ready to listen to our views and com- 
ments. As the meeting progressed, 
we found out how approachable our 
teachers were; they learned we were 
as concerned as they were to reach 
the main objective — the best possible 
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type of learning for the student. What 
did we as students feel should be taught 
in each of the two years? How did the 
teachers view us and our capabilities, 
and how would we cope with their 
expectations? 

In the next few meetings, lengthy 
discussions were held about the level 
at which we felt other students should 
be functioning in each year of the 
course. We were given opportunities 
to express our ideas and to have them 
understood and commented upon. 
We talked about particular times in 
the students’ learning when we believed 
teachers were expecting too much or 
too little. Perhaps it was during these 
discussions that many of the teachers 
reflected back to their student days 
and really understood our feelings. 
Teachers and students have much to 
share. Sharing, as we view it, is an 
important concept. 

To cite one example of deletion 
and addition, we students saw a benefit 
to future classes if the study of naso- 
pharyngeal suctioning were deleted 
from first-year and added to second- 
year studies involved with tracheal 
care. As well, we proposed that various 
skills such as taking blood pressure, 
TPR, and so on, be initiated earlier in 
the first year and that less emphasis 
be placed on skills such as bed making 
ae baths, which could be accom- 
modated with other experiences on 


the ward. (This is being done with the 
class of 1974 at WGH.) 

Our opinions on teachers’ sugges- 
tions were welcome. One such idea 
was that the majority of cardiac drugs 
be taught in the second year by the 
pharmacology teacher, rather than 
in first year. We felt this, too, would 
be more meaningful to students who 
were having experience in medical- 
surgical areas. These were just two 
of the many suggestions discussed. 

We discovered how much time and 
effort goes into the planning of a course 
and can now more fully appreciate 
our studies. 

We would suggest that students who 
are interested in finding out how a 
course is derived, or who feel they 
have something of benefit to offer 
others, see the teacher in charge of — 
the curriculum and ask to participate. 
It’s a tremendous experience and one 
we believe students will enjoy. 


Ms Weinstein graduated in November — 
1972 and is working on a medical ward 
at the Winnipeg General Hospital. ou 


Health and communi 
information services 


Information booths in two suburban shopping plazas and an action center 
in the urban renewal area of Thunder Bay, Ontario, are the scene of an 
effort to provide preventive health care and community information. The 
need for an information clearinghouse and the health concerns of their 
clients make this project satisfying and challenging to seven registered 


nurses. 


Heather Kibzey 


A young woman hesitantly approached 
the nurse on duty in the health and 
community information booth and ask- 
ed about breast examination. Her two 
children, aged 9 and 7, were with her 
in the shopping plaza. 

The nurse gave the client a Canadian 
Cancer Society pamphlet, Breast Self- 
examination, which contains step-by- 
Step instructions. She used the booklet 
for health teaching, telling the woman 
what to look for during the exam, and 
the frequency and reasons for examin- 
ing her breasts. 

She also indicated further steps the 
woman should take if she were concern- 
ed about any symptoms she discovered. 

The woman thanked the nurse and 
said, “My mother had cancer. I know 
I should examine my breasts regularly, 
but I just didn’t know how to go about 
it or what to look for.” 

The client confided to the nurse that 
she was reluctant to ask her physician 
because the subject embarrassed _ her, 
and her doctor was so busy she hated 
to take up his time with such a “trivial” 
request. She said she would attempt the 
self-examination at home that evening. 

Health & Community Information 
Services was established in Thunder 
Bay, Ontario, in February 1972, with 
a grant of $39,277 from the Local 
Initiatives Program of the federal 
government. The social services de- 

_ MARCH 1973 


4 


partment of St. Joseph’s General Hos- 
pital applied for the grant. The project 
includes an information booth in each 
of two suburban shopping plazas and 
an action center with phone-in service 
on South Cumberland Street in the 
urban renewal area of Thunder Bay. 


Background 

St. Joseph’s Hospital is relatively 
close to the Cumberland street area and 
hospital officials wondered whether 
they were meeting the special needs of 
the low-income and indigent persons 
of the area. They thought there were 
many persons who needed medical and 
social assistance who would not or 
could not use existing institutional 
facilities and who might be contacted 
through an outreach service. 

Office accommodation was found in 
part of an old hotel, slated for demoli- 
tion in 1973. The other half of the 
building is used as a drop-in center for 


Ms. Kibzey, a graduate of McKellar Hos- 
pital school of nursing, Thunder Bay, 
Ont., worked for two years in the special 
medical unit at St. Joseph’s General Hos- 
pital, Thunder Bay, assisting with the 
treatment program for persons with 
alcoholism and emotional disturbances. 
She has been with the Health & Commu- 
nity Information Service project since its 
inception in February, 1972. 


individuals of all ages, where they may 
socialize with their cronies or obtain 
light meals at minimal cost; it is run 
independently of the information ser- 
vices. 

The project stresses preventive 
aspects of medicine and health teach- 
ing. We hope people of the area will 
receive minor medical attention at the 
health and community information ser- 
vices office before their medical prob- 
lem becomes serious. As an offshoot of 
the concept of health teaching, booths 
where information and health teaching 
could be dispensed in a somewhat dif- 
ferent manner were put up in two new 
suburban plazas. In effect, we are con- 
ducting two programs. 


Project organization 

The project currently employs 10 
people: seven registered nurses, an 
office coordinator, and two social field 
workers. The nurses work three days 
a week in seven-hour shifts. One shift 
each week is spent in the Cumberland 
Street office and two in the plazas. In 
this way, the nurses obtain a good 
working knowledge of the total opera- 
tion. 

The nurses’ function on Cumberland 
Street is to provide first aid on or off 
the premises; we encourage people to 
come to us if possible. We do minor 
procedures, such as compressing, blood 

THE CANADIAN NURSE 39 


Joan Morris, center, one of the nurses staffing the health and community information booth in a shopping plaza in Thunder 7 
Bay, Ontario, provides pamphlets and explanations in answer to shoppers’ questions. 
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pressures, dressings, soaks, or dispens- 
ing of prescribed medications. 
If, in the nurse’s judgment, further 
edical attention is warranted, she 
tries to obtain a doctor’s appointment 
_ for the person or sees that he gets to the 
hospital emergency department. We 
have leased a small car to enable the 
_ field workers to provide this service, 
_ since often our contacts become fearfui 
and leave before the doctor arrives, or 
get high on liquor.or pills and forget to 
go. Follow-up is a necessary part of 
our service. 
__ The Cumberland Street operation 
has been assisted greatly by the field 
workers. Initially, we realized that, due 
to fear and/or ignorance, people in the 
area would have to be searched out and 
_ brought to the office for help. These 
| field workers do that — they visit 
_ flophouses, back alleys, the waterfront, 
| and the drop-in center and encourage 
| people who require medical attention, 
_ or assistance with social problems, to 
~ come in. 

They help fill out applications for 
welfare or unemployment insurance; 
find housing, either temporary or per- 
manent; act as a buffer between the 
individual and existing agencies; assist 
clients in getting to doctors’ appoint- 
ments or the hospital emergency de- 
partment; or visit them in hospital. The 
individual is encouraged to do as much 
as he can with our assistance, but care 
is taken not to make him too dependent 
on our services. 

We are currently building a small 
file on individuals in the Cumberland 
Street area, with pertinent personal 
information on doctors consulted and 
medications prescribed, to try to cut 
down on the “shopping around” for 

drugs, which is quite a problem. 


; 
i 
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Plaza booths 
The plaza booths are set up in the 
mall and are readily accessible. Our 
contacts tell us this is what makes the 
Service so valuable. To attract people 
to the booths, pamphlets on a variety 
_ of topics are displayed and given free 
_of charge. The topics are wide-ranging: 
nutrition, cancer, birth control, venereal 
diseases, safety, child care, drugs and 
alcohol, and more. 
_ The nurses at the booths are on duty 
E from 2:00 to 9:00 P.M. weekdays and 
| 11:00 A.M. to 6:00 P.M. on Saturdays. 
| These are the best times from the stand- 
point of customer flow in the malls. 
_ The nurses attempt to engage each con- 
tact in conversation and to do some 
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form of health teaching on the request- 


ed information if the person is recep- 
tive. 

A large, cross-referenced Kardex is 
available for information and, if the 
nurse does not have the requested 
information on hand, she may phone 
the main office or make arrangements 
to get the information to the person at 
a later date. Stress is placed on dispens- 
ing correct information and always 
giving the individual some definite 
answer. In addition, films on a wide 
range of topics for health teaching pur- 
poses were shown during the summer. 
These were favorably received and ap- 
peared to stimulate follow-up questions 
and discussion. 

Extensive records are kept on each 
contact made by the nurse or field 
worker. Individuals are categorized 
according to age, topic of inquiry, dis- 
position, area of lodging, how they 
found our service, if they used our ser- 
vice before, and length of contact. It is 
not difficult to obtain this information 
from people if it is done discreetly and 
if they know the information given will 
remain anonymous and confidential. 

All health teaching done is put on a 
special card that can be used for future 
reference. 

From our information sheets, we 
found most health teaching is done on 
nutrition, with cancer, smoking, drugs 
and alcohol, birth control, and heart 
disease following as main areas of con- 
cern. From May | to September 30, 
1972, we had over 4,300 contacts. 


Relevance 

The service we provide appears to 
be unique; no one else offers the com- 
bination of health and community in- 
formation. No question is too small or 
unimportant, and we welcome new 
sources of information. Our nurses 
read avidly and keep up-to-date on a 
wide variety of community activities 
and current trends. 

We have attempted to work as close- 
ly as possible with the existing commu- 
nity agencies and not duplicate services. 
The local Detox Centre for alcohol 
users will now accept persons on our 
recommendation, providing we feel 
they are physically sound. Recently, 
we have been introducing student nurses 
from the Lakehead Regional school of 
nursing to our services as a background 
for their community experience. 

The upper floor of our building is 
currently vacant; it is to be set up as a 
hostel under the sponsorship of the 


Ontaris Méuy eee Non-Status 
Association. One of our field w 
is on the steering committee to” 
lish this hostel. 


Future plans 

A “free clinic” in the Ciencaeae 
Street area appears to be a basic need; — 
the hospital admission rate of persons 
from the area, through St. Joseph’s 
emergency department, is double the 
general population rate. 

If preventive care were provided in 
their own area, persons who do not 
normally see a doctor may be helped, 
and problems may be alleviated before 
they become serious. A closer check 
could also be made on medication and 
special treatments of persons already 
under a doctor’s care. 

We have discussed taking our ser- 
vices into the community more. An 
elaborate mobile booth system was 
tried in the beginning and failed, prob- 
ably due to the areas serviced, such 
as hockey games and labor center meet- 
ings. We think personal “door-knock- 
ing” and availability in other low-in- 
come and public housing areas may 
help us to reach old age pensioners, 
those on welfare, single parent families, 
and so on. 


Summary 

Nurses are often task oriented, and 
some of us found it difficult at first to 
remain relatively stationary for a seven- 
hour shift in a booth. But the obvious 
needs of the community for an infor- 
mation clearinghouse and the genuine 
health concerns of clients make this 
project both satisfying and challenging 
for the staff. 

Questions at the booths at first were 
quite superficial, but now we find we 
are able to do more intensive health 
teaching and counseling. 

The Cumberland Street office pro- 
vides a social contact for some of the 
“regulars.” Frequently these people are 
lonely, frustrated, and suspicious of 
existing agencies. We have made an 
attempt to help them help themselves 
by providing correct, factual, simplified 
knowledge in a setting they can relate 
to and in a manner that maintains their 
self-worth and dignity. Y 
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Gauze Drainage Dressings 
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lleostomy bags for children 

Hollister Limited has introduced nine- 
inch urostomy bags and_nine-inch 
drainable stoma bags, which are shaped 
to fit a child’s body to provide maximum 
capacity and minimum bulk. Built-in 
Karaya seal rings help prevent skin 
excoriation and provide a comfortable 
cushion for the skin, stoma, and suture 
lines during healing. 

According to Hollister, both of 
these disposable appliances have been 
shown to be much more resistant to 
odor penetration than polyethylene 
bags. A detachable drain tube, adapt- 
able to any hospital-used end collector, 
is provided with each box of urostomy — 
bags. | 

For further information, write to 
Hollister Limited, 332 Consumers. 
Road, Willowdale, Ontario. 


Gauze drainage dressings 

Aquaflo gauze drainage dressings, 
available from Chesebrough-Pond’s 
Inc., “compel drainage of wound secre- 
tion through the capillarity of its wet- 
table petrolatum impregnant.” 

Aquaflo gauze’s impregnant retains 
the lubricating quality of petrolatum, 
but instead of repelling aqueous mater- 
ial, propels secretions through the 
gauze into an absorbent layer where 
it is stored away from the wound. Since 
the impregnant is insoluble to water, 
the petrolatum is not dissolved or car- 
ried away by wound secretions, ensuring 
long-lasting lubricity. The dressing’s 
fine mesh gauze prevents entrapment 
by granulations, thus eliminating the 
need for frequent dressing changes. 

These dressings are available in 
two sizes—1 inch x 8 inches and 
3 inches x 9 inches. These are indi- 
vidually packaged in sterile, foil enve- 
lopes. For further information, write 
to Hospital Products Division, Chese- 
brough-Pond’s (Canada) Ltd, 150 
Bullock Dr., Markham, Ontario. 


Oral antibiotic, Rimactane 
CIBA Pharmaceuticals, a division of — 
Ciba-Geigy Canada Ltd., has brought — 
to Canada a new oral antibiotic, Rimac- 
tane, which has proved to be highly ef- 
fective in the treatment of pulmonary 
tuberculosis when it is used as the pri- 
mary component in combination wi 
other drugs. 7 , 
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| ACRUSS HAS 
BEAUTIFUL IDEAS 
N WHITE 


There’s more to La Cross than pro- 
fessional good looks. Count on La 
Cross for comfort, long wear and 
easy Care fabrics. La Cross... the 
name to trust for value in quality 
nursing fashions. 


Front hidden zipper. Action sleeve gussets. 


RIBBED KNIT JERSEY TRICOT 
Siyle 2719 Retails about $17.98 


SIZES 5-17 


This and other styles available at uniform shops 
and department stores across Canada. 


SA - ae 


PROFESSIONAL UNIFORMS 


NEW FASHION-FILLED 
LA CROSS CATALOGUE FOR ’73. 


Return to: La Cross Uniform Corp., 
4530 Clark St., Montreal, Que. 


C1) Yes, | am interested in receiving my FREE 
fashion-filled catalogue for '73, 


( Please send address of nearest store where 
| can purchase La Cross uniforms. 


NAME 


ADDRESS 
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CNA Honors Jean Leask On Her Retirement 


Se es, 


Photographed in the foyer of CNA House during the January 11-12 meeting 
of the CNA directors are Jean Leask, retiring national director of the Victorian 
Order of Nurses, center, as she accepts a copy of The Leaf and the Lamp from 


Marguerite Schumacher, president of the CNA board of directors, right. 
Looking on is Ada McEwan, incoming national director of the VON, left. 
Ms. Leask admitted that retirement would mean leaving behind a great deal 
of her life. She expressed her personal views to those attending the meeting: 
“Nursing has been rewarding, not only in the field of nursing itself, but in my 
relationships with colleagues and associates. If I had my life to live over again, 
1 would still be a nurse... but a nurse working in a broader concept. 

Regarding the profession, she said, “We have been at many crossroads. We 


projects. This is exciting,” 


must decide if we are to continue in nursing, to expand our field . 
we are to become something else, such as a nurse leaning to the medical 
profession. We should remain nurses, and still give care and take on other 
said the former national director of the VON. 


. or whether 


At the end of January 1973, Jean Leask 
retired as national director of the Vic- 
torian Order of Nurses for Canada. 
She has been succeeded by Ada Mc- 
Ewen. 

Born in Moose Jaw, Saskatchewan, 
Ms. Leask received a bachelor of arts 
degree at the University of Toronto 
before entering its school of nursing. 
On graduation from the university 
school of nursing, she joined the VON 
as a staff nurse in the Toronto branch. 
She later was nurse-in-charge of the 
Regina branch and, following a travel- 
ing fellowship from the Rockfeller 
Foundation, was supervisor and assist- 
ant district director in Toronto. 
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In 1952, she went to the University 
of Chicago, where she obtained a master 
of arts degree, majoring in public health 
nursing administration. Returning to 
Toronto in 1953, she was a staff nurse 
and assistant director in the nursing 
division of the Toronto department of 
public health. She rejoined the VON in 
1960 as national director. 

In 1969, Ms. Leask received the 
R.D. Defries Award from the Canadian 
Public Health Association for her out- 
standing contribution in public health. 
She has been active in many associa- 
tions, including the Canadian Nurses’ 
Association, Canadian Public Health 
Association, the national nursing com- 


mittee of the Canadian Red Cross, and 
the Canadian Council on Social Devel- 
opment. In 1965, she was invested as 
Officer Sister in the Order of St. John, 
and in 1968, was appointed a member 
of the commission to study the structure 
of the Canadian Public Health Asso- 
ciation. 

The new national director of the 
VON, Ada McEwen, was born in Max- 
ville, Ontario. She is a graduate of the 
Montreal General Hospital school of 
nursing and McGill University. She 
holds an M.P.H. degree in health 
administration from the School of 
Public Health, University of North 
Carolina, Chapel Hill. 

Before joining the VON in 1950, 
Ms. McEwen worked at the Montreal 
General Hospital and the Trail-Tadanac 
Hospital in Trail, British Columbia. 
She has had a varied career with the 
VON as staff nurse; nurse-in-charge and 
district director of Orillia, Ontario, 
Edmonton, Alberta, and Windsor, 
Ontario branches; and regional director 
on the national office staff in Ottawa. 
In 1967, Ms. McEwen left the VON 
to become executive director of the 
home care program for Metropolitan 
Toronto. 

Ms. McEwen assumed her new 
duties as national director in February 
1973. She is the eleventh national 
director of the VON, which is marking 
its 75th anniversary this year. 


Merren Tardivelle 
(B.A., U. of Man- 
itoba, Winnipeg), 
has been appointed 
editor of the /nter- 
national Nursing 
Review. She has 
been acting editor 
of the Review for 
the past year. 

A native of Canada, Ms. Tardivelle 
joined the staff of the International 
Council of Nurses in 1966. Since then 
she has been involved in various 
capacities with ICN publications, 
particularly the newsletter CN Calling. 
In 1971, the Council of National 
Representatives voted that the news- 
letter be combined with the Review. 

Ms. Tardivelle says that plans for 
the publication include emphasizing 
the specific programs, activities, and 
achievements of ICN and its member 


associations. The Review will continue 
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show how the nurse’s practice is de- 


to cover trends in nursing education, 
practice, service, and social changes 
affecting the welfare of nurses. It will 


veloping to meet health care needs in 


| different settings and will report on 


’ activities of other international organi- 


“zations relating to nurses and health. 


: Iris Monardez, a nurse from Chile, 


joined the staff of the International 
Council of Nurses in Geneva in Sep- 
‘tember 1972. She succeeds Birgit 
Tauber, who has returned to Denmark. 

Before this appointment, Ms. Mon- 
ardez was director of the department 


of nursing. at the University of Chile 
__in Valparaiso, where she taught nursing 


administration, social foundations in 
nursing, and the history of nursing. She 
was active in the university’s reform 
movement, which began in 1969. She 
has also held the positions of assistant 
director and director of the Carlos 
Van Buren School of Nursing in Val- 
paraiso. 

She obtained a diploma in hospital 
nursing and public health nursing from 
the University of Chile in Santiago, and 
has taken courses in nursing education 
and fundamentals of administration 
and research. In the United States, 
she has taken courses at the master’s 
level in public health nursing at West- 
ern Reserve University in Cleveland, 
Ohio, and in nursing education at 
Teachers College, Columbia University, 
New York. 

Ms. Monardez has served as presi- 
dent, secretary, and treasurer of the 
Chilean Nurses’ Association. in 
addition, she has been elected to office 
in two other national women’s groups 
in Chile. She has led seminars on nurs- 
ing education in Chile and acted as a 
WHO nurse adviser for a six-month 
project in Venezuela. 


The Volunteer Nursing Services Bur- 
sary Committee of the Ontario Divi- 
sion, Canadian Red Cross Society, has 
awarded Elizabeth Lorraine Holder the 
$1,000 continuing education bursary 
for 1972-73. She will use the bursary 
in her studies toward a Master of Science 
degree in nursing at the University of 
Toronto. 

This bursary is awarded annually 
to an Ontario registered nurse to con- 
tinue studies at the degree level. Can- 
didates are selected on the basis of 
training, experience, leadership quali- 
ties, and anticipated contribution to 
nursing in Ontario. 

Ms. Holder, a native of New Bruns- 
wick, received her nursing diploma 
from St. John General Hospital in 
—:1954. Since then she has earned cer- 


_ tificates in psychiatric nursing and a 


Bachelor: of Science i in Nac ee 
from the University of Toronto, 

She has had nursing experience in 
the St. John Hospital, New Brunswick; 
the Montreal Neurological Institute: 
and Sunnybrook Hospital, Toronto. 
Ms. Holder spent the past two years as 
an instructor at the Scarborough Re- 
gional School of Nursing. 


The Alberta Association of Registered 
Nurses has appointed Robert R. Don- 
ahue as public relations officer. He 
i Sa Donald LaBelle. 

A native of Alberta, 
Mr. Donahue has 
worked in Canada 
and Dublin, Ireland. 
For the past four 
years, he was public 
relations officer for 
the Civil Service As- 
sociation of Alberta. 
He has also spent 
SiX years working for Canadian daily 
newspapers and has done public rela- 
tions and advertising work in Canada 
and Ireland. 


Yvette Loiselle, 
Montreal, was re- 
cently appointed su- 
perintendent-in - 
chief of the Saint 
John Ambulance 
= Brigade in Canada. 
© . Her association with 
Ji the Order of St. John 
began in 1944, when 
she joined the Brigade as a nursing 
member. In 1956 she was awarded the 
Service Medal of the Order of St. John, 
and in 1970 she received the Dame of 
Grace, Order of St. John. 


WILL YOU PASS YOUR BOARDS? 


PreTEst” 


Unique study guide available to nurses 


EVALUATE YOUR PREPARATION 
@ High quality, professional examination 
patterned after official examination 
© Specially designed for nurses preparing for 
boards 
Completely revised this year 
Spotlight your weak areas 
Gives feel of what actual exam is like 
Take PRETEST, return answer sheets for 
confidential computer scored evaluation 
on national basis 


@ Answers and complete references provided 


Send PreTest(s) for nurses @ $10 each 
(Conn. residents add 7% state sales tax) 

For Air Mail delivery, add $1.00 per PreTest 
in U.S. and $1.50 per PreTest in Canada. 


Name (print) Year 
Address 
City State Zip 


PreTest Service Inc.—1881 Dixwell Ave. 
New Haven, Connecticut 06514 


ontreal, has ee paces. relatio 
assistant for Celanese Canada Limit é 
in Montreal since 1967. 


Joyce Nevitt (B.Sc.N., McMaster U., — 
Hamilton, Ont.; cert. P.H.N., U. of 
Toronto; M.A., Teachers College, 

Columbia U., New York) was elected a 
fellow of the Royal Society of Health 
in Great Britain in August 1972. At the 
same time, she received a citation in 
the Dictionary of International Biog- 
raphies. The citation reads: “For 
advancing nursing education in New- 
foundland.” 


Since 1965, Ms. 
Nevitt has been ‘di- 
rector of the school 
of nursing at Me- 
morial University of 
Newfoundland — in 
St. John’s. From 
1963 to 1965, she 
was assistant pro- 
fessor and assistant 
head, public health nursing department, 
at Wayne State University in Detroit, 
Michigan. She has also been a lecturer 
in public health nursing at the Univer- 
sity of Western Ontario in London, a 
public health nurse in Ontario, and a 
head nurse and instructor at Toronto 
Western Hospital. 

Active in the Association of Regis- 
tered Nurses of Newfoundland, Ms. 
Nevitt has been a chapter president, 
first and second vice-president, member 
of the board of examiners, and a mem- 
ber and chairman of various commit- 
tees. In 1966 she was a member of the 
board of the Victorian Order of Nurses 
and in 1971 was a branch president in 
the Canadian Public Health Associa- 
tion. 

Ms. Nevitt was a Canadian Nurses’ 
Foundation Fellow from 1962 to 1963. 
She has published in a nuinber of jour- 
nals, including The Canadiar Nurse. 


In 1972 the Saskatchewan Registered 
Nurses’ Association awarded $7,700 
in bursaries to eight Saskatchewan 
nurses for postgraduate studies. 

Judy L. Tooley, Saskatoon, received 
$850 to complete studies for a degree 
in nursing at the University of Saskatch- 
ewan, Saskatoon campus. She is a 1965 
graduate of the university’s school of 
nursing, Saskatoon. 

Jean Moneo, Saskatoon, received 
$1,000 to complete studies for a doc- 
torate in sociology at the University of 
Florida in Gainsville. She is a 1968 
graduate of the university’s school of 
nursing, Saskatoon. 

Marie Darichuk, Saskatoon, a 1963 
graduate of St. Paul’s Hospital school 
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of nursing in Saskatoon, received 
$1,000. She is completing studies for a 
degree in nursing at the university’s 
Saskatoon campus. 


MaryBelle Denis, Saskatoon, received 


$1,000 to complete studies for a degree 


in nursing at the Saskatoon campus. 
She is a 1968 graduate of the St. Eliza- 
beth Hospital school of nursing in 
Humboldt, Saskatchewan. 

Lorine Strobbe, Saskatoon, received 
$1,000 to complete studies for a degree 
in nursing at the Saskatoon campus. 
She is a 1952 graduate of the Miseri- 
cordia Hospital school of nursing in 
Edmonton, Alberta. 

Leah Ann Woodard, Regina, received 
$850 to complete studies for a degree 
in nursing at the University of Manito- 
ba. She is a 1965 graduate of the Regina 
Grey Nuns’ Hospital school of nursing. 

Ann Collinson, Swift Current, re- 
ceived $1,000 to complete studies for 
a degree in nursing at McGill University 
in Montreal. She is a 1970 graduate of 
Foothills General Hospital school of 
nursing in Calgary, Alberta. 

Roberta Arens, Moose Jaw, received 
$1,000 to complete studies for a degree 
in education at the Regina campus, 
University of Saskatchewan. She is a 
1964 graduate of Moose Jaw Union 
Hospital school of nursing. 


Dr. Muriel Uprichard and Alice J. 
Baumgart have been elected to the 
senate of the University of British 
Columbia for a three-year period. 
They were chosen by a general elec- 
tion among the faculty members of 
the university. The senate is respon- 
sible for the curriculum, instruction, 


and education offered by the university. 


Dr. Uprichard (B.A., Queen’s U., 
Kingston, Ont.; M.A., Smith College, 
Northampton, Mass.; Ph.D., U. of 
London Institute of Education; post- 
doctoral studies in public health, U. 
of Michigan, Ann Arbor) is director 
of the UBC school of nursing. Before 
she joined the university faculty, she 
was senior lecturer in nursing and 
associate research psychologist at the 
University of California in Los Angeles. 
She has also been associate professor 
in the school of nursing at the University 
of Toronto. 

As consultant to the Royal Com- 
mission on Health Services in Canada 
from 1964 to 1965, Dr. Uprichard was 
responsible for the section of the re- 
port that dealt with the improvement 
of patient care by more effective utiliza- 
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After six weeks in the United States on a World Health Organization 
fellowship, Marjorie G. Gardener, right, visited the Canadian Nurses’ Associa- 
tion headquarters in December 1972 during an additional three-week study 
tour of Canada. As principal nursing officer at the Joint Board of Clinical 
Nursing Studies in England, Ms. Gardener was interested in studying basic 
clinical education and the role of the clinical nurse specialist in Canada. At 
CNA House, she met two CNA directors, Roberta Coutts, /eft, and Denise 
Lalancette, to discuss their work as clinical specialists. Ms. Coutts is a head 
nurse at The Montreal General Hospital and Ms. Lalancette is a clinical nurse, 
maternal and child care, University of Sherbrooke Clinic, Sherbrooke, Que. 


tion of nurses. Her views on “The 
education of nurses,’ which she pres- 
ented in the Marion Woodward Lecture 
in Vancouver in November 1971, 
were published in The Canadian Nurse 
in June 1972. 

Alice Baumgart 
British Columbia; M.Sc. (Appl.), 
McGill U.) is an associate professor 
in the UBC school of nursing, where 
she has held the positions of clinical 
instructor and assistant professor. She 
has also worked as a staff nurse at the 
University of Oregon Medical School 
Hospital. 

sai Ms. Baumgart has 
been an active mem- 
ber of the Registered 
Nurses’ Association 
of British Columbia 


and the Canadian 
% yA Tomgrilte, x 
s wr Nurses’ Association. 
—— e 
She was chairman 
of the CNA standing 
a a committee on nurs- 


ing education from 1970 to 1972. In 
1970, she was the first Canadian nurse 
to be awarded a Milbank Faculty As- 
sociate Fellowship. She has contributed 
a number of articles to The Canadian 
Nurse. 
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Avis Henry (R.N., MacClesfield Gen- 
eral H., Cheshire, England; S.C.M., 
Queen Elizabeth Maternity H., Bir- 
mingham, England; dipl. PHN and 
B.Sc.N., U. of Ottawa) has been 
named director of nursing for the 
Firestone Plantations Company nurs- 
ing service in Liberia, West Africa. 

Ms. Henry has had 
experience as a staff 
nurse and _ district 
midwife in England. 
She has held a num- 
ber of positions in 
Canada: general 
duty nurse at the 
OshawaG eneral 
Hospital in Oshawa, 
Ontario; public health nurse with the 
Victorian Order of Nurses in Ottawa 
and Toronto; and teacher at St. Joseph’s 
School of Nursing in Toronto and at 
the Scarborough Regional School of 
Nursing in Scarborough, Ontario. 


Lakehead University in Thunder Bay, 
Ontario, has announced the following © 
appointments in the school of nursing. 
Marjorie A. Wallington (R.N., Osha-_ 
wa General H., Oshawa, Ont.; B.Sc.N., 
MARCH 19 


U. of Western Ontario, London; 
if M.Sc.N., Boston U.) is an assistant 
_ professor. 
From 1969 to 1972, Ms. Wallington 
| was an adviser in nursing in the mental 
health division, Ontario department of 
health. Her major interests there includ- 
ed developing effective patient pro- 
grams, developing the role of the 
psychiatric nurse as a therapeutic agent 
within these programs, staff utilization, 
_and staff development. 

Her past experience has also included 
working in nursing service and nursing 
education at the Guelph General Hos- 
pital in Guelph, Ontario; teaching at the 
Poronto General Hospital school of 

nursing; and developing the role of 
clinical specialist at the Toronto Gen- 
eral Hospital. 

Sharon Oliver (R.N., The Montreal 


‘General H.; B.N., McGill U.) is a 
lecturer at Lakehead University school 
of nursing. She has had experience 
working as a public health nurse with 
the Victorian Order of Nurses in 
Montreal, as a classroom and clinical 
instructor at The Royal Edward Chest 
Hospital in Montreal, as a_ public 
health nurse with the Nova Scotia 
department of public health in Kings 
County, and as a lecturer in public 
health nursing at Mount Saint Vincent 
University in Halifax. 

Victoria Strang (R.N., St. Boniface 
General H., St. Boniface, Manitoba; 
B.N., U. of Manitoba) is a clinical 
assistant at Lakehead University. She 
has worked as ‘a general duty nurse at 
the St. Boniface General Hospital in 
Manitoba and as a lecturer at the Uni- 
versity of Manitoba school of nursing 
from 1967 to 1971. She has served 
on the nursing education committee of 
the Manitoba Association of Register- 
ed Nurses. 


§ William Alexander Ayotte (R.N., Regina 
} Grey Nuns’ H., Regina, Sask.; Reg. 
Psych. Nurse, Sask. Training School, 
Moose Jaw, Sask; dipl. nursing serv. 
admin., U. of Saskatchewan, Saskatoon) 
has been appointed assistant director 
of nursing at Prince George Regional 
Hospital in Prince George, British 
Columbia. 

Mr. Ayotte has had varied experience 
as a registered psychiatric nurse at the 
Saskatchewan Training School in Moose 
Jaw; as an operating room nurse at the 
Regina Grey Nuns’ Hospital and at 
Penticton General Hospital in Pentic- 
ton, British Columbia; and as a head 
nurse of a psychiatric unit and hospital 
supervisor at the Vernon Jubilee Hospi- 
tal in Vernon, British Columbia. 

He is an active member of the Reg- 
istered Nurses’ Association of British 

Columbia. 


| i 1973 
iba 


mn Le 


= 


ee OE ee. SF 


: a Lorraine G.J. Row- 
» son (RN. The 
General H. of Port 
Arthur, Thunder 
Bay, Ont.;  dipl. 
nursing educ., U. 
of Western Ontario, 
London; B.Sc.N., 
Lakehead U., Thun- 
Aa 4a der Bay) has been 
named curriculim coordinator at Lake- 
head Regional School of Nursing in 
Thunder Bay, Ontario. 

Ms. Rowson has worked as a staff 
nurse and teacher at The General Hos- 
pital of Port Arthur in Thunder Bay. 
From 1968 to 1972 she was a teacher 
at Lakehead Regional School of Nurs- 
ing. 


Helen L. Field has been appointed acting 
director of the St. Clair Regional school 
of nursing in Sarnia, Ontario. 
oo Ms. Field (R.N., 
; Brantford General 
H., Brantford, Ont.; 
dipl. teaching and 
admin., U. of To- 
ronto) was a nurse- 
teacher for three 
years at St. Clair 
Regional school of 
nursing. She has 
also worked at the Brantford General 
Hospital as a general duty and head 
nurse, and as an assistant director of 
nursing; and at the Sarnia General Hos- 
pital as an obstetrical head nurse, nurse 
teacher, and assistant director of nurs- 
ing education. 

She is a member of the Registered 
Nurses’ Association of Ontario and was 
president of the Brantford General 
Hospital Alumnae Association for three 
years. 


Hildy Neufeld (R.N., Winnipeg General 
H.; B.N., McGill U., Montreal) has 
been named assistant director, St. Boni- 
face General Hospital, School of Nurs- 
ing, St. Boniface, Manitoba. She was 
previously coordinator of continuing 
education for the Manitoba Association 
of Registered Nurses. 
Ms. Neufeld has 
held various posi- 
tions in Winnipeg 
and Montreal. At 
the Winnipeg Gen- 
eral Hospital School 
of Nursing, she was 
i a teacher and assist- 
— 7 ant director, inser- 
= Mi, vice education. At 
the Montreal General Hospital, she 
was a teacher from 1965 to 1971. She 
did general duty nursing at the Mont- 
real General and the Children’s Hospi- 
tal of Winnipeg. 
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From 1970 to 1971, she was 


is a nem 


ber of the nursing education committee 


Zz 


of the Association of Nurses of the — 


Province of Quebec. 


Raymond M. Thompson (R.N., Victoria 
General H., Halifax; B.Sc.N., and 
M.Sc.N., U. of Western Ontario, Lon- 
don) has been appointed assistant 
professor in the school of nursing 
at the University of British Columbia. 

a. Mr. Thompson has 
worked as a gen- 
eral duty nurse at 
the Nova Scotia 
Hospital in Dart- 
mouth, at the Toron- 
to General Hospital, 
and at the Wellesley 
Hospital in Toronto. 
From 1967 to 1969, 
he was an instructor in medical nursing 
at the Wellesley school of nursing. 


Patricia Hay has been appointed direc- 
tor of nursing service at Women’s Col- 
lege Hospital in Toronto. 
A graduate of St. 
John General Hos- 
pital, Saint John, 
N.B., she has held 
various positions 
there in nursing ser- 
vice. She has also 
had experience at 
the Boston Lying-In 
i Hospital, Boston, 
Massachusetts, U.S.A. 

Ms. Hay obtained a diploma in nurs- 
ing unit administration at the Univer- 
sity of Toronto, a bachelor of nursing 
at McGill University, and a master of 
health service administration at the 
University of Alberta. 


Peggy Saunders (R.N., Calgary Gen- 
eral H., Calgary, Alta.; B.N. and M.N., 
McGill U., Montreal) has been appoint- 
ed an assistant professor at the Univer- 
sity of British Columbia. 

: Ms. Saunders work- 
ed as a general duty 
nurse in hospitals in 
England, Australia, 
and New Zealand 
from 1949 to 1952. 
In Canada, she has 
worked as an office 
and OR nurse in 
Alberta; assistant 
Vancouver General 
Hospital, British Columbia; nursing 
instructor at Municipal Hospital in 
Medicine Hat, Alberta; nursing ins- 
tructor at Holy Cross Hospital and 
Foothills Hospital in Calgary, Alberta; 
and nursing lecturer at the University 
of Toronto and Red Deer College, Red 
Deer, Alberta, Y 


THE CANADIAN NURSE 49 


e 


i 


@ 


following are abstracts of studies 
from the Canadian Nurses’ 
tion Repository Collection of 
ng Studies. Abstract manuscripts 
prepared by the authors. 


Steels, Marilyn Margaret. Perceptual 
Style and the adaptation of the aged 
to the hospital environment. Cleve- 

— land, Ohio, 1972. Thesis (M.S.Nurs.) 
Case Western Reserve U. 


Hospitalization involves a loss of 
familiar environmental cues and ex- 
posure to new stimuli. Therefore, adap- 
tation is required of all persons admitted 
to hospitals. Several studies have fo- 
cused on mortality as an indicator of 
adaptation in aged persons admitted 
to institutions or otherwise relocated. 
In contrast, the present study examined 
the relationship between functional 
measures of adaptation and_field- 
dependence-independence in aged 
rehabilitation hospital patients. 

Field-dependence-independence was 
defined in terms of a subject’s ability 
to perceive items as separate from their 
context. Measures of adaptation used 
were: |. actual independence in activi- 
ties of daily living; 2. discrepancy 
between actual and potential independ- 
ence in activities of daily living; 3. 
mental status; 4. morale; 5. psycho- 
physiological behavior; and 6. social 
involvement. 

Data were obtained from 17 female 
and 13 male subjects 65 years of age 
and older, and from nurses responsible 
for their care ina rehabilitation hospital. 
All interviews were conducted during 
the second or third week of the subjects’ 
hospitalization. 

Degree of field-independence and 
level of morale were assessed from a 
subject’s performance on the Children’s 
Embedded Figures Test and his re- 
sponses to the Kutner Morale Scale. 
A modification of the Katz Index of 
Independence in Activities of Daily 
Living was used to obtain a nurse’s 
evaluation of each subject's perform- 
ance in activities of daily living. Men- 
tal status, psychophysiological behav- 
ior, and social involvement were asses- 
ed from nurses’ ratings of subject behav- 
ior on scales developed by the investi- 
gator. 

The hypotheses were tested by means 
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of correlation and difference-testing 
techniques. The Spearman rank order 
correlation, the Mann-Whitney U test, 
and the Kruskal-Wallis one-way analy- 
sis of variance were used. Significance 
was set at the .05 level. 

In this subject population, a greater 
degree of field-independence was 
significantly associated with relative 
independence in activities of daily 
living, optimal performance in activities 
of daily living, relatively normal mental 
status, higher levels of morale, relatively 
normal psychophysiological behavior, 
and greater social involvement. Addi- 
tional analyses revealed that degree of 
field-independence was not associated 
with the age or sex of the subjects. 

Of the variables used in testing the 
study’s hypotheses, only independence 
in activities of daily living was affected 
by the presence of diagnosed cere- 
brovascular disease. None of these 
variables was significantly affected 
by the number of previous hospitaliza- 
tions recalled by the subjects. 

These findings indicate a relation- 
ship between an aged person’s degree 
of field-independence and his func- 
tioning in the hospital environment. 
Therefore, hospital personnel should 
attempt to manipulate the hospital 
environment to support the functioning 
of field-dependent aged patients. 


Checkley, Kenneth Lloyd. 7/he influence 
of a human relations laboratory 
on the effectiveness of third-year 
psychiatric nurses. Edmonton, Allta., 
1971. Thesis (Ph.D.) U. of Alberta. 


This study was designed to determine 
the influence of an intensive short- 
term residential human __ relations 
laboratory experience on the effective- 
ness of third-year psychiatric nurs- 
ing students’ work with selected long- 
term hospitalized male psychiatric 
patients. 

Twelve female members of the 
third-year class of psychiatric nursing 
students at the Alberta Hospital, 
Edmonton, were selected for participa- 
tion in the project. Two groups of 
six each were formed, having been 
matched only on the criterion of nurs- 
ing aptitude as measured by the Nurs- 
ing Aptitude Test developed by Thelma 
Hunt. The experimental group partici- 
pated in a short-term human relations 


laboratory experience, while the control _ 
ooo? were subjected to a placebo 

rm of treatment. Prior to this treat- 
ment period, and again following it, 
each sutdent completed the following 
instruments: The California  Psy- 
chological Inventory, the Orienta- 
tion Inventory and the Personal Orien- 
tation Inventory. 

Following this aspect of the research 
project, three pairs of psychiatric 
nursing students were selected from 
the experimental group and _ three 
pairs from the control group. Each 
pair met daily for one hour with a_ 
selected group of long-term male pa-_ 
tients. Prior to the commencement — 
of the group sessions on the ward, — 
and again following their conclusion 
some four weeks later, each patient 
was assessed by a member of the | 
permanent nursing staff using the 
following instruments: The Hospital 
Adjustment Scale, The MACC_ Be- 
havioral Adjustment Scale and the 
Psychotic Reaction Profile. 

The data obtained were compared 
by the use of a one-way multivariate 
analysis and Hotelling’s T? statistic. 
There were no significant differences 
noted at the desired level (.05). The 
student nurses’ interactions during 
their involvement with the patients 
in the group to which they were as- 
signed were observed for ten-minute 
segments five times on the fifth, elev- 
enth, seventeenth, —_ twenty-second 
and twenty-seventh day of the four- 
week ‘research period. 

These data were recorded by use 
of Bale’s Interaction Record and were 
subjected to a_ two-factor analysis 
of variance with repeated measures 
on factor ‘B’. The Analysis revealed 
that the experimental group responded 
significantly more positively, interacted — 
more with their patients, and employed 
fewer negative comments than did — 
the control group. - 

This study did not reveal any sig- 
nificant changes in the personality — 
of the students participating in the 
research treatment. Neither did it 
reveal any changes in the behavioral 
adjustments of the patients involved. — 
However, it did reveal significant 
differences in the manner in which 
the experimental subjects interacted 
with their patients as compared w 
the interaction of the control subj 
with their patients. 
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Key Concepts for the Study and Prac- 
| tice of Nursing by Marjorie L. Byrne 
and Lida F. Thompson. 101 pages. 
_ Saint Louis, Mosby, 1972. 
Reviewed by Jennie M. Weir, Asso- 
ciate Professor, Faculty of Nursing, 
— University of Toronto, Toronto, 
Ontario. 


~The study of the natural and behavior- 
yal science, which is an integral part of 
‘nursing education, provides many 
‘valuable but isolated thoeries and 
“concepts that are relevant to man’s 
‘functioning as a united whole. The 
jpurpose of this book is to provide a 
perspective and framework for the 
‘synthesis and extension of these ideas 
‘in order to develop a greater under- 
‘standing of man when he is faced with 
‘a threat of illness. 

“The nursing profession as a whole 
thas not aligned itself solidly behind 
yany one frame of reference for nursing 
(practice. Therefore our rationale for 
ithe perspective presented in this book 
thas been made as explicit as possible 
‘to enable the reader to compare and 
‘contrast our approach with others so 
‘that individuals can identify for them- 
sselves the general framework they 
‘choose to utilize as a basis for their 
‘own nursing practice.” 

The authors proceed to give a 
*conceptual framework in a clear and 
‘logical fashion. The presentation of 
ithe concepts are well illustrated with 
‘diagrams and examples of behavior. 

Observation is recognized as a key 
iskill and a word is coined to describe 
What the nurse is observing, “organismic 
behavior,” defined as those observable 
features and actions that reflect man’s 
‘functioning as a unified whole within 
tthe environment in which he exists 
‘(internal and external). Factors which 
vaffect man’s ability to adapt to his 
‘environment are presented and 
‘summarized well at the end of the chap- 
‘ters. 

The final chapter, “A Framework 
‘for Nursing Practice,” “directs attention 
‘to the primary or central reason for the 
‘nursing profession’s existence as a 
separate professional entity: the role 
pof assisting the patient or potential 
patient to maximize his adaptive 
‘Oocesses in daily living so that he will 
able to function as effectively and 
iently as possible and to actualize 
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himself according to his nature.’ 

The book met its purposes well. 
It is readable and can be recommended 
for first-year baccalaureate students 
to help with self-teaching and for any 
faculty member interested in develop- 
ing a curriculum for first-year students 
that includes concepts that can be 
applied in any clinical setting. 


Principles of Medicine, Sed., by James 
Verney Cable. 743 pages. Christ- 
church, New Zealand, N.M. Peryer 
Ltd., 1972. 

Reviewed by Margaret Arklie, Lec- 
turer, School of Nursing, Dalhousie 
University, Halifax, Nova Scotia. 


In the fifth edition, the author highlights 
many recent advances in medical know- 
ledge, including sections on immunity, 
autoimmune disorders, heredity and 
disease, organ transplantation, and 
milli equivalent quantities. 

His style of writing simplifies these 
complex subjects. Examples are fre- 
quent and specific, illustrations are 
helptul, and excellent summaries are 
provided. The chapter, entitled “The 
Body Fluids,” is particularly well 
written. 

The author acknowledges the con- 
tribution of a nurse, June Gordon- 
Crosby, in the preparation of this 
up-to-date textbook. 

Although this textbook was written 
specifically for the nurses of New 
Zealand, I believe it would be a valu- 
able addition to any nursing library. It 
presents modern concepts clearly and 
concisely. 


Early Care of the Injured Patient by 

The Committee on Trauma, Ameri- 
can College of Surgeons. 441 pages. 
Toronto, Saunders, 1972. 
Reviewed by Mary G. Matiko, Lec- 
turer, School of Nursing, University 
of Saskatchewan, Saskatoon, Saskat- 
chewan. 


The purpose of this manual is well stat- 
ed in the preface: “to improve the qual- 
ity of care of the injured by providing 
a ready reference for physicians in the 
care of patients in the hospital.” This 
book could also be a valuable quick 


reference for nurses, physicians’ aides, — 
and all students in the health care pro- 
fessions. 

The comprehensive list of injuries is 
logically organized, with concise, clear, 
uncomplicated explanations. Many 
helpful diagrams are used to _illus- 
trate the treatment, eliminating the 
need for detailed explanations. The 
index is helpful in finding specific sub- 
jects. 

Some of the subjects in the manual 
are cardiopulmonary _ resuscitation, 
shock, infection, bites, general princi- 
ples of fracture treatment, legal as- 
pects, management of mass casualties, 
and common injuries to specific body 
systems and parts. There is a list of 
references for the legal aspects, though 
unfortunately a bibliography was not 
included in this manual. 

This book would be most useful in 
emergency departments, first-aid sta- 
tions, and centers where nurses are 
working independently and medical 
consultation is not readily available. 


The Development of the Infant and 
Young Child, 5ed., by RS. Illing- 
worth. 377 pages. London, England, 
Churchill Livingstone, 1972. Cana- 
dian Agent: Longmans, Don Mills, 
Ontario. 

Reviewed by Ruth Elliott, Lecturer, 
Pediatric Nursing, University of 
British Columbia, Vancouver, B.C. 


To reduce the vast quantity of available 
literature and information about devel- 
opmental assessment and normal devel- 
opment of infants and children, the 
author has updated and revised his 
book, originally published in 1960. He 
emphasizes the importance of a thor- 
ough understanding of the normal child 
and his development, before systematic 
assessment and diagnosis of children 
with physical, mental, or sensory prob- 
lems can be achieved. 

The author states the difficulties in- 
volved in developmental assessment 
and the problems inherent in correlat- 
ing assessments in infancy with intel- 
ligence tests in older children or to suc- 
cess in later life. Accurate analysis of 
inaccurate data is a mistake to be 
avoided. 

The need for knowledge of child 
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elopeicat by the physician is treated 
tically. Some reasons given are: 
hildren to be adopted should be accu- 
assessed prior to placement so 
adoptive parents are spared the disap- 
p pomitaag nt of receiving a child later to 
e diagnosed as having some physical 
ra or mental handicap; children who are 
_ presented to the doctor’s office or clinic 
may suggest the presence of a not-too- 
well defined symptom, often escaping 
accurate diagnosis and follow-up treat- 
ment. 

Also, the physician is often the per- 
son to give advice about behavior prob- 
lems encountered in the growing-up 
process of both normal children and 
those with handicaps. 

The author reviews extensively the 
history and research related to develop- 
mental testing, and deals with the ma- 
jor categories of developmental prob- 
lems’ ciusation — prenatal, perinatal, 
and environmental factors. 

His assessment of the newborn 
(normal, premature, and handicapped), 
with special reference to reflexes and 
reactions, is meticulously done. This 
section of the book is enhanced by 
photographs illustrating the infant 
responses discussed. 

The author deals with child devel- 
opment in other areas such as motor, 
speech, vision, hearing, understanding, 
and so on, and relates this to problems 
of physical and mental subnormality. 

The research the author quotes is, 
indeed, extensive and lengthy biblio- 
graphies appear at the end of each 
chapter. However, the book lacks ref- 
erence to much of the current research 
either completed or in progress at well- 
known North American centers devot- 
ed to child development. Perhaps in his 
attempt to be concise, the author has 
overlooked the new knowledge emerg- 
ing from excellent studies both in Can- 
ada and the United States. 

Since one of the great concerns of 
this decade is the reformation of roles 
in the health care team and, in partic- 
ular, the changing role of the nurse, 
I feel that ongoing developmental as- 
sessment, and program planning and 
execution for children and their fami- 
lies is no longer the prerogative of the 
physician alone. The author makes 
some reference to other health team 
members but rarely refers to the 
nurse as a resource for assessment, 
care, and follow-up. 

This book is written by a physician 
and intended for physicians. It has 
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Pregnancy, Birth and the Newborn 
Baby by Seymour Lawrence, Boston 
Children’s Medical Center. 474 
pages. New York, Delacorte, 1972. 
Canadian Agent: Fitzhenry and 
Whiteside, Don Mills, Ontario. 
Reviewed by Anne Kiss, Assistant 
Professor, McGill University, School 
of Nursing, Montreal, P.Q. 


This book was designed as “a compre- 
hensive guide to pregnancy, child- 
birth, and the first six weeks of a baby’s 
life,” according to the jacket comment- 
ary. Experts from obstetrics, pediatrics, 
anthropology, social work, psychiatry, 
and psychology contributed to the 
book. 

The health education department 
at the Boston Children’s Medical cen- 
ter organized it as a source book for 
parents, with the idea that parenthood 
is a significant part of life, that the 
physical, social, and emotional aspects 
of reproduction affect the quality of 
the experience, and that knowledge 
related to these areas is helpful in 
understanding the implications of 
becoming a parent. 

A broad view of childbearing is 
taken in the first section by Niles New- 
ton and Margaret Mead; the first 
author points out the changes in 
behavior not only of the parents but 
significant others in relation to child- 
bearing. The second describes changes 
occuring in the world, their impact on 
families, and the need to establish 
institutions that will meet the needs of 
childbearing women. Newton also gives 
documented advice that should prove 
extremely useful to the pregnant couple. 

The information in the sections on 
pregnancy; birth, including labor and 
delivery; and on the baby were well 
written, informative, and up-to-date. 
I would wonder if the pregnant couple 
might not learn more than they really 
cared to know about complications of 
pregnancy, labor, and delivery, such 
as anencephaly and so on. However, if 
they had already heard about such 
problems, it could be helpful to get 
straightforward information. 

Aspects of psychological adaptation 
are dealt with clearly and in a helpful 
way. The impact of parenthood, the 
growth of maternal love, and the to- 
be-expected conflicts, mothering 
responsibilities, and personal goals 
are discussed, 

In this day of difficulty in obtaining 
appointments with pediatricians, some 
of the suggestions in the chapter, “Your 
Baby’s Doctor,” are a bit less than 
realistic. For example, it is suggested 


a ber 
by is bed. in order that 
parents and doctor get to know e 
other. The baby would be bo 
before the appointment could be kept, 
in many cases. 

There are useful chapters on in- 
fertility, abortion, and genetics, which 
are sources of up-to-date information, 
The entire book is readable. 

No book can be the answer to all 
questions, but I feel that the young 
couple who copes with situations by 
seeking knowledge would find this a 
useful book. It does not replace Dr. 
Spock but does add some new dimen- 
sions. Also, two young pregnant 
friends have already asked to borrow 
the books, so a very small sample al-_ 
ready expects value from it. | am sure 
professionals working with childbearing 
families would also be interested. 


Understanding Electrocardiography: — 
Physiological and __ Interpretive 
Concepts by Edwin G. Zalis and 
Mary H. Conover. 192 pages. Saint 
Louis, Mosby, 1972. 

Reviewed by Patricia Styran, Faculty 
of Nursing, University of Toronto, 
Toronto, Ontario. 


In order for the nurse in the coronary 
care unit to function effectively, she 
must be able to recognize cardiac 
arrhythmias quickly and accurately. 
Ideally this skill is the result of a: 
working knowledge and understanding - 
of electrocardiography. This book was 
written to provide knowledge and un- 
derstanding for nurses, as well as for’ 
general practitioners, medical students, 
and paramedical personnel. 

Beginning with the basic anatomy 
and physiology of the heart, the authors” 
have set forth in a logical and com- 
prehensive manner the electrophysi- 
ology of the normal heart with consider- 
able detail on vector cardiology, axis” 
and axis deviation, and the lead sys- 
tems. Diagrams are plentiful, well! 
labeled, and effectively used to illus- 
trate these. 

The major portion of the book pro- 
vides excellent coverage of arrythmias’ 
with adequate sample tracings and test’ 
tracings at the end of each chapter. 
One of the highlights of this book is” 
the inclusion of much material that is’ 
not often found in such detail in many ( 
of the usual coronary care nursing” 
textbooks. Bt 

Whole chapters are given to such 
topics as aberrant ventricular con- 
duction, preexcitation, dual rhythms, 
fusion beats, and bundle branch blocks. 
with detail on hemiblocks. Changes 1 in 
the electrocardiogram due to area 0 
infarction, necrosis, injury, ische 
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70160. INTENSIVE NURSING CARE. Second 
Edition. Frances Storlie, R.N., M.S. With Eliza- 
beth Rambousek, R.N., M.S. and Eutha Shannon, 


R.N., M.S. Acute pulmonary problems ...cardiac 
nursing . . . gastrointestinal crises . . - Poisoning 
remedies... intensive care after obstetric surgery 


and complicated childbirth. Required reading for 
all nurses. $10.50 


48190. FAMILY THERAPY. Gerald H. Zuk, 
Ph.D. Offers a wealth of clinical wisdom for the 
nurse whose patients often present family prob- 
lems. Parent-child conflicts . . . strained relations 
. . . teenagers who use drugs .. . techniques of 
family therapy. $12.95 


44460. EMERGENCY-ROOM CARE. Second 
Edition. Edited by Charles Eckert, M.D. Basic 
guides for action . . . cardiac emergencies . . . 
obstetrical and gynecological emergencies f 
treatment of wounds . . . orthopedic injuries. A 
splendid new guide that will arm you to cope 
with any case coolly, efficiently and swiftly. $14.00 


56130. INTERPRETATION OF DIAGNOSTIC 
TESTS. Jacques Wallach, M.D. Practical guide 
to more than 900 laboratory tests—instantly tells 
you¢what the results of any tests signify and 
what normal values are in any test run on your 
patients. $10.00 


49390. FUNDAMENTALS OF HUMAN SEX- 
UALITY. Herant Katchadourian, M.D., and 
Donald Lunde, M.D. Two experienced sex re- 
Searchers present a total modern guide for the 
health professional that covers all physical as- 
pects of sex (from techniques of intercourse to 
the roles of sex hormones). $15.00 


40570. THE CORONARY CARE UNIT. William 
Grace, M.D., and Victor Keyloun, M.D. Spells 
out the life-saving techniques, nursing methods, 
and organization needed in the CCU. Laced with 
handy tables and illustrations of electrocardio- 
grams, $8.50 


56361. INTRODUCTION TO OPERATING 
ROOM TECHNIQUE: Fourth Edition. Edna 
Cornelia Berry and Mary L. Kohn. Details sterile 
technique, positioning and draping, your duties 
and procedures at every stage of surgery. Filled 
with tips to make your performance shine in the 
operating room. $8.95 


60430. MANUAL OF MEDICAL THERAPEU- 
TICS: 20th Edition. Edited by Michael Rosen- 
feld, M.D. Step-by-step guide to management of 
common medical conditions. Spells out treatment 
procedures, drug usage, danger signs. Prized for 
its absolute reliability and geared to action. $7.50 


72970. PSYCHOSOCIAL NURSING. Frances 
Monet Carter Evans. Classifies all mental dis- 
turbances and reveals the nursing techniques that 
work best with unbalanced patients — from the 
paranoid to the woman who has just undergone 
a mastectomy. $: 
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85690. UROLOGIC NURSING. John G. Keuh- 
0 a M.D., F.A.C.S. and Virginia Sanders, 
R.N., M.A. Analyzes the structure and function 
of the normal urinary tract, demonstrates the 
methods of urologic diagnosis and covers the 
most often performed urdlogic surgery. $9.95 


63111. MODERN PERSPECTIVES IN PSYCHO- 
OBSTETRICS, Edited by John G. Howells, M.D. 
A new and different look at pregnancy and birth. 
Covers material that is most timely in view of 
current emphasis on, and interest in, the psycho- 
somatic aspects of both obstetrics and gynecology. 
Counts as 2 of your 3 books. $20.00 


35960. BEHAVIOR AND ADAPTATION IN 
LATE LIFE. Edited by Ewald Busse, M.D., and 
Eric Pfeiffer, M.D. A virtual encyclopedia ot 
aging that will help you on every front in nursing 
the elderly. $13.50 


64980. THE NURSE’S GUIDE TO DIAGNOSTIC 
PROCEDURES, Ruth M. French. Everything 
you need to know about hundreds of diagnostic 
procedures—from basic urinalysis to the remark- 
able new scanning tests of nuclear medicine. $7.95 


64940. NURSING MANAGEMENT FOR PA- 
TIENT CARE. Marjorie Beyers and Carole 
Phillips. For nurses at every level, sage advice 
on communicating effectively (to higher- -ups and 
staff), planning patient care, boosting produc- 
tivity, and much more. $9.50 


64960. NURSING OF PEOPLE WITH CARDIO- 
VASCULAR PROBLEMS. Sister Catherine 
Armington and Helen Creighton. The latest on 
nursing care for every type of cardiovascular 
case — radical heart surgery, cor pulmonale, 
stroke, rheumatic fever, peripheral vascular 
diseases. $9.50 


67641. PEDIATRICS. Edited by Mohsen Ziai, 
M.D. A major, 1000-page medical guide on care 
of the child from prenatal stages through adoles- 
cence. Details diseases, treatment, major emer- 
gency conditions, developmental guides, and more. 
Softbound. $11.50 


70090. PRINCIPLES AND PRACTICE OF IN- 
TRAVENOUS THERAPY. Ada Lawrence Plumer, 
R.N. For the nurse who wants to specialize in 
this exciting field, for the staff nurse who must 
maintain infusions, and for all nurses who want 
to be ready for any emergency, $9.00 


32600. ALL ABOUT ALLERGY. M. Coleman 
Harris, M.D., and Norman Shure, M.D. Com- 
plete guide to the causes, prevention, treatment 
and cure of allergic diseases. Illustrated. $7.95 


52230. HANDBOOK OF DRUG INTER- 
ACTIONS. Gerald Swidler. The interactions of 
more than 1300 drugs, telling which other drugs 
must be avoided with a specific drug, preferred 
methods of administering, danger signs to oes 
for. 5. 


32160. ACUTE CORONARY CARE. Geraid H. 
Whipple, M.D., and Others. Comprehensively 
prepared by two M.D.s and three R.N.s, this 
handbook is the most complete and useful nurs- 
ing guide to coronary care available. Tells what 
new techniques and tests are available, and much 
more. $14.50 


72990 PSYCHOSOCIAL ASPECTS OF TER- 
MINAL CARE. Edited by Bernard Schoenberg, 
M.D., and Others. A host of experts show how 
to cope with your own anxieties, help the patient 
cope with his . . . new institutional arrangements 

. new ‘psychological skills to apply. $12.50 


32450. THE AGED ILL, Dorothea Jaeger and 
Leo Simmons. Path-breaking study of the me- 
thods and skills needed to cope with the unique 
problems of the aged. Pinpoints new directions 
that future geriatric care will take. 9.95 


60470. MANUAL OF SURGICAL THERA- 
PEUTICS. Second Edition. Robert Condon, 
M.D., and Others. Step-by-step guide to pre- and 
post-operative care, emergencies, recovery prob- 
lems, drugs, and every other aspect of surgical- 
patient care. Spiral-bound and action oriented. 

$7.50 


=e = MEMBERSHIP APPLICATION = ome 


The Nurse’s Book Society 6-10U 
Riverside, New Jersey 08075 i 


Upon acceptance of this order, please enroll 
me as @ member and send me the three books 
I have indicated. Bill me only 99c each, plus 
postage and handling. If not delighted, I will 
| return all books within ten days and this 
membership will be cancelled. As a member, I 
need accept only three more selections during 
{ the next 12 months at reduced member prices, 
plus postage and handling. Savings range up 
to 30% and occasionally even more. 
| I understand that I will receive free advance 
Reviews which fully describe each month’s 
Main Selection and Alternates. If I wish the 
j Main Selection, I need do nothing and it will 
be sent automatically If I prefer an Alternate 
—or no book at all—I need only return the 
i convenient reply card you send me by the date 
specified. Send no money. Members are billed 
| when books arrive. 


3 books for 99c each. (write in numbers) 


| 


Name 


Some expensive books count as 2 choices 


Address 


City State —Zip 
Book selections purchased for professional pur- 
poses may be a tax-deductible expense. (Offer 
good in Continental U.S. and Canada only. 
Prices slightly higher in Canada.) 
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pertrophy, drugs, and electrolytes are 

pe cia fod well depicted. Valuable 
mntent on pacemakers and electrical 
azards of ECG monitoring is included. 
This book is perhaps a bit advanc- 
ed for a beginning graduate nurse in 
o the coronary care unit. For the nurse 
who is experienced and is keen to 
__ inerease her knowledge and under- 
standing of electrocardiography, this 
book is excellent. 


The Cardiac Patient: A Comprehensive 
Approach (Saunders Monographs in 

~ Clinical Nursing —2) by Richard 
G. Sanderson. 548 pages. Toronto, 
Saunders, 1972. 
Reviewed by Dorothy V. Clevely, 
Nurse-in-Charge, Intensive Coronary 
Care Unit, Shaughnessy Hospital, 
Vancouver, B.C. 


The author’s objective is to provide the 
cardiac nurse, medical and surgical, 


with a more thorough understanding of 


heart disease in its many forms, of the 
processes underlying these conditions, 
and the therapeutic and diagnostic 
techniques used in the management of 
the cardiac patient. He has a logical 
approach; starting with detailed em- 
bryology, anatomy, and physiology 
of the heart, he proceeds through the 
medical, surgical, and nursing aspects 
of care of the cardiac patient. 

Many cardiac conditions are dis- 
cussed, including congestive failure, 
valvular heart disease, pericarditis, and 
myocardial infarction, each with the 
etiology, clinical manifestations, treat- 
ment, and prognosis. 

Of particular interest is the chapter 
dealing with closed and open heart 
surgery. The procedures are described 
in detail and are well illustrated. Con- 
ditions for which surgery is indicated 
are briefly outlined, and the complica- 
tions that may occur are described in 
greater detail. Also discussed in this 
chapter is the heart-lung machine, its 
use and function in open heart surgery. 

The nursing aspect is well presented 
and includes the systematic assessment 
of patients’ conditions, the observa- 
tion, interpretation, and portent of 
cardiac arrhythmias, and of the therapy 
that may be used to treat or control 
them. 

Specialized equipment used in in- 
tensive care units is mentioned briefly 
to point out its uses, limitations, and 
the problems frequently encountered. 

There is an excellent chapter dealing 
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chapters on cardiac drugs, respiratory 


' ieee y, as well as 
care of the cardiac patient, cardio- 
pulmonary resuscitation, and diagnostic 
techniques. In the latter, there is an 
excellent discussion of cardiac catheter- 
ization. 

This is a book that should prove of 
value not only to nurses in intensive 
cardiac care units, but also to those 
providing all other phases of care for 
the cardiac patient. 


Parents and Children in the Hospital: 
The Family’s Role in Pediatrics by 
Carol B. Hardgrove and Rosemary 
B. Dawson. 276 pages. Boston, 
Little, Brown, 1972. Canadian 
Agent: Lippincott, Toronto. 
Reviewed by Mona Callin, Nursing 
Instructor, Dawson College, Mont- 
real, Quebec. 


During the last three decades, there has 
been a growing awareness among pro- 
fessional people of the importance of 
meeting the emotional and develop- 
mental needs of young children in 
hospital. 

The authors’ interest in the well- 
being of preschool children and their 
professional experience clearly indicat- 
ed the need for more people to under- 
stand children’s reactions to hospitaliza- 
tion. So they undertook a research 
project to discover what new and 
innovative programs were currently 
being carried out by hospitals that were 
known to have embarked on policies 
stressing the emotional and develop- 
mental health of children. 

The question of the family’s role in 
pediatrics is a much discussed one 
about which most people working in 
pediatric settings have some strong 


GRAND TOUR OF EUROPE 
22 DAYS 


Departure July 30th from Toronto 
and Montreal by scheduled air to - 


HOLLAND 

WEST GERMANY 
AUSTRIA 

ITALY (a week) 
SWITZERLAND 
FRANCE 
ENGLAND 
BELGIUM 


First Class accommodation with 
bath, meals, air-conditioned buses. 


Write for brochure to your exper- 
ienced W.T.I. host - 


Reverend Harold Burgess, 
4258 Bloor Street West, 
Etobicoke, Ontario. 

Tel.: 621-1706 


iss ie opinions, The authors. 
must have ideas and opinions, but 
are not evident in their book. The book 
is a dispassionate but extremely read- 
able and interesting report of a research 
study. The authors do not challenge the 
views held by the reader but, through 
excerpts from policy statements and 
other documents, descriptions of situa- 
tions, factual reporting of incidents, and 
verbatim quotations from conversa- 
tions, allow the problem and the pro. 
grams to speak for themselves. 

The book describes programs and) 
activities being carried out in 14 hos- 
pitals and medical centers in the United 
States. The sample includes university 
hospitals, large public institutions, and 
smaller community centers. Some hos- 
pitals are trying new approaches in old 
facilities, others have planned new 
buildings with the new approaches in) 
mind, and others are quietly going on 
with the “old” approaches, such as. 
Tufts-New England Medical Center’s, 
home care program, which was inaugur-. 
ated in 1796. 

The evidence collected in the study 
suggests that the persons involved inj 
these innovative and successful pro-. 
grams do not hold all the usual tradi-. 
tional values. It appears that the success) 
of an innovative project, such as a 
“mothering-in” program for premature: 
infants, is preceded by some change in’ 
the beliefs of the persons involved about’ 
the traditional role of the hospital and) 
its staff. 

The comments of staff participating 
in these special programs suggest that 
treating the child and his family as peo-. 
ple is rewarding. Perhaps this is because’ 
relating in more personal ways to chil- 
dren and their parents allows each staff 
member to expand his role and to be 
more of a person. It appears that rela- 
tionships between members of the health” 
team also change and become more re- 
warding. 

This valuable book is of importance 
to all persons interested in the health) 
care of children. 


Teaching the Mentally Retarded Child: 
A Family Care Approach by Kathryn’ 


E. Barnard and Marcene L. Powell. 
158 pages. Saint Louis, Mosby, 
1972. 


Reviewed by Bernice Lovering, R. N, 
M.Ed., Coordinator of Staff Develop 
ment, ‘Mental Retardation Service. 
Branch, Ontario Ministry of Health 
Toronto, Ontario. 


Today’s trend in mental retardation 
toward supporting the individual in hi 
home and local community. To m 
this objective, it is imperative th 
everyone participating in the devel 
ment of a retarded person know 


h “ ’ 

i . 

techniques used to assist them in achiev- 
_ ing their maximum potential. 

_ In this book, a family care approach 
_ specifically directs its concern to those 
_ techniques used to develop the potential 
- of young children. The first portion of 
the book is directed toward developing 
_ within the reader an awareness of the 
concepts related to child development, 
handicapping conditions, nursing care 
approaches to handicapped children, 
- and family dynamics associated with 
this handicap. 

The second portion of the book 
focuses on a method for assessing the 
developmental and functioning level of 
a child. The Washington guide to 
promoting development in the young 
child is presented in its entirety. This 
guide treats various aspects of develop- 
ment, such as motor, language, disci- 
pline, and so on, by identifying the 
expected tasks from one to 52 months 
inclusive. Each set of expected tasks is 
accompanied by suggested activities 
that are oriented to promoting develop- 
ment within the specific area. 

The final section is devoted to out- 
lining principles, techniques, and sug- 
gested activities that may be used to 
develop motor, self-feeding, toileting, 
§} dressing, and play skills. Discipline for 
# the young child is viewed as an educa- 
§ tional process. 
| This book presents a practical ap- 
— proach to training mentally retarded 
® young children. It could be used as a 

handbook for nurses, in particular 
® public health nurses, parents, and para- 
® professional staff in residential facilities 
® for the retarded. go 


| AV aids 


y FILMS 
0 The following 16mm films have 
been placed in the National Health and 
Welfare Film Library, located at the 
'Canadian Film Institute, 1762 Carling 
™@ Avenue, Ottawa K2A 2H7. 
Help Is (sound, color, 16mm, 16 
§ min., 1971) deals with first-aid at the 
roadside (see “AV Aids,” Sept. 1972, 
\§  p.64.) 
’ Being (sound, color, 21 min., 1972) 
was produced for the Canadian Reha- 
bilitation Council for the Disabled. It 
/won the top award, non-scientific cate- 
gory, in the world-wide film competi- 
i tion at the World Congress of the Inter- 
‘National Society for Rehabilitation of 
“§ the Disabled, held in August 1972. 
| This film focuses on society’s attitudes 
| toward the person who has a disability. 
| Barnet (sound, color, 48 min., 1971) 
™ MARCH 1973 
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gives a complete account of the con- 
ception, gestation, and birth of a child, 
using animation and photographs to 
tell the story of a young couple having 
its first baby. Accounts of pre- and 
postnatal care are included. 

Methods of Family Planning (sound, 
color, 18 min., 1972) illustrates and 
explains rhythm, symptothermique, 
oral contraceptives, diaphragm, intra- 
uterine device, chemicals, condom, 
vasectomy, and tubal ligation (see “AV 
Aids,” Sept. 1972, p.64). 

Death and Mourning (sound, 60 
min., 1970) is part of the series “Chil- 
dren in Conflict” produced for Brown- 
dale, with the cooperation of the CBC. 
The films communicate the feelings 
and experiences of the children in the 
residential treatment program at War- 
rendale. 

VD — Name Your Contacts (sound, 
color, 22 min., 1968), VD: Every 
Thirty Seconds (sound, color, 17 min., 
197i, see “AV "Ards; Decs 1972, ‘p. 
52), and You Got What? inform young 
people about various aspects of veneral 
disease. 


() About Conception and Contra- 
ception, produced by the National 
Film Board of Canada, 16mm, color, 
14 minutes. Reviewed by Carol Mc- 
Pherson, past program officer for the 


WANTED 


REGISTERED NURSES 


Work & Play 
in 
Sunny Southern California 


TORONTO INTERVIEWS ... 
MARCH 8, 9, 10, 1973 


Advance airfare, $904.00 starting salary, free 
temporary housing, visa & license assistance, 

® lower cost of living, year-round outdoor climate, 
etc. 


Authorized Recruiters represents 
over 40 hospitals. 


FOR INTERVIEW — 
COME IN OR CALL 


DAVID CHEN 


AT ROYAL YORK HOTEL 
100 FRONT STREET, TORONTO 
368-2511 


or send resume to: 


Professional Nurse Recruiters 
1316 Wilshire Bivd., Los Angeles, Calif. 90017 


la eat rry 


International Development 
Centre, Ottawa. 

This brief, animated film deals with — 
conception and contraception in a clear, 
explicit fashion. The explicit and slight- _ 
ly amusing approach has a desensitiz- 
ing effect on audiences. These factors, — 
plus the fact that no attempt is made to 
deal with all aspects of family planning 
and contraception, result inan excellent — 
basic teaching aid. 

The direct simplicity of the film and 
the lack of editorializing allows the 
teacher to adapt his presentation to the 
type of audience he is dealing with. 

An information sheet and poster 
accompany the film, which is available 
on loan from NFB offices. 


FILM CATALOGS 

O Multimedia Catalogue for Educa- 
tion is a 41 -page film catalog that covers 
filmstrips, kits, tape, and Super 8mm. 
This catalog, which also includes items 
on health, drugs, and medical careers, 
is available from International Tele- 
Film Enterprises, 221 Victoria Street, 
Toronto 205, Ontario. 

This Is Where We Live, a four-page 
catalog of films on ecology suitable for 
students of all ages, is also available 
from International Tele-Film Enter- 
prises. 


LITERATURE AVAILABLE 

OO Willy and the Wheeze is a new 
booklet available free of charge from 
the York-Toronto Tuberculosis & Re- 
spiratory Disease Association, 157 
Willowdale Ave., Willowdale 441, 
Ontario. Written by Helen Barron for 
young asthmatic patients four to ten 
years old, this booklet describes the 
disease in a clear and simple way and 
tells the children how they can help 
control it. Asthmatic children learn 
from this publication that Willy can 
play and have fun, but if he gets tired 
or thinks he is going to start wheezing, 
he should rest. 


CJ Three reports are available from 
the Publication Sectien, Canadian 
Council on Social Development, 55 


Parkdale Ave., Ottawa, Ont. KIY 
LES: 
Proceedings — Canadian — Confer- 


ence on Day Care, June 20-23, 1971, 
71p., includes the keynote address by 
Dr. Frederick Elkin, four responses to 
this address, a report on the CCSD 
National Day Care Study, reports and 
recommendations from the discussion 
groups, and the conference summation. 
Day Care — Report of a National 
Study by the Canadian Council on So- 
cial Development, 1972, 133p., con- 
tains the summary of the study findings 
and implications, with four major 
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od haan Appendices include 
of provincial day care legis- 
‘a report of a survey of cam- 
_ pus sees care facilities. 

The  One-Parent 1971, 


Family, 


167p., is a report of a CCSD inquiry 


on one-parent families in Canada, bas- 


ed on interviews with 113 heads of 


such families. 


OO Drugs — Handle With Care is a 
revised edition of a popular booklet 
recently released by the department of 
health and welfare. 
booklet includes updated information” 


This bilingual: 


on drug safety cartoon illustrations. 
Copies are available from: Education- 
al Services, Health Protection Branch, 
Department of Health and Welfare, 
Ottawa KIA OL2. 


QO) A number of family planning pub- 
lications are available free of charge 
from the Family Planning Division, 
Department of Health and Welfare, 
General Purpose Building, Ottawa, 
Ontario. These include pamphlets and 
booklets written for adolescents, adults, 
nurses, and unwed mothers. Some are 
available in several languages. oe 


2. OB 


disposable medical devices developed by 
doctors to meet basic OB requirements 


AMNIHOOK* 


disposable amniotic 
membrane perforator 


Offers a better way to rupture the 
amniotic membrane when inducing 
labor. Its operative end is rounded 
and blunt, with a protected point. 
Because it is not spear-shaped, 
there is less likelihood of trauma- 
tizing the cervix and vaginal vault. 
With the AmniHook the doctor does 
not poke at the membrane but 
merely snags it. By drawing back 
on the instrument, he ruptures the 
membrane without endangering the 
fetus. Approximately 1014 inches 
long, the unit is made of high-grade 
plastic. Each sterile AmniHook is 
individually packaged. 


DOUBLE-GRIP® 


CORD-CLAMP 


quick and secure ligation 
of the umbilical cord 


The serrated jaws of the Hollister 
Cord-Clamp hold the clamp firmly 
in place and maintain a constant 
pressure on the cord as it dries, 
eliminating the dangers of seep- 
age. No dressings are needed. The 
Cord-Clamp has a wide jaw opening 
and contoured fingertips for easy 
application. To insure against 
opening, the Cord-Clamp has a 
permanent blind closure. For re- 
moval, usually after 24 hours, the 
clamp is cut at the hinge with the 
special clipper provided. The light- 
weight, disposable Cord-Clamp may 
be autoclaved or purchased in in- 
dividual sterile packets. 


HOLLISTER 


write for free samples, prices and information 


HOLLISTER INCORPORATED + 21] EAST CHICAGO AVENUE, CHICAGO, ILLINOIS 6061! 
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accession list 


Publications on this list have been re- 
ceived recently in the CNA library 
and are listed in language of source. 

Material on this list, except reference 
items, may be borrowed by CNA mem- 
bers, schools of nursing and other 
institutions. Reference (R) items (ar- 
chive books and directories, almanacs 
and similar basic books) do not go out 
on loan. Theses (a/so R) are on Reserve 
and may go out on interlibrary loan 
only. 

Request for loans should be made 
on the “Request Form for Accession 
List” and should be addressed to: The 
Library, Canadian Nurses’ Association, 
50, The Driveway, Ottawa, Ont. K2P 
TE2: 

No more than three titles should be 
requested at any one time. 


BOOKS AND DOCUMENTS 


1. Abrégé de gynécologie et d'obstétrique, 
par Henri de Tourris et R. Henrion. Paris, 
Masson, 1972, 487p. 

2. Appraising managers as managers, by 
Harold Koontz, Toronto, McGraw-Hill, 
1971, 239p. 

3.C.A.U.T. handbook. Ottawa, Canadian 
Association of University Teachers, 1971. 
87p.R 

4. Children in Canada: residential care, by 


Quentin Rae-Grant and Patricia J. Moffat. 
Toronto, Canadian Mental Health Associa- 
tion, 1971. 127p. 

5. The Chinese art of healing, by Stephan 
Palos. Toronto, Bantam Books, 1972. 237p. 
6. Clinical obstetrics and gynecology, v.14, 
no.4. New York, Harper & Row, Dec. 1971. 
1344p. 


7. The composition and function of body 


fluids. by Shirley R. Burke, St. Louis, Mos- 


by, 1972. 100p. 
8. Counseling, and — student 
development in nursing, education, by Law- 
rence Litwack et al. Toronto, Saunders, 1972. 
243p. 

9.A degree and what else? correlates and 
consequences of a college education, by 
Stephen B. Withey. New York, McGraw- 
Hill, 1971. 147p. 

10. Ear, nose and throat; a short textbook, 
by P.M. Stell et al. London, English Uni- 
versities Press, 1971. 15Sp. 

11. Early care of the injured patient, by 
the American College of Surgeons, Com- 
mittee on Trauma. Toronto, Saunders, 1972. 
44Ip. 

12. Emotional care of hospitalized children; 
an environmental approach, 
Petrillo and Sirgay Sanger. Toronto, Lippin-_ 
cott, 1972. 259p. 


evaluation 
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by Madeline” 


13. Family therapy: a triadic-based approach, 
by Gerald H. Zuk. New York, Behavioral 
Publications, 1971. 239p. 

14. Fundamentals of anesthesia care, by 
/Betty J. Smith, St. Louis, Mosby, 1972. 120p. 

15. Good health; personal and community, 
Benjamin F. Miller and John J. Burt. 3ed. 
‘Toronto, Saunders, 1972. 494p. 

16. /n sickness and in health; reflections 
son the medical profession, by Earle P. 
‘Scarlett. Edited by Charles G. Roland, 
‘Toronto, McClelland and Stewart, 1972. 
1253p. 

17. Learning experience guides for nursing 
students, vol. 1. New York, Wiley, 1970. 2 
‘cassettes and audio tape guide. 

18. Man as the measure: the crossroads, by 
‘Daniel Adelson. New York, Behavioral 
}Publications,, 1972. 146p. (Community 
)psychology series no.1) 

19. Managing associations for the 1980's, 
‘by Robert M. Fulmer. Washington Founda- 
jtion of the American Society of Association 
!Executives, 1972. 103p. 

120. The Merck manual of diagnosis and 
therapy, by Merck and Company, Inc. 12ed. 
}Rahway, N.J.. Merck Sharp & Dohme 
!Research Laboratories, 1972. 1964p.R 

121. Microbiology in modern nursing, by H.1. 
‘Winner. rev. London, English Universities 
/Press, 1970. 184p. 

122. New standard reference for secretaries 
and administrative assistants, by J. Harold 

Janis and Margaret H. Thompson, New 
York, Macmillan, 1972. 801 p. 

23. The new world secretarial handbook. 
\Edited by A. E. Klein. rev. New York, World 
/Publishing, 1972. 659p. 

24. The newborn and the nurse, by Mary 
jLou Moore. Toronto, Saunders, 1972. 290p. 
25. Obstetrics and gynaecology for nurses, 
‘by Gordon W. Garland et al. 3ed. London, 
‘English Universities Press, 1971. 205p. 

26. Ophthalmology, by lan M. Duguid and 
Anne A. Berry. London, English Universi- 
ities Press, 1971. 150p. 

27. Organization research on health institu- 
tions. Edited by Basil S. Georgopoulos. Ann 
Arbor, Mich., Institute for Social Research, 
‘University of Michigan, 1972. 418p. 

28. Outline of fractures including joint in- 
juries, by John Crawford Adams. 6ed. Edin- 
!burgh, Churchill Livingstone, 1972. 312p. 
129. Personal health behavior in 
jsociety, by John J. Burt and Benjamin 
'F. Miller. Toronto, Saunders, 1972. 417p. 
130. The pills in your life, by Michael Hal- 
tberstam. New York, Grosset & Dunlap, 
11972. 200p. 

131. Poverty and the child; a Canadian study, 


today’s 


by Thomas J. Ryan. Toronto, McGraw- 


PHill, 1972. 254p. 

132. Practical approaches to effective func- 
Mioning of the department of nursing service; 
4 guide for administrators of nursing service. 
"Chicago, American Hospital Association, 
11972. 85p. 

33. Practical nurse nutrition education, by 
‘Alberta Dent Shackelton. 3ed. Toronto, 

unders, 1972. 306p. 
34. Le prix de la santé par Jean-Luc Migué 


et Gérard Bélanger. Montréal, Hurtubise 
HMH, 1972. 238p. 

35. Psychiatric nursing as a human exper- 
ience, by Lisa Robinson. Toronto, Saun- 
ders, 1972. 352p. 

36. Ouick medical terminology, by Genevieve 
Love Smith and Phyllis E. Davis. New York, 
Wiley, 1972. 248p. 

37. Rehabilitate aspects of acute and 
chronic nursing care, by Ruth Perin Stryker. 
Toronto, Saunders, 1972. 236p. 

38. The senseless sacrifice: a black paper 
on medicine, by Heward Gratttey, Toronto, 
McClelland and Stewart, 1972. 166p. 

39. Smiling through tears. Vol. 2: Experience 


as a nurse, by Vera Ernst McNichol. 408p. 
40. Some objective approaches to evaluation; 
case presentations. New York, National 
League for Nursing, 1972. 57p. (League ex- 
change no. 98) 

41. Study of auxiliary nursing personnel and 
their position in relation to national nurses 
associations. Summary report by Helen 
Foerst. Geneva, International Council of 
Nurses, 1972. 69p. 

42. Styles of address; a manual of usage in 
writing and speech, by Howard Measures. 
3ed. Toronto, Macmillan, 1969’ 161p.R 

43. A systematic approach to the nursing 
care plan, by Marlene Glover Mayers. New 


aes 


SE EAE UE 


_ MODEL No. 789 
_ Portable Aspirator 
_ with 32 oz. graduated 
- collection bottle 


at the nurses’ station. 


wards of 22’’ vacuum in seconds. 


positive control of suction. 


also available. 


m When immediate bedside aspiration is needed 
this Model 789 portable unit is indispensable 


m Light weight and compact, it occupies less than 
1 square foot of shelf space and provides up- 


m Equipped with precision regulator valve and 
gauge calibrated in inches and centimeters for 


m Patented safety overflow valve automatically 
shuts off system if moisture occurs beyond 
suction bottle, preventing damage to pump. 


Larger, heavy duty aspirators with up to 25” vac- 
uum, both portable and stand mounted models, are 


See your surgical supply dealer or write: 


GOMCO SURGICAL 


MANUFACTURING CORPORATION 
828 East Ferry Street 


MODEL No. 797 


Aspirator with 
1 gal. graduated 
collection bottle 


Buffalo, New York 14211 


THE CANADIAN NURSE 57 


practice, by Virginia Frye and 
Peters. Harrisburg, Pa., Stackpole 
0k: 1972. 223p. 
6. Toward an industrial gerontology; an 
uroduction to a new field of applied re- 
-and service. Washington Seminar on 
strial Gerontology, 1968, edited by 
‘old L. Sheppard. Cambridge, Mass., 
nkman, 1970. 16Sp. 
iy & 20,000 medical words, by Robert W. 
Prichard and Robert C. Robinson. Toronto, 
McGraw-Hill, 1972. 269p. 
48. Using the library: the card catalog, by 
Charles I. Bradshaw with Marvin E. Wig- 
gins and Blaine Hall. Provo, Utah, Brigham 
Young University Press, 1971. 104p. 
49. Working together. A study of coordina- 
tion and cooperation between general prac- 
titioner, public health and hospital services. 
London, King Edward’s Hospital Fund for 
London, 1968. 76p. 
50. Your future in hospital work, by Weir 
Richard Kirk. New York, Arco, 1971. 124p. 


$2. An annotated bibliography of selected 


Canadian reports and studies of the school 
health programme. Compiled by Glynis G. 
Saylor. Ottawa, National Conference on 
School Health, 1971. 41p. 

53. The board member in the community 
agency. Proceedings of the Board Members 
Forum. New York, National League for 
Nursing, 1972. 32p. 

54. Briefs submitted to the Special parlia- 
mentary committee of the National Assem- 
bly of Quebec for professional corporations 
on bills 250, 273. Montreal, Association of 
Nurses of the Province of Quebec, 1972. 30p. 
55. CEGEP nursing education after five 
years. Montreal, Association of Nurses of 
the Province of Quebec, 1972. 25p. 

56. Communication problems after a stroke, 
by Lillian Kay Cohen. Minneapolis, Minn., 
Kenny Rehabilitation Institute, 1971. 40p. 
57. Copyright law and library photocopying 
practices in Canada and the United States; 
background materials. Compiled by Peter 
S. Grant and prepared for the Upstate York 
Regional Group, Medical Library Associa- 
tion, Toronto Meeting, October 20, 1972. 
Toronto, 1972. 45p. 

58. Differentiation between technical and 
professional nursing; ah annotated biblio- 
graphy, by Shirley Chater, Holly Skodol 


F $9. Etude sur Vacte infirmier dans le 


shal rogue kc thaveas 1 


férents centres de santé de la provine 
Québec. Montreal, Association des Infirm 
res et Infirmiers de la Province de Québec, 
1972, 42p. j 
60. Facing facts. New York, National League 
for Nursing, Dept. of Diploma Programs, 
1972. 35p. 
61. Florence Nightingale at Harley Street; 
her reports to the governors of her nursing 
home, 1853-54. London, Dent, 1970. 36p. _ 
62. Guidelines for developing standards for 
nursing care, Ottawa, Canadian Nurses’ As- 
sociation, 1972. 38p. 

63. Licensed practical nurses in nursing ser- 
vices. New York, National League for Nurs- 
ing, 1972. 36p. 
64. Notice bibliographique de textes choisis 
parmi les études et rapports canadiens tou- 
chant le programme d'hygitne en milieu 
scolaire. Comp. par Glynis G. Saylor. Ot-— 
tawa, Conférence nationale sur hygiéne er 
milieu scolaire, 1972. 41p. 
65. Nurse — nursing assistant; roles, fune-— 
tions. Montreal, Association of Nurses of the 
Province of Quebec, 1972. pam. ; 
66. Nurse education for family planning for : 
the Canadian National Conference on Fami 
ly Planning, Ottawa, Feb, 28-Mar. 2, 1972, 
Ottawa, Canadian Nurses” Association: | 
1972. 9p. 
67. Partial results of the study on the nurs 


Item 
No. 


Author 


seeeeee 


Request Form for “Accession List” 
CANADIAN NURSES’ ASSOCIATION LIBRARY 


Send this coupon or facsimile to: 


LIBRARIAN, Canadian Nurses’ Association, 50 The Driveway, Otfawa, Ontario. K2P 1E2. 


Please lend me the following publications, listed in the ............0. 


issue of The 


Canadian Nurse, or add my name to the waiting list to receive them when available: 


Short title (for identification) 


seeeeeeeees 


seeereeeseseseesesees 


eeeeweres 


saneeee 


Requests for loans will be filled in order of receipt. 
Reference and restricted material must be used in the CINA library. 


Borrower 
Position 


Registration No. 


Address 


Date of request 


58 THE CANADIAN NURSE 


Pact i in health centres ay the Braviice of 
uebec. Montreal, Association of Nurses of 
the Province of Quebec, 1972. 26p. 

8. Observations on the supply and demand 
f nurses in Quebec, by Barbara G. Kuhn. 
ontreal, Association of Nurses of the Prov- 
ince of Quebec, 1972. 17p. 

69. Projet’ d'orientation: draft. Montréal, 

¥ | Association des Infirmiéres et Infirmiers de 
4 la Province de Québec, 1972. 9p. 

70. Projet pilote d'actualisation profession- 
nelle pour infirmiéres présenté au Ministére 
des Affaires sociales. Montreal, Association 
des Infirmiéres et des Infirmiers de la Pro- 
| vince de Québec, déc. 1971. 

71. A submission to the Commission on 
) Educational Planning. Edmonton, Alberta 
Association of Registered Nurses, 1972. 24p. 

4 


SGOVERNMENT DOCUMENTS 

Alberta 

72. Commission on Educational Planning. 

(A future of choices; a choice of futures. Ed- 

‘monton, Queen’s Printer, 1972. 325p. 

Canada 

173. Dept. of National Health and Welfare. 

tComprehensive training in psychiatry, by 

/Paul M. Cameron and Stanley E. Greben. 

‘Ottawa, 1972. 10p. (Canada’s mental health. 

‘Supplement no. 72) 

74.—. Foster homes: the new back wards? 

‘by H.B.M. Murphy et al. Ottawa, 1972. 
‘7p. (Canada’s mental health. Supplement 

mmo. 71) 

75.—. Child and Maternal Health Division. 

8 Up the vears from one to six. rev. ed. Ottawa, 

§ information Canada, 1971. 200p. 

76. Economic Council of Canada. Canadian 
Whigher education in the seventies. Edited by 

BP Sylvia Ostry. Ottawa, Information Canada, 

§ 1972. 310p. 

77. Medical Research Council. Grants and 

savards guide (extramural program). Ottawa, 

‘information Canada, 1972. 124p. 

78. Ministére de la Santé Nationale et du 

Wien-Etre social. Les techniques de sensi- 

Wilisation au Canada: perspective et com- 

bnentaires, par Hedley G. Dimock. Ottawa, 

1971. 18p. (Hygiéne mentale au Canada. 

Supplément no. 69) 

§ 79.—. Publications “Bon Marché” sur l'hy- 

weiene mentale 1971-1972. Ottawa, 1971. 

‘13p. (Hygiéne mentale au Canada. Supplé- 

Ment no. 70) 

30. Statistics Canada. Trends and factors of 

fertility in Canada, by Jacques Henripin. 

Jttawa, 1972. 42 1p. (Census of Canada 1961. 
Onograph) 

| Great Britain 

31.Department of Employment and Pro- 

ductivity. Cost-benefit aspects of manpower 

Bctraining; a study, by James J. Hughes. 

-ondon, HMSO, 1970. 42p. 

$2. Joint Board of Clinical Studies. Report, 

st. London, 1972. lv. (unpaged) 

63. Secretary of State for Social Services. 

| 0 mittee on Nursing. Report. London, 

SO, 1972. 327p. 

in ited States 

Dept. of Health, Education and Welfare, 

al Institutes of Health. Medicine 


1973 


L 


Fi Wate: a 
—_— J ig 


and ‘public “iealthe in the. ¢ 
China, Edited by Joseph 


da, Md., 1972. 305p. (U.S. DHEW Publica-— 


tion no. (NIH) 72-67) 

85. National Institutes of Health. Clinical 
Center. Professional progression in the 
nursing department, Bethesda, Md., 1972. 
18p. (U.S. DHEW Publication no. (NIH) 
72-294) 


STUDIES DEPOSITED IN CNA 

REPOSITORY COLLECTION 

86. The development of clinical nursing 
situations on videotape for use via closed- 
circuit television in the teaching of nursing. 
Final report, by Moyra Allen. Montreal, 
School of Nursing, McGill University, 
1972. 56p.R 

87. An educational program for nurse prac- 
titioners; report on demonstration project. 
Principal investigators: Dorothy J. Kergin 
and W.O. Spitzer. Hamilton, Ont., Division 
of Health Sciences, McMaster University, 
1972. 22p.R 

88. The effects of error modeling on the 
learning of a complex procedure in nursing, 
by Nora Inez Parker. Toronto, 1972. 136p. 
(Thesis - Toronto) R 

89. Etude d'un enseignement par texte pro- 
grammeé relativement & la continuité de 
Vallaitement maternel &@ domicile, par Ma- 
rie-Elizabeth Taggart. Montréal, 1971. 11 4p. 
(Thése (M. Nurs.) - Montréal) R. 

90. Evaluation des effets d'un programme 
d’éducation appliqué chez des malades men- 
taux diabétiques, par Thérése Hardy. Mont- 
réal, 1970. 163p. (Thése (M.Nurs.) - Mont- 
réal)R 

91. An examination of the role of the staff 
nurse in a general hospital, by Brendan J. 
Minihan. Albany, N.Y., 1969. 126p. (Thesis 
(M.H.A.) - Ottawa) R 

92. The expanded role of the nurse; a work- 
ing paper. Part 1 and Part 2, by Rachel 
Lamothe. Ottawa, Canadian Nurses’ Asso- 
ciation, 1972. 37p.R 

93. Population, family planning and related 
health care: a working paper, by Nancy 
Garrett. Ottawa, Canadian Nurses’ Associa- 
tion, 1972. 62p.R 

94. A study of change in a hospital: the im- 
plementation of a unit management system, 
by Sheila M. Ryan. Edmonton, 1972. 100p. 
(Thesis (M.H.S.A.) - Alberta) R 

95. A study to develop instruments to eval- 
uate the effectiveness of a post-diploma 
program in nursing, by Roberta Edith Ri- 
vett. London, Ont., 1972. 143p. (Thesis 
(M.Sc.N) - Western)R 

96. A study to identify problems experienced 
by patients having therapeutic abortions on 
the one-day surgical slate, by Mary L. Rich- 
mond MacBean, project director and Eliza- 
beth Ashton, chief investigator. Vancouver, 
B.C., Vancouver General Hospital, 1972. 
37p.R 

97. A study to investigate the effect of com- 
pulsory arbitration legislation on the collec- 
tive bargaining process in selected Ontario 
hospitals, by Paul A. Miller. Ottawa, 1969. 
169p. (Thesis (M.H.A.) - Ottawa) R e 


ENJOY 
NURSING 
AT 
VICTORIA 
HOSPITAL 
LONDON 
ONTARIO 


Apply To:— 

Personnel Co-Ordinater, 
Personnel Office, 
Victoria Hospital, 


London, 
Ontario. 


THE CANADIAN NURSE 59 


———— 
_ ALBERTA 


ALBERTA 


BRITISH COLUMBIA | 


TY — ASSOCIATE OR FULL PROFESSOR TO 
ND DIRECT RESEARCH NEW TWO- 
ee i NURSING MASTER'S tA tery 


R, ; 
OF ALBERTA, EDMONTON, ALBERTA, T6G 2G3. 
ITION AVAILABLE IMMEDIATELY. 


REGISTERED NURSES required for a 30-bed Gen- 
ral Hospital, salary and Personnel Policies as per 
AARN. Location of hospital, 80 miles east of Lacom- 
be, Lag pe No, 12. For more information write or 
phone '-3434, Director of Nursing, Our Lady of the 
osary Hospital, Castor, Alberta. 


PUBLIC HEALTH COMMUNITY HEALTH NURSE. The 
Mount View Health Unit and University of Calgary, 
through the Ambulatory Care Centre of the Faculty 
of Medicine invite applications for the post of Public 
Health Community Nurse, with a public health back- 
ground for the Cochrane area near the city of 
Calgary. This will be a new appointment and the 
successful candidate will carry the general public 
health program together with Domicillary Nursing 
Care programs. Salary schedule will be that of the 
Mount View Health Unit and depend upon qualifica- 
tions and experience. For further details and 
application forms please apply to: Dr. J. O'Gorman, 
Medical Officer of Health, Mount View Health Unit, 
2202-Edmonton Trail N.E., Calgary, Alberta. 


ADVERTISING 
RATES 


FOR ALL 
CLASSIFIED ADVERTISING 


$15.00 for 6 lines or less 
$2.56 for each additional line 


Rates for display 
advertisements on request 


Closing date for copy and cancellation is 
6 weeks prior to Ist day of publication 
month. 


The Canadian Nurses’ Association does 
not review the personnel policies of 
the hospitals and agencies advertising 
in the Journal. For authentic information, 
prospective applicants should apply to 
the Registered Nurses’ Association of the 
Province in which they are _ interested 
in working. 


Address correspondence to: 


The ’ 
Canadian 
Nurse 


50 THE DRIVEWAY 
OTTAWA, ONTARIO 
K2P 1E2 


60 THE CANADIAN NURSE 


REGISTERED NURSES required immediately for 72- 
bed accredited, active treatment hospital. (V. i 
on all units) AARN — AHA contract in force. Apply: 
Director of Nursing, Providence Hospital, High 
Prairie, TOG 1E0, Alberta. 


BRITISH COLUMBIA 


GENERAL DUTY NURSES for modern 41-bed 
hospital, located on the Alaska Highway. Salary and 
personnel policies in accordance with RNABC. — 
Accommodation available in residence. Apply: 

Director of Nursing, Fort Nelson General Hospital, 
Fort Nelson, British Columbia. 
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EDUCATION AND RECRUITMENT OFFICER required 
for acute care Hospital currently expanding to 385- 
beds. To be responsible for the co-ordination and 
development of all educational programmes and to 
supervise the recruitment and orientation programmes 
within the Hospital. Applicants should have experi- 
ence and/or training in educational methods and 
personnel development. Hospital experience would 
be an asset. Salary range: $700 — $800 per month 
depending upon related experience. Apply to: Assis- 
tant Administrator, Prince George Regional Hospital, 
pre Avenue, Prince George, British Columbia, 
anada. 


AN EXCITING AND CHALLENGING HEAD NURSE 
POSITION IS NOW AVAILABLE IN_ VICTORIA 
GENERAL HOSPITAL'S OPERATING ROOM. WE 
REQUIRE A PERSON WITH PREVIOUS EXPERIENCE 
AND PREPARATION, AND THE PERSONALITY TO 
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WHILE ENJOYING THE ADVANTAGES OF LIVING IN 
THE BEAUTIFUL GARDEN CITY OF VICTORIA. 
SALARY IN ACCORDANCE WITH RNABC CONTRACT. 
PLEASE APPLY TO: MRS. A.G. SIMPSON, R.N., 
ACTING DIRECTOR OF NURSING _ SERVICE, 
VICTORIA GENERAL HOSPITAL, VICTORIA, BRITISH 
COLUMBIA. 


OPERATING ROOM NURSE wanted for active mo- 
dern acute hospital. Four Certified Surgeons on 
attending statt. Experience or training desirable. 
Must be eligible for B.C. Registration. Nurses 
residence available. Salary $687 per month starting. 
Apply to: Director of Nursing, Mills Memorial Hospi- 
tal, 2711 Tetrault St., Terrace, British Columbia. 


OPERATING ROOM NURSES for modern 450-bed hos- 
pital with Schoo! of Nursing. RNABC policies in ef- 
fect. Credit for past experience and postgraduate 
training. British Columbia registration is required. 
For particulars write to: The Associate Director of 
Nursing, Victoria General Hospital, Victoria, British 
Columbia. 


EXPERIENCED NURSES required in 409-bed acute 
Hospital with School of Nursing. Vacancies_ in 
medical, surgical, obstetric, operating room, pediat- 
ric and Intensive Care areas. Basic salary $672. — 
$842. B.C. Registration required. Apply: Director 
of Nursing, Royal Columbian Hospital, New West- 
minster, British Columbia, 


PROVINCE OF BRITISH COLUMBIA requires REG- 
ISTERED NURSES for the Mental Health Branch in 
Vancouver and Interior areas of the Province. For 
application forms and further information. apply IM- 
MEDIATELY to the: CIVIL SERVICE COMMISSION, 
Valleyview Lodge, Essondale. British Columbia. 
Competition No. 72: 1211. 


EXPERIENCED GENERAL DUTY NURSES — required 
for small up-coast hospital. Salaries start at $672.00. 
Residence accommodation at $25.00 per month. 20 
days annual vacation. Transportation paid from 
Vancouver, B.C. Apply: Director of Nursing, St. 
George's Hospital, Alert Bay, British Columbia. 


GENERAL DUTY NURSE wanted for 87-bed modern 
hospital. Nurses Residence. Salary $646.00 per 
month for BC Registered. Apply: Director of Nursing, 
Mills Memorial Hospital, Terrace, British Columbia. 


ted in southern B.C.'s Boundary Area with 
excellent recreation facilities. Salary and personnel 
policies in accordance with RNABC. Comfortable 
Nurses's home. Apply: Director of Nursing, Boundary — 
Hospital, Grand Forks, British Columbia. 


WANTED: GENERAL DUTY NURSES for modern 70- 
bed hospital, (48 acute beds— 22 Extended Care) 
located on the Sunshine Coast, 2 hrs. from Vancou-— 
ver. Salaries and Personnel Policies in accordance 
with RNABC Agreement. Accommodation available 
(female nurses) in residence. an The Director 
of Nursing, St. Mary's Hospital, P.O. Box 678, Se-— 
chelt, British Columbia. 


GENERAL DUTY NURSES for modern 450-bed 
hospital with School of Nursing. RNABC policies in 
effect. Credit for past experience and postgraduate 
training, B.C. registration required. For particulars 
write to: Acting Director of Nursing, Victoria General 
Hospital, Victoria, British Columbia. 
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and General Duty Nurses. Salaries in accordance 
with M.H.S.C. approved rates. For further information 
apply: Administrator, Ste Rose General Hospital, Ste 
Rose, Manitoba. 
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Administrator, Gilbert Plains District Hospital, Gilbert 
Plains, Manitoba ROL 0X0. 
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si 


CERTIFIED NURSING ASSISTANTS. General 
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ric hospital, tocated in the Annapolis Valley. Orient- 
ation and Inservice provided.. Excellent personnel 
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tions and experience. For further information dire 
inquiries to: The Director of Nursing, Kings C / 
Hospital, Waterville, Nova Scotia. ‘ 
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service, emphasizes reality-oriented practice 
and concepts basic to patient care. The book 
reflects the dynamic quality of psychiatric care 
in a community setting and desirable colleague 
relationships required for successful treatment 
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sophical and patient-centered, it is unique for its 
clear, direct presentation of human behavior and 
treatment modalities. The absence of traditional 
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The story of Jeanne Mance, 

America’s first secular nurse 
the founder of |’Hdétel-Dieu de Mor 
réal, is familiar to all RNs. We knov 


. 


she left France in 1641 to join a 


small expedition that set sail 


establish the colony of Ville-Marie. © 


We know, too, she was well aware 


of the dangers and the difficult 


life she would encounter there. Yet, 
like others who have left their mark 
on history, she felt called on to 
undertake this mission and to de- 
vote her life to humanity. 

Even so, she apparently ‘‘wrestled 
with the spirit that had taken pos- 
session of her.’ In his book Jeanne 
Mance — Her Life, the late J.K. 
Foran wrote: 

es she reflected upon the 
magnitude of the undertaking and 
upon her feeble state of health, 
the risks, the lack of funds, her 
isolation.... Discouraged on all 
sides, she tried to persuade herself 
that it was all an illusion; but despite 
her every effort, the vision of far- 
away Canada still haunted her 
dreams by night and her thoughts 
by day.” 

Perhaps the best summary of 
Jeanne Mance’s achievements is 
found in a review of Foran’s book. 
Published in The Montreal Daily 


Star, Dec. 5, 1931, the review states: 


“She was an angel of mercy ina 
rough age, a heroine who, by her 
own courage, endurance, fortitude, 
and persistence, succeeded in her 
great desire, which was to establish 
a hospital in Ville-Marie. It was she 
who interested the generous Mme 
de Bullion in her scheme, and 
secured from that lady financial 
help that gave her hope and set her 
feet steadfast toward La Nouvelle 
France. Conditions when she ar- 
rived here did not daunt her; in- 
deed, nothing seems to have daunt- 
ed her. She did her work; she won 
her way; she established her hospi- 
tal; she served the sick with self- 
sacrificing devotion; and she died 
beloved by all those who knew her, 
blessed by those to whom she had 
brought relief... .” 

This year marks the three hun- 
dredth anniversary of the death of 
Jeanne Mance. The commemorative 
stamp issued to honor her serves 
to remind us of the extraordinary 
devotion and self-sacrifice of this 
saintly woman. The legacy she has 
bequeathed will forever be treas- 
ured by Canadian nurses. — V.A.L. 
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ps 5 tom GItOr welcome. 
Only signed letters, which include the writer’s complete address, 
will be considered for publication. 


Name will be withheld at the writer's request. 


vould like to comment on the article 
Hate Nurses!” by Dr. Rudnick 
mber 1972) and the replies to 
mentioning my experiences at 
ospital where I work. 

_ Like many other nurses, I felt I 
_ had no opportunity to fulfill the goals 
__ I knew were possible. I began to think 
that perhaps nursing was not the 
profession for me, because I needed 
‘more challenge and stimulation intel- 
lectually and the responsibility | felt 
I could assume. 

After discussing this subject with 
some residents and staff doctors, | 
realized these particular doctors 
understood my feelings and were 
waiting for nurses to show them they 
were ready to expand their role. As a 
result, a resident proposed the “primary 
therapist.” This meant a nurse expanded 
her duties to include taking histories, 
assessing mental status, doing physio- 
therapy and progress notes under 
supervision. 

We received extra lectures on 
pe otncrapy. medications, and so on. 
Of course, not all the nurses were 
ready to take on this new role. I have 
found this role exciting, challenging, 
and more rewarding. | could not return 
to the old way. 

It is much easier to complain than to 
take constructive action. Any narse 
who really wants to expand her role 
will find the opportunity. — R.N., 
Ontario. 


Health care clinic 

I would like to describe the health care 
clinic | direct at the Winnipeg General 
Hospital outpatient department. The 
objective of this clinic, which was set 
up in March 1972, is to provide safe 
health surveillance or followup and 
counseling to meet the individual's 
needs. 

During my clinic one afternoon a 
week, | see up to four patients. At 
present, my case load is 24. Patients 
are referred from the general or special- 
ty clinics. Well-suited for this type 
of care are individuals with chronic 
disorders who require continuing care 
and monitoring, but whose disease is 
fairly stable. 

Patients are referred by doctors who 
are interested in this augmented pro- 
gram. The patients are told about the 
clinic, that a nurse will see them, and 
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that a doctor will be called if necessary. 
A doctor is available if I require help; 
repeat prescriptions or orders for tests 
are arranged through him. 

We hope that, with continual mon- 
itoring, complications of a disease 
will not develop and hospital admis- 
sions and clinic visits will be reduced. 
Most patients attending the clinic are 
50 years and older. The most common 
diagnoses are mild hypertension, 
congestive heart failure, anxiety neuro- 
ses, and obesity. 

In my first interview with the patient, 
I try to get information about his 
living conditions, what he knows about 
his disease, and how diet, medication, 
and daily activities affect his disease. 
I want to know if he recognizes symp- 
toms of remission, which should be 
reported. Patients have my name and 
hospital telephone number and are 
always free to call me. 

Ms. Y. is a good example of how 
this clinic helps patients. For many 
years, Ms. Y. has come to the outpatient 
department with numerous problems. 
She has received orthopedic care, is 
on medication from a_ psychiatrist, 
and has attended three different clinics. 

When Ms. Y. comes to see me once a 
month, she has time to tell me about 
her pains, her daughter, and all her 
activities. We talk about her diet 
and what causes her chest pain. I make 
suggestions that I know she tries to 
carry out, as she wants to please me. 
On each visit Ms. Y. has fewer com- 
plaints about her health and needs 
less reassurance. Her visits to other 
clinics have decreased, except for 
psychiatry. 

Most patients I see appear happy 
with the clinic. In the future I see 
other nurses in the department having 
similar clinics. We hope the patient 
will contact the nurse and be seen by 
the physicians only when their specific 
skills are required. — /sabel Aikman, 
R.N., supervisor of outpatient depart- 
ment, Winnipeg General Hospital, 
Winnipeg, Manitoba. 


Letters Welcome 


Letters to the editor are welcome. Be- 
cause of space limitation, writers are 
asked to restrict their letters to a 
maximum of 350 words. 


Nursing in St. Lucia 
I was interested to see the photograph) 
and caption in the February issue | 
(News, page 8) of the nurses at the | 
Victoria Hospital in Castries, St. Lucia, | 
West Indies. if 

My daughter and a classmate of hers, 
both graduates of the Saint John Gen- 
eral Hospital in Saint John, New Bruns 
wick, and another Canadian nurse fro 
Edmonton, Alberta, are working 
volunteer RNs at St. Jude Hospital in) 
Vieux Fort, St. Lucia. They are find- 
ing their work an interesting and re- 
warding experience. — “Proud mom’” 
(name withheld on request), New 
Brunswick. 


VGH plans anniversary 

The Vancouver General Hospital’ 
Alumnae Association is planning a gala’ 
celebration of the school of nursing’s’ 
75th anniversary in 1974. Anniversary, 
plans from May 2 to 4 that year include’ 
a banquet at the Regency Hyatt Hotel. 

Alumnae officers are anxious toy 
contact as many graduates of the school! 
as possible. Any graduate who has not’ 
received a 1972 alumnae newsletter’ 
should send her name (including maid- 
en name), year of graduation, and 
address. 

This information should be mailed to’ 
the Executive Secretary, VGH Alumnae’ 
Association, 2851 Heather Street, 
Vancouver 9, B.C. 


Extended day in critical care unit 
Six months have passed since we began’ 
a twelve-hour work day in our eight- 
bed intensive coronary care unit. We! 
decided to extend the work day mainly 
because of difficulty in providing 
trained staff on a 24-hour basis andl 
because of approaching summer holi- 
days. 

The staff nurses unanimously agreed! 
to try the new system. The rotation, 
consisting of six twelve-hour shifts) 
and one eight-hour shift every twoy 
weeks, enables us to have two full-_ 
time nurses on each shift. Casual work- | 
ers complete daily staffing, providing) 
four RNs on days, three on evenings, 
and two on nights. No auxiliary person- 
nel are employed in the unit. 4 

After our six-month trial perioc 
we have found more advantages tha 

oy eee 
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‘drawbacks. The patient knows that 
this nurse during the evening will look 
‘after him throughout the night. This 
‘is particularly important to the patient 
‘who has just had a myocardial in- 
\farction. 

Also, we can provide improved con- 
itinuity of care since all the nurses 
involved discuss changes in patient 
care or condition at least once a day. 
The third advantage for the patient ts 
\that care can be better geared to meet 
his requirements for sleep and rest. 

For the staff, our rotation allows 
a long weekend every second week. 
This provides traveling time or time 
ito be with families. Sick time has 
dropped to six days, compared with 
eighteen for the previous six months. 

There are a few drawbacks, however. 
Two nurses have returned to an eight- 
hour rotation, as they found twelve 
thours a health threat. During extremely 
busy periods, a nurse is exhausted 
after eight hours and her efficiency 
decreases. Performance during an 
“eleventh hour” crisis may be reduced. 
‘We try to have an extra person on 
‘duty during these peak periods. 

As a result of the 12-hour shift, 
several changes have been necessary. 
(Individual or small group discussions 
meet staff needs better than large gen- 
eral meetings. Once a month we have a 
staff meeting and allot time for a staff 
development presentation. 

There has been an improvement in 
staff morale and efficiency. Patients 
have also commented most favorably 
on our staff planning. — Andrea 
Fortin, head nurse, intensive coronary 
care unit, Cornwall General Hospital, 
Cornwall, Ontario. 


{Reunion for grads 

A reunion is being held August 17, 18, 
and 19, 1973, for all graduates of Hotel 
{Dieu Hospital in Chatham, New Bruns- 
wick. Anyone who has not been con- 
tacted should get in touch with me. 
Patricia Kingston, 16 Nicol Street, 
Chatham, N.B. 


Attention Sask. graduates 

The alumnae of the Saskatchewan 
\Institute of Applied Arts and Sciences 
nursing program in Saskatoon are 
active. We would like to begin publish- 
jing a newsletter to circulate to all 
‘graduates. In the future we would also 
\like to have a reunion alumnae formal. 


§ our school of nursing. Please send your 
# names (including your maiden name) 
sand addresses, as well as information or 
‘inquiries, to the secretary, Anita Sand- 
terson, Apt. 7, 1017 Ave. C. North, 
‘Saskatoon, Sask. — Anita Sanderson, 
Saskatoon. oe 
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The new Posey products shown 
here are but a few included in the 
complete Posey Line. Since the 
introduction of the original Posey 
Safety Belt in 1937, the Posey 
Company has specialized in 
hospital and nursing products 
which provide maximum patient 
protection and ease of care. To 
insure the original quality product, 
always specify the Posey brand 
name when ordering. 


The Posey Pelvic Seat effectively 
prevents sliding forward and fall- 
ing from chair. This device is se- 
cured from behind on any type of 
chair and is comfortable for the 
patient. #4432 (cotton), $7.50. 


The Posey “Swiss Cheese” Heel 
Protector has new hook and eye 
fasteners for easy application and 
sure fit. Available in convoluted 
porous foam or synthetic fur lin- 
ing. #61721 (fur lining), #6122 
(foam), $4.80 pr. 


We need the help of the graduates of 


The Posey Body Stop Kit with 
soft padded bar provides a quick, 
simple, and effective method of 
preventing a patient from ‘‘scoot- 
ing” forward in any standard 
wheelchair. #8755, $24.95. 


Send for the free all new POSEY catalog — supersedes all previous editions. 


The Posey Houdini Security 
Suit is for the patient that will not 
stay in bed or wheelchair. Vest and 
lower portion interlock with waist 
belt making it virtually escape- 
proof. #3412, $15.00 complete. 


The Posey Foot-Guard with new 
“T’ bar stabilizer simultaneously 
keeps weight of bedding off foot, 
helps prevent foot drop and foot 
rotation. #6412, $21.00. 


Please insist on Posey Quality — specify the Posey Brand name. 


POSEY PRODUCTS 
Stocked in Canada 


ENNS & GILMORE LIMITED 


1033 Rangeview Road 
Port Credit, Ontario, Canada 
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DROP ONE. No breakage. No spillage. No dangerous 
mess... No cleanup. 


FEEL HOW MUCH LIGHTER a plastic container with 3000 
ml of solution is .. . 30% lighter than glass. 


HANDLE THE SOFT FLEXIBLE CONTAINER. Note how 
easy it is to get a good grip on it—even when wet. 


FORGET THE GLASS BOTTLE JUGGLING ACT. Change- 
over during surgery is accomplished easily and safely 
with the UROMATIC containers still hung in the in-use 
position. 


NOTICE THAT THE SOLUTION HAS FEWER BUBBLES. 
This is a closed system. Air venting is not required so 
the urologist has greater assurance of a clear, bubble- 
free view through the scope during the procedure. 


DISPOSE OF THE EMPTIES. Soft, flat, practically 
weightless, ready to drop into any nearby receptacle. 
Floors are free from the hazards and nuisance of 
empty bottles. 


You probably have enough reasons right now to switch 
from bottles to the Baxter UROMATIC plastic 

containers. But here are just a few more. There’s the 

time you don't spend cleaning up a mess of empty bottles 
or shattered glass. The fingers you don’t cut on metal 
caps and glass fragments. There’s the storage space 

you save with UROMATIC containers. They require 
approximately 30% less shelf space than glass. And then 
there’s the extra dividend of better dispositions that come 
with DE-GLASSIFICATION. 


So why stay stuck in the glass age, fighting the battle of 
the bottle? Why not talk to your Baxter representative 
today and discover how much easier life can be? 


XK BAXTER 


BAXTER LABORATORIES OF CANADA 


DIVISION OF TRAVENOL LABORATORIES, INC. 
6405 Northam Drive, Malton, Ontario 


it’s the best one yet! 
the all new 
12th Edition of 
TABER’S 
Cyclopedic Medical 
Dictionary 


Ready Now! The new edition of Taber's Cyclopedic Medical 
Dictionary, rewritten, revised, and up-dated, puts more than 
1700 pages of facts at your fingertips. It is a current and 
accurate source of contemporary medical knowledge...one 
of the most reliable reference works in print for professionals 
in all areas of health care. 


Nearly 1200 new words reflect recent advances in medicine 
and its terminology. 
Metric, as well as English, System Units are given for all 


More than 40,000 entries were checked for scientific accu- weights and measures. 


racy. Many were completely rewritten or extensively revised. 


Those no longer used or useful were removed from the dic- 
tionary. 


The new type is larger, sharper, more readable. Use of a 
computer to set type let us make corrections and additions 
right up to the last minute...so you know Taber's is as up to 
date as any printed work can be. 


Poison Control Centers in the United States and Canada 
are listed in the Appendix. 


Plus these features you've always relied on: Pronunciations 
(for more than 90 percent of the words); Etymologies (Taber's 
is the only dictionary of its type to give word derivations!); 
Prefixes; Suffixes; Medical Synonyms. 


1973; 1754 pages; $9.60 plain, $11.40 thumb-indexed; 
ALSO PUBLISHED IN 1973 — 


CONCEPTS BASIC TO NURSING 

Pamela Mitchell 

1973; 384 pages; $9.85 

Designed for the first course in nursing for all baccalaureate and many associate degree nursing schools. This text is meant to 
provide concepts and tools for a systematic approach to diagnosis of the patients’ needs and for planning and providing appropriate 
nursing interventions for the person’s problems in coping with daily living. 


CONTINUING NURSING EDUCATION 

Signe S. Cooper, May S. Hornback 

1973; 275 pages; $10.95 

Rapia technological changes, the specialization of nurses after graduation, and the shortage of nurses have contributed greatly 
to the expansion of inservice continuing education programs. This book includes a consideration of current trends and develop- 
ments in continuing education in nursing. 


PSYCHOSOCIAL NURSING CARE OF THE AGED 

edited by Irene M. Burnside 

1973; 228 pages; $5.45 

This symposium gives specific methods for psychosocial nursing care of the aged, especially the impaired aged. Communication 
with the aged is disussed in Part One. Parts Two and Three take up a wide variety of problems associated with old age and with 
nursing geriatric patients. Group work with the aged in various settings is the subject of Part Four. 


College Division 


McGraw-Hill Ryerson Limited 


Scarborough, Ontario M1P 2Z5 


330 Progress Avenue 
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news 


CNA, CMA, CHA Joint Committee 
Presents Brief To Health Minister 


Ottawa — Health and Welfare Minister 
Marc Lalonde met with the presidents 
and executive directors of the Canadian 
Nurses’ Association, Canadian Medical 
Association, and Canadian Hospital 
Association February 19 to discuss 
their brief on health care and the cost 
of health services. 

The brief, which resulted from the 
September Health Action °72 confer- 
ence at Mont-Gabriel (News, Novem- 
ber 1972, page 9), was prepared by the 
joint committee of the three associa- 
tions for the federal and provincial 
health ministers. It stressed close 
cooperation between the three major 
voluntary health associations and 
government to solve the problems of 
rising health care costs and deficiencies 
in the present system of providing health 
services. 

Mr. Lalonde did not agree to a re- 
quest in the brief that the joint commit- 
tee be made an official advisory body 
to him; he explained he already has a 
number of advisory committees. How- 
ever, he said he would consult with 
the committee members, either as a 
group or individually, when necessary 
over the next few years. 

In its emphasis on provincial action, 
the brief said: “The three associations 
will strongly urge their respective 
provincial divisions to establish joint 
committees similar to the one at the 
national level and will suggest that 
these committees be recognized as 
official advisory bodies to the provin- 
cial ministers of health.” 

Mr. Lalonde said that action must 
come from the provinces, and he en- 
couraged more conferences, such as 
Health Action °72, at the provincial 
level. 

Copies of the brief were sent to the 
provincial ministers of health before 
their conference in Ottawa at the end 
of March. Executive directors of the 
provincial health associations also 
received copies before the ministers’ 
March meeting. 


Nurses Across Canada Plan 

Four Panels For ICN Congress 
Ottawa — On the afternoons of May 
16 and 17 during the ICN Congress in 
Mexico City, Canadian nurses will be 
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The president and executive directors of the Canadian Nurses’ Association, 
Canadian Medical Association, and Canadian Hospital Association met with 
Health and Welfare Minister Mare Lalonde in February to present a joint brief. 
From left to right are Marguerite Schumacher, CNA president; Mr. Lalonde; 
Judge E.N. Hughes, CHA president; and Dr. Gustave Gingras, CMA president. 


presenting four panels — two in Eng- 
lish and two in French. 

Dr. Helen K. Mussallem, executive 
director of the Canadian Nurses’ Asso- 
ciation, will moderate the panel dis- 
cussing “New Sensitivity in the Process 
of Communication.” Participants on 
this panel will be Dr. Josephine Flaher- 
ty, president of the Registered Nurses’ 
Association of Ontario, who will talk 
about communication among nurses; 
Jean Pipher, president of the Saskat- 
chewan Registered Nurses’ Association, 
who will talk about communication 
between teacher and students; and 
Margaret S. Neylan, president of the 
Registered Nurses’ Association of 
British Columbia, who will talk about 
communication among members of the 
health professions. 

A panel on “Research and Reality: 
Implementation of Nursing Research 
in Education and Practice” will be 
presented by British Columbia and 
Alberta nurses. Co-chairmen of the 
panel will be Dr. Shirley M. Stinson, 


professor in the division of health 
services administration at the Uni- 
versity of Alberta, and Mary Rich- 
mond MacBean, director of nursing at 
Vancouver General Hospital. 

Members of the research panel will 
be Susan Rothwell, Instructional Re- 
sources Centre, University of British 
Columbia; Patricia Hayes, coordinator 
of the advanced practical obstetrical 
program at the University of Alberta 
school of nursing; and Margaret Steed, 
the University of Alberta’s consultant 
to the schools of nursing in the prov- 
ince. 

Four nurses from Quebec will pre- 
sent a panel on “Le Role De L’Infir- 
miére Dans |’Evolution Sociale.” The 
moderator will be Rita Dussault, direc- 
tor of the school of nursing at Laval 
University in Quebec. Those part- 
icipating as panel members will be 
Nicole Du Mouchel, executive director 
and secretary-registrar of the Associa- 
tion of Nurses of the Province of 
Quebec; Rachel Bureau, president of 
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ANPQ,; and Sr. Anicette Guay, direc- 
tor of nursing service at St-Joseph 
Hospital in Three Rivers. 

“Relations Infirmiére-Malade: Per- 
ceptions, Attitudes, et Communica- 
tions” is the topic of the second French- 
language panel. Madeleine Corbeil, 
professor at Laval University in Quebec 
City, will be the moderator. Panel 
members will be Cécile Boisvert, 
clinical nurse specialist in St-Léonard; 
Janine Drapeau, Laval University 
Hospital Centre; and Michelle Char- 
lebois, assistant professor, Montreal. 

As of the beginning of March, 352 
nurses in Canada had registered for 
the ICN Congress. The numbers from 
each province are: Ontario — 102; 
Alberta — 82; Quebec — 72; British 
Columbia — 51; Manitoba — 14; Sas- 
katchewan — 10; New Brunswick — 
9: Nova Scotia —7; Newfoundland 
— 4; and Prince Edward Island — 1. 


Government Issues Stamp 

To Honor Jeanne Mance 
Ottawa — April 18 is the day the 
Canadian Post Office has chosen to 
issue an eight-cent stamp honoring 
Jeanne Mance, North America’s first 
secular nurse. Jeanne Mance was the 
founder of the first hospital in Ville 
Marie and one of the founders of the 
settlement in 1642. That first hospital, 
built of wood outside the fort, was the 
beginning of Montreal’s Hotel-Dieu 
Hospital. 

At the age of 34, Jeanne Mance 
(1606-1673) left her native town in 
France, where she had helped many 
sick and wounded, to go to Canada. 
But before she left her country, she 
visited Paris. There she received reli- 
gious encouragement and financial sup- 
port for a hospital in New France. The 
sponsors of the Montreal undertaking, 
who included some of the wealthiest 
and most influential women in Paris, 
were behind her. 

Although she was never in good 
health and suffered a serious arm 
injury in the winter of 1657, Jeanne 
Mance lived through the hardships of 
climate and Indian raids, administering 
her growing hospital in Ville Marie 
until her death. On a number of occa- 
sions, she made the difficult trip back 
to France to obtain more support for 
the settlement. 

To celebrate the 300th anniversary 
of the death of Jeanne Mance, the 
Hotel-Dieu Hospital in Montreal has 
planned an exciting program of events. 
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The program began in February, 
with the opening of an exhibition of 
authentic objects and documents from 
the historic archives of the Religieuses 
Hospitalitres de Saint-Joseph in Mont- 
real; launching of the book L’Hotel- 
Dieu de Montréal, 1642-1973, written 
by history professors and students at 
the universities of Quebec, Montreal, 
and Ottawa; and premiere of a 16mm, 
color film on the history of the hospt- 
tal. 

On May 15, an exhibition of photo- 
graphs showing Hotel Dieu “trom yes- 
terday to today” will be opened. Two 
days later an official tribute will be 
paid to the hospital’s founder. This 
will consist of a Mass, a blessing of 
the hospital’s first flag, raising the 
flag at the Jeanne Mance monument 
on Pine Avenue, buffet, visit to the 
exhibition of historic objects, showing 
of the film, and reception given by the 
City of Montreal. 

Also in May, there will be a cele- 
bration on the 18th of the founding 
of Montreal. On the 19th, a number of 
events are planned: guided visits to the 
hospital, exhibition, crypt, and gardens; 
film of the hospital; round table dis- 
cussion on the role of the chaplain on 
the health team; awarding of prizes 
in the photograph-fine arts competi- 
tion; and a Gilles Vigneault show. 


RNABC Seeks Bargaining Rights 

For RNs In Civil Service 

Vancouver, B.C.—The Registered 
Nurses’ Association of British Colum- 
bia is seeking jurisdiction for some 
600 registered nurses employed by the 


provincial government. 

The association’s stand was given 
in a brief presented in November 1972 
to a government-appointed inquiry 
commission that is looking into full 
bargaining rights for civil servants 
in the province. In another brief to 
the commission, the B.C. Government 
Employees Union asked for jurisdic- 
tion over all civil servants. 

RNABC’s 12-page brief called for 
continued recognition of the associa- 
tion as bargaining agent for the prov- 
ince’s RNs, regardless of where they 
are employed. It pointed out that for 
many years the association has been 
recognized by the government as the 
spokesman and consultant for nurses 
employed by the B.C. government, 
and it wishes to continue providing 
this leadership. 

Nora Paton, director of personnel 
services for RNABC, stated in the brief 
that “RNABC has on a number of occa- 
sions presented briefs to the Civil 
Service Commission on behalf of nurse 
employees. In addition, the association 
has acted in an advisory and consultant 
capacity to those nursing groups who 
have presented salary briefs yearly 
to the Civil Service Commission.” 

RNABC has been prepared to fund 
any nurse employee group in the Civil 
Service so the group could present 
demands on salary and working condi- 
tions, Ms. Paton noted. 

The association’s brief also sup- 
ported collective bargaining rights 
for civil servants, including the right 
to strike. “While the RNABC has never 
exercised the right to strike, which it 
presently has, it is unwilling to give up 
this right without some other guarantee 
of a piece of artillery in the collective 
bargaining procedure. To give up such 
a right would remove a great deal of 
the impetus to concluding an early 
and favorable settlement in contract 
disputes. We know of no other sub- 
stitute for that right.” 


Master Of Health Sciences Program 
Will Prepare Nurses At McMaster 
Hamilton, Ont. — A Kellogg Founda- 
tion grant of over $290,000, awarded 
to the division of health sciences 
at McMaster University, will help 
the school of nursing develop an 
interdisciplinary graduate program to 
prepare nurses for advanced clinical 
practice in primary and ambulatory 
care. 
The graduate program will lead to 
a master of health sciences degree, 
designed to educate leadership person- 
nel for a variety of health professions. 
Initially, these will include nursing, 
physiotherapy, and occupational 
therapy. The first students are expected 
(Continued on page 14) 
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Every good nurse 
knows how to soothe 
a baby but... 


not every nurse knows that by 
recommending new faster acting 
Ovol Drops she can help give 
more rapid relief to infants suffer- 
ing from bloating, infant colic and 
flatulence from entrapped gas. 
But the word is spreading. 

More and more qualified nurses 
are recommending new Ovol 


Drops as the fast acting antiflatulent 
that’s intended for infant use. 

We'd like you to remember Ovol 
Drops the next time you have to 
recommend an antiflatulent to a 


worried mother * 
for her baby. 
She'll thank you O 


for it. *Reg. T.M. Frank W. Horner. 
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UROGATE’ 


The total system to meet 
all your irrigating requirements 


Solutions 
-Administration sets 
Drainbox™ 


Now with the Urogate System you can 
choose from four handy big-mouth bot- 
tles. 


You'll like the new 500 ml. and 1,000 ml. 
sizes. They’re just right when you need 
smaller volumes of pour solutions. 


Or, where you need Jarger volumes, the 
familiar 1,500 ml. and 3,000 ml. Urogate 
containers are ideal. 


Those generous 38-mm. openings are 
built for business! For example, you can 
empty the new 1,000 ml. bottle in 10 sec- 
onds. Or empty the 500 ml. bottle in just 
7 seconds. 


Urogate 


(Or, when you choose, pour a slow, care- 
fully regulated stream.) 


No mix-up with I.V. bottles on your shelf 
either: you can recognize the distinctive 
Urogate shape at a glance. What’s more, 
these bottles accept only Urogate urologic 
sets. No chance of accidental intravenous 
infusion. 


You'll find a choice of Urogate solutions 
and sets for all your surgical and urologic 
irrigating needs. It will be worth your 
while to learn the details. Why not talk to 
your Abbott Representative this week. 


asesorrT 


Most widely used of all irrigating solution systems 


*RD.T.M. 
**T.M. 
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to be admitted September 1973. 

This program will concentrate on 
advanced clinical practice for expert 
practitioners who want to prepare for 
positions as teachers, researchers, 
and consultants. Required courses will 
be in the health care system, applied 
behavioral science, and _ research 
methodology. Added courses — in 
advanced clinical practice will be 
geared to the student’s basic preparation 
and career interests. 

Advanced study for nurses is plan- 
ned in primary care and maternal- 
child nursing. Students will also be 
able to choose elective courses in 
health systems management or cur- 
riculum development. 

Dr. Ruth MacKay, associate profes- 
sor in the McMaster school of nurs- 
ing, will direct the graduate program. 
For applicants with a clear admission 
and no prerequisites to fill, the pro- 
gram will likely take three terms, or 
approximately one and a half calendar 
years. Applicants without an academic 
degree will be assessed on university- 
level work completed, work experience, 
leadership potential, and career goals. 

There is no similar program in 
Canada. It will be one of at least three 
graduate programs that will share 
common courses and draw on a variety 
of academic and clinical resources 
not available at McMaster. 

The funds for this program will 
be supplied over four years by the 
W.K. Kellogg Foundation of Battle 
Creek, Michigan. The Foundation, 
which assists educational programs 
in health, education, and agriculture 
on four continents, is concerned with 
training health manpower in medicine, 
nursing, dentistry, and allied health 
fields. Its probelm-solving concerns 
in health include new community health 
systems, emphasizing quality, cost 
containment, and improved access and 
availability. 


Car Care And Wilderness Survival 

In Australian Nurses’ Course 

Perth, Australia—Some_ Australian 
nurses are studying transport, radio 
communications, aeronautics, survival, 
and self-defense. 

These subjects are compulsory for 
public health field nurses in the com- 
munity health services section, public 
health department of the state of West- 
ern Australia. 

The course in field skills is an 
14 THE CANADIAN NURSE 


addition to a new public health nurs- 
ing course run by the College of Nurs- 
ing, Australia, for nurses studying in 
Western Australia. 

The extra field skills course takes 
12 weeks in addition to the 28-week 
postgraduate course in public health 
nursing. Included in the field skills is 
basic care and understanding of a car 
so that a nurse is better able to cope if 
a vehicle fails when she is many 
kilometers* from help. Knowledge of 
radio communications and aeronautics 
will help the nurse in liaison with the 
Royal Flying Doctor Service on which 
she can call. 

The last two subjects, survival in the 
outback and self-defense, will not have 
wide application, it is hoped. 

The senior medical officer of the 
community health services lists the 
area’s most prevalent endemic diseases: 
leprosy, yaws, hookworm and other 
parasites, trachoma, — gastroenteritis, 
scabies, and lice. The most prevalent 
disease of all is malnutrition. 

Provision of health services in West- 
ern Australia is no easy task because 
of the size of the state — 1,600,000 
square kilometers; widespread and 
scanty distribution of population in the 
outer, or outback areas; and extremely 
harsh traveling and living conditions. 

“One job might require a nurse to 
drive hundreds of kilometers through 
thick sand or over rocks and ridges in 
temperature around 40°C. in order to 
get to a family or a community where 
she is needed,” the doctor said. 

Other difficulties arise when epide- 
mics hit isolated communities. A single 
nurse, who can carry limited supplies 
and medicines, may go to see a single 
Aboriginal person with a severe cold 
and find the whole tribe suddenly comes 
down with influenza. *Australia has 
adopted the metric system; Canada will 
do so. If you don’t understand the 
metric measures mentioned, look them 


up! 


RNABC Brief Urges Program 

To Prepare Nurses For New Roles 
Vancouver, B.C. — A brief presented 
February 14, 1973, to the director 
of the Health Security Program pro- 


ject in British Columbia recommends 


an expanded role for nurses in primary 
care and nursing representation on 
all health care planning bodies. 

A delegation from the Registered 
Nurses’ Association of British Colum- 
bia, headed by RNABC president 
Margaret Neylan, presented the brief, 
which urges early implementation of 
a proposal for an educational program 
to prepare the nurses. 

The program proposal was prepared 


(Continued on page 18) 
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"Famous NURSE, 


MATES* he ’ 


The most comfortable white duty: 
around! Styles come and go, but 
Classic moc toe goes on forever. L 
weight and extra-comfortable. Vel 
™ soft breathing Imperial Cus! 
<n new Pill-O-Puff cushioned sei 
tongue. Longitudinal and 
tarsal arch support, arch 
for day-long freshness, 
et -care white wash 
leat! a Fit pusrent 
return (unmarred 
Bee, 12 ~— y size exc 
(Specify size under COLOR column No. ee Moc S$ 
On coupon opposite page) 15.00 


New “Kork*Lites Featherweight sive 

An extremely lightweight professional ite 

walker, with the new “bottom” look. 

Smart, comfortable lace-up heel 

oxford over bumper toe last. Thick ~~ 

simulated cork sole with 144” 

cork heel (very slip resistant, 

and outwears crepe). Styled 

in white washable soft . 

glove upper leather, La 

tricot-lined, with arch 

vents. The very latest 
- reflecting trends 

in today’ 's fashions. 

Fit guaranteed or 

return (unmarred) 

for size exchange. 


. 


(Specify size ze under COLOR column on coupon opposite || 
No. 638 Kork-Lite Shoe . . . 17.00/) 


All-Weather NURSES’ CA 


Stay snug in cool weather, dry in the 
Traditional Navy with Bright Red li 
Finest tailoring of 65% Dacron polyet 
35% combed cotton. Zepel treated. 1f 
Nylon Duralyn lining. Snap fasteners, 
openings. Matching head scarf. Wi 

warm water, tumble dry and smooth. $f 
(up to 34 bust), MEDIUM (35-38,) or 

ae tbe . Specify size on coupon wu 


No. 658 Cape 4.95 
6-11 13.95 a 12 or more 135 if 
3 Gold Initials inside collar, add 1.00 per 


Cobbler-Style TUNIC 


Pretty and perky over uniform, pants, skirt or 
dress . .. serves many needs. 200 dnr. washable 
Nylon Taffeta. 29” long, 20” wide. Huge, handy 
oversized pockets. Choose all snow-white . 

or aqua or red with black trim. 


No. 360 Tunic .. . 4.98 ea., 
6 or more 4. 


‘ “a 
A * 
50 e; 
2 Gold Initials on peckal add 50¢ per tunic. U4 


Vinyl or Dacron APRONS 


Professional extra-heavy duty translu- 
cent vinyl apron (left)... Ideal for messy 
* ee 36” long, 30” wide. 

jo. 1200 Vinyl Apron... . 2.69 ea. 
6-11 2.50 ea., 12 or more 2.25 ea. 
Dacron apron (right) features scoop neck 


bib that folds under out-of-sight if 
desired. 3-gored skirt, side pocket, extra ¥ 
wide hem. Skirt 19” long, 24” wide. 
Color white only. 
No. 264 Dacron Apron... 3.98 ea. 
12 or more 3.50 ea. 
2 Gold-Stamped Initials on either apron, add 50¢ per apron. 


Nurses’ POCKET PAL KI 


Handiest for busy nurses. Includes white Dew 
Pocket Saver, with 5” Bandage Shear (both 
opposite page), Tri-Color ball-point pen, © 
handsome little pen light . . . all silver finis: 
Change compartment, key chain. 


No. 291 Pal Kit 4.95 
3 Initials engraved on shears, add 50¢ per ki 


Endura STOPWATCH by 


A fine Swiss instrument for critical timing. 
Records to 1/10 second (2 full revolutions per 
minute). Anti-magnetic, guaranteed accurate. 
Numerals red and black on white face. Top 
button starts/stops; side button returns to 
zero. Grey Cycolac molded case, serrated grip- 
tight edge. 18” red neck loop. 


No. 15-129-1 Stop Watch .. . 19.95 
3 engraved initials on back, add 1. “00 per watch, 


Pull-Out KEY-KEEP 


ind fumbling for keys! Pin key-keeper on 
form or in bag. Attach keys to bead chain. 


FER) out to use key, rewinds automatically. 
? Zep convenient. Silver finish. In plastic gift ¢ 
(. oh No. ate Keeper 2.49 
y 6-11 2.25 ea. 12 or more, 2.00 ea. 
3 initials engraved, add 50¢ per 


Bras DOOR NAMEPLATES 


Trim, distinctive and he! iy for callers. 
Your Name engraved and lacquered into MR & MRS, 
smart solid brass 24%” doorplate. Satin DONALD 


gold with polished border, weather- 
proof finish, black lettering. Brass nails a 
included. 4 
No. 701 Doorplate . . . 1.98 ea. 

Print name desired clearly on separate paper. 


Fast-Action Personalized TOURNIQU! 


Heavy grey rubber strap with Velcro® brand closure, ot 
and releases instantly. For b' ] 
Plastic gift box. 3 initials on back included FREE. 


No. 641 Tourniquet . Duty free. 


4? 42 ee eS 


/ 
Md 4 4 


GQ 


IT’S EASY TO ORDER REEVES NAME PINS FOR YOURSELF OR FRIENDS! 
Choose style you want, shown right. Print name (and 2nd bottom right. Attach extra sheet for additional pins. 
line if desired) on dotted lines below. Check other info in NOTE SAVINGS ON 2 IDENTICAL PINS . . . more convenient, 
boxes on chart, clip this section and attach to coupon spare in case of loss. 
LETTERING: ee eee 2nd LINE: ~—_——— —— —— — —— — ——— 
NO. FISH Plastic) COLOR | Engraved 1 Line | Engraved 2 Lines 
ALL METAL... rich, trim and D Gold Oo Sempe Does 5 Bick O1Pin 1.98/91Pin 2.58 
2} tailored. Lightweight, smooth not jue 
0 edges, rounded corners. D Silver 11) re apply DO White QO gibt q peg Se 
" Black 
PLASTIC LAMINATE ... slimmer, | Does Does DWhite d 8 De Blue| Pin .95|1Pin 1.45 
fey, broader; engraved thru surface to not not (Med. Green 4 
contrasting core color. Beveled apply apply | )Med. Blue |b,White O12 Pins 1.65) (J 2 Pins 2.30 
border matches lettering. OCocoa P Letters only (same name) (same name) 
tl Polished 
with snow- Gold ‘lis: White Black O1Pin 1.98}()1 Pin 2.58 
O16) white plastic center. Smooth 2 Siver frame only 2 Dk. Blue] 1) 2 Pins 3.25] 2 Pins 3.85 
beveled edges. only (same name) (same name) 
MOLDED PLASTIC .. . simple, Does Does White O Black 1Pin .95 1Pin 1.45 
@} smart, will never discolor. Rounded not not only 0 Dk. Blue 2 Pins 1.65 ae Pins 2.30 
corners and edges. apply apply (same name) (same name) 
QUANTITY DISCOUNTS: 10-24 pins, deduct 10%; 
+ 
Please add 25¢ per order for 3 pins or less. 25-99 pins, 15%; 100 or more pins, 20%. 


Personalized, precision-made forged 
Lister scissors. Guaranteed 2 years. 


3%” MINI SCISSORS 
Tiny, nay, slip into uniform pocket or 
Choose jewelers Gold or gleaming 


MEDI-CARD SET Handiest reference 
ever! 6 smooth plastic cards (34%” x 54”) cram- 
med with information, including Equivalencies of 
A i to Metric to Household Meas., Temp. 

to ° escrip. Abbr., Urinalysis, Body Chem., 
Blood Chon Liver Tests, Bone Marrow, Disease 
Incub. Periods, Adult Wgts., Child's Dosages, etc. 
All in white vinyl holder with gold stamped 
caduceus. No. 289 Card Set... 1.50 ea. 
6 or more 1.25 6a. 12 or more 1.10 ea. 


ARS. RF. JOHNS 
SUPERY 


3 


CHARLENE HAYNES 


COHN, L.PN. 


SCOPE SACK neatly carries and pro- 
tects Nursescope or any scope. Double-thick 
frosted flexible plastic, white vinyl binding. 442” 
x 9%”. Your own initials help prevent loss. 

No. 223 Sack. . . 1.00 ea. 6 or more 75¢ ea 
Your initials gold-stamped, add 50¢ per sack. 


NURSES PERSONALIZED 
ANEROID SPHYG. 


A superb instrument especially 
d for nurses! Imported from pre- 


Your initials gold-stamped on holder, 

add 50¢ per set. 
KELLY FORCEPS 650 handy for 
every nurse! 5%” stainless steel, fully 


Xa guaranteed. Ideal for clamping off tubing. Your 


own initials help prevent loss. 


No. 25-72 Forceps...2.75.¢a. 6 or more 2.50 ea. 
J Your initials engraved, add 50¢ per forceps. 


Your 
Initials 


Ao BeD Ehrome plate finish on coupon. 
As above, but larger for bigger jobs. Chrome finish only. 
Choose No. 3500 (342”), No. 4500 (4%2”) or No. 5500 (5%2”) .. . 2.75 ea. 
1 Doz. or more... $2.00 ea. Your initials engraved, add 50¢ per scissors. 
Sterling or Gold Filled (specify under COLOR on coupon). 
For bracelet or pendant chain. Add to your collection! » © 
No. 263 Caduceus; No. 164 Cap; No. 68 y: 
14K PIERCED EARRINGS 
Dainty, detailed 14K Gold caduceus, for on or off duty 
wear. Shown actual size. Gift boxed for friends, too. 
PIN GUARD Sculptured caduceus, chained 
to your professional letters, each with pinback/ 
safety catch. Or replace either with class pin for 
orl No. 3420 Pin Guard... . 2.95 ea. 
SCRIPTO PILL LIGHTER Famous Scripto 
Vu-Lighter with crystal-clear fuel chamber containing color- 
yourself or for unusual gifts for friends. Guaranteed by 
Scripto. A real conversation piece! 
No. 300-P Pill Lighter.............. 


Engraved 
Free! 


PS) 4¥2" or 5¥2” SCISSORS 
NURSES CHARMS + 
Finest sculptured Fisher charms, KY 
Grad. Hat; No. 8. Band. Scissors . . 3.49 ea. 
No. 13/297 Earrings ........ 5.95 per pair. 
aa Gold finish, gift boxed. Choose RN, LPN 
ful array of capsules, pills and tablets. Novel, unique, for 


Prevent stains and wear! 
Smooth, pliable pure white vinyl. Ideal 
low-cost group gifts or favors. 
No. 210-E (right), two compartments 
with arte stamped caduceus . . . 
6 for 1.50, 25 or more 20¢ ea. 


No. 791 (left) Deluxe Saver, 3 compt., 
change pocket & key chain... 
6 for 2.98, 25 or more 35¢ ea. 


NIGHTINGALE LAMP 


An authentic, unique favor, gift or engraved <i 
award! Ceramic off-white candleholder with 
genuine Sige leaf trim. Recessed candle 
cup (candle not included). 7” long. 


No. F100S Lam, 
Initials and di 
add 1.00 per lamp. 


6.95 ea., 12 or more 4.95 ea. 
graved on gold plaque... 


Hamilton 17 Jewel = 
“Buren” Calendar Watch, 17 jewels, sweep- 
second hand. Date changes at midnight. Water,§ 
shock resis., anti-mag., unbreak. mainspring. 
Chrome finish, expan. bracelet, a guarantee. 
No. BL53 Ham. Watch . . . 34.95 ea. te 


Endura Waterproof swiss made, raised alee full 
numerals, lumin. markings. Red-tipped sweep second- 
yand, chrome / stainless case. Includes genuine black 
teather watch strap. 1 year guarantee. Very dependable. 


No. 1093 Endura Watch............2000- 19.95 ea. 


Bzzz MEMO-TIMER time hot packs, heat 
lamps, park meters. Remember to check vital si i 
give medication, etc. Lightweight, compact (142” 

Sets to buzz 5 to 60 min. Key ring. Swiss made. 

No. M-22 Timer....... 3.98 ea. 

3for9.75, 6 or more 3.00 ea. 


5 White barrel with caduceus’imprint, aluminum 
band and clip. 5” long, U.S. made, batteries included (re- 
placement batteries available any store). Your own light, gift boxed. 


No. 007 Penlight . . . 3.98 ea. Your Initials engraved, add 50¢ per light. 


CROSS PEN Natalie B. Havens 
World-famous ballpoint, with 
sculptured caduceus emblem. Full name ~ 
FREE engraved on barrel (include name with coupon). 
Refills avail. everywhere. Lifetime guarantee. 

No. 3502 Chrome 8.00 ea. No. 6602 12kt. G.F. 11.50 ea. 


Free Initials and Scope Sack 
with your own 


Littmann Nursescope! 


Famous Littmann nurses’ 
diaphragm stethoscope . 

a fine precision instrument, 
with high sensitivity for 
blood pressures, apical pulse 
rate. Only 2 ozs., fits in 
pocket, with gray vinyl! anti- 
collapse tubing, non-chilling 
epoxy diaphragm. 28” over 
all. Non-rotating angled ear 
tubes and chest piece beau- 
tifully styled in choice of 5 
jewel-like colors: Goldtone, 
Silvertone, Blue, Green, Pink.* 


FREE INITIALS AND SACK! 
Your initials engraved FREE 
on chest piece; lend individ- 
ual distinction and help pre- 
vent loss. Also FREE SCOPE 
SACK included, worth $1. as 
described above right. (Free 
sacks not personalized; add 
50¢ if initials desired.) Ideal 
for group gifts! Note big sav- 

ings on quantity orders (left). 
13.80 ea. ppd. 


6-11...12.80 ea. 12 or more...11.80 ea. 

Group Discounts include free Initials and Sack! 
*IMPORTANT NEW FEATURE: New ‘‘Medallion’’ styling 
includes tubing in colors to match metal parts. If desired, 
please add $1. ea. to all prices above, and add ‘‘M’’ to 
Order No. (No. 216M) on coupon. Duty free 


No. 216 Nursescope... 


cision craftsmen in W. Germany. Easy- 
to-attach Velcro cuff, lightweight, com- 
pact, fits into soft sim. leather zippered 
case 242"-x 4” x 7”. Dial calibra- 
ted to 320 mm., 10-year accuracy 
a to +3 mm. Serviced by 
leeves if ever required. Your ini- 
tials engraved on manometer and 
gold stamped on case FREE, for 
permanent identification and 
distinction. A wise investment for 
a lifetime of dependable service! 


No. 106 Sphyg. . . . 29.95 ea. 


CAP TOTE keeps your caps crisp and clean ” 
while stored or carried. Flexible clear plastic, white 
trim, zipper, carrying strap, hang loop. Stores flat. Also 
for wiglets, curlers, etc. 842” dia., 6” high. 

No. 333 Tote . . 2.65 ea., 6 or more . . 2.35 ea. 
Your initials gold-stamped, add 50¢ per Tote. 


WHITE CAP CLIPS 


Holds 
firmly in place! Hard-to-find white bobbie pins, 
enamel on fine spring steel. Eight 2” and eight 
3” clips included in plastic snap box. 


caps 


No. 529 Clips . . 3 boxes for 1.95, 
6 for 3.25, 12 for 49¢ ea. 


MOLDED CAP TACS 
Replace cap band instantly. Tiny plastic tac, 
dainty caduceus. Choose Black, Blue, White 
or Crystal with Gold Caduceus; or all Black 
(plain). The neater way to fasten bands. e 
No. 200 Set of 6 Tacs... 1.25 perset. % 
12 or more sets 1.00 per set 


ALL METAL CAP TACS Dainty, jew. 


elry-quality Cap Tacs with grippers to hold cap 


band securely in place. Sculptured metal 
Caduceus, polished 
Two Tacs per set, gift boxed. Ideal Class favor or 


‘old finish, clutch fastener. 
group gift. Add a bit of style to your cap! 
No. CT-2Cad. Tacs ......... 2.50 ea. 
SEL-FIX CAP BAND Biack veivet rica 


band material. Self-adhesive, presses on, 
pulls off; no sewing or pinning. Reusable x 
several times. Each band 20” long, pre-cut to } 
popular widths: %” (12 per plastic box) 4%” | 


(8 per box) %” (6 per box) 1” (6 per bby). sa 
Specify width under ITEM column on coupon. ae 
No. 6343 Band. . .1.75 per box 3 or more . . 1.50 ea. 
0: R UMPA Bo 9, Attleboro 02/0 
ORDER NO. ITEM COLOR | QUANT.| PRICE 


Use extra sheet for additional items or orders 


INITIALS as desired: 
(Good idea . . . for distinctive identification) 


TO ORDER NAME PINS, fill out all information in box top 
left, clip out and attach to this coupon. 


| enclose $____mm_ (Mass. residents add 3% S. T.) 
Sorry, no COD's or billing terms available 


Send to 


Street .... 


~ CLASSICS 
IN THE 
MAKING 


REVISED 
TEATS 


ovwemwoNMTUL: 1119: \\ . 
Cas TA na ‘ 
ddl Mlafaltfclies \ 


INSTRUCTORS’ NOTE: To re- 
ceive a complimentary copy for 
firsthand evaluation, write to the 
Textbook Department, mention- 
ing your position, course and en- 

@roliment. 
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A New Book! Fuhr 
CLINICAL EXPERIENCE 

RECORD AND NURSING 

CARE PLANNING — 

A Guide for Student Nurses 

Here’s a unique guide to practical organization of 
material and patient studies in clinical nursing. It 
outlines your student’s expected learning experi- 
ences and records those which she has acquired. 
By helping you find students’ strong and weak 
points, the book enhances the meaningfulness of 
learning. 


By SISTER MARY THOMASINA FUHR, R.N., M.S.N. 
November, 1972. 134 pages plus FM I-X, 7%’? x 10%”, 
Price, $4.50. 


A New Book! Auld-Birum 
THE CHALLENGE OF 
NURSING: A Book of Readings 


This broad overview incorporates philosophical, 
conceptual, and practical aspects of your students’ 
chosen profession. The five units present topics 
selected from original publications by more than 
30 leaders in the nursing field. The anthology 
covers the definition and nature of nursing, 
psychological diagnosis and the nurse’s involve- 
ment in her work. 


By MARGARET E. AULD, B.S., M.N., R.N.; and LINDA 
HULTHEN BIRUM, B.S., M.N., R.N.; with 38 contribu- 
tors. January, 1973. 247 pages plus FM I-XIV, 6%” x 
9%”. Price, $5.20. 


New Sth Edition! Squire-Welch 
BASIC PHARMACOLOGY 
FOR NURSES 


Your students will appreciate this source of vital 
information . . . designed to help them fulfill their 
role in the administration of drugs. Basic informa- 
tion covers the effects, dosages, and usages of 
common drugs; and notes weights, measurements, 
and abbreviations used in medicine. Chapters new 
to this edition discuss: anesthetics; hallucinogenic 
drugs; serums and vaccines; and antineoplastic 
drugs. 

By JESSIE E. SQUIRE, R.N., B.A., M.Ed.; and JEAN M, 
WELCH, R.N., A.B., M.A., B.S.N.Ed. March, 1973, Sth 
edition, 370 pages plus FM I-XII, 7%” x 10%”, 20 
illustrations in 9 figures. Price, $6.05. 


Williams 


New 2nd Edition! 
NUTRITION AND DIET 
THERAPY 

Here’s an all-inclusive classroom package for you! 
In revising this book, the author says, “Two basic 
objectives have prevailed: clarity of content and 
person-centered focus.” To this end, she empha- 
sizes application of nutritional science principles 
to specific clinical situations and individual needs. 
Watch for new material on hyperlipoproteinemia, 
nutrition during pregnancy and lactation, and 
problems in control of food additives. 

By SUE RODWELL WILLIAMS, M.R.Ed., M.P.H. Febru- 


ary, 1973. 2nd edition, 694 pages plus FM I-XVIII, 7” x 
10°’, 124 illustrations in 117 figures. Price, $11.05. 


New 2nd Edition! 
NUTRITION AND DIET 
THERAPY — A Learning Guide for Students 


“Survival strategies ...”’ “open systems...” “We 
must be innovators rather than unthinking con- 
formers.” All key ideas in Part 2 of the Williams 
nutritional package. Designed to supplement the 
text described above, this guide presents informa- 
tion in three parts: AN APPROACH TO LEARN- 
ING — Suggestions and techniques for study, 
problem-solving; FOUNDATION OF NUTRI- 
TION —A study guide for normal nutrition; and 
APPLIED NUTRITION — Clinical case studies. 


By SUE RODWELL WILLIAMS, M.R.Ed., M.P.H. Febru- 
ary, 1973. 2nd edition, 186 pages plus FM I-X, 7%’ x 
10%”. Price, $5.25. 


Williams 


A New Book! 

REVIEW OF NUTRITION 
AND DIET THERAPY 
(Mosby’s Comprehensive Review Series) 
And finally, Part 3: a broader coverage of nutri- 
tion, that allows your students to see not only 
their roles, but also nutrition as it relates to all 
health care professionals who meet patients in a 
variety of community and clinical settings. The 
text is organized in effective question-and-answer 
format, touching on water and electrolytes, food 
habits, child and adult health problems... the 
entire nutritional spectrum, from basics to spe- 
cifics. 

By SUE RODWELL WILLIAMS, M.R.Ed., M.P.H. Febru- 


ary, 1973. 293 pages plus FM I-X, 7” x 10’’, 40 illustra- 
tions. Price, $8.70. 


Williams 
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A New Book! Gruendemann et al 
THE SURGICAL PATIENT — 

Behavioral Concepts for the 

Operating Room Nurse 

“We envision the OR nurse fulfilling the vital role 
in the continuity of care of the patient undergoing 
surgery.” The authors’ vision comes alive for your 
students in a text that explores (for the first time 
in depth) surgical conscience. It teaches a solid OR 
framework by emphasizing principles —at the 
same time weaving in techniques that put the 
principles to use. However, the book is organized 
so that the nurse is left free to choose her own 
preferred nursing action. 


By BARBARA J. GRUENDEMANN, R.N., B.S., M.S.; 
SHIRLEY B. CASTERTON, RN., B.S.; SANDRA C. 
HESTERLY, R.N., A.A.; BARBARA B, MINCKLEY, 
R.N., B.S., M.S., D.N.Sc.; and MARY G. SHETLER, 
R.N., B.S.N. May, 1973. Approx. 205 pages, 7” x 10”, 65 
illustrations. About $5.75. 
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_by the University of British Columbia 
‘school of nursing at the request of 
the provincial joint committee on the 
expanded role of the nurse in the provi- 
sion of health care. It has been submit- 
ted to B.C. health minister Dennis 
Cocke. 

Representation on the joint com- 
mittee, chaired by Alice Baumgart, 


i 
‘ 


F acl aire 
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a ahd 
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province’s College of 


_ Family Physicians, Medical Associa- 


tion, College of Physicians and Sur- 
geons, department of health services, 
school of nursing and faculty of medi- 
cine at UBC, diploma schools of nurs- 
ing, and RNABC. The coordinator of 
health sciences at UBC and a nurse 
practicing in an expanded role are 
also on the committee. 

Ms. Neylan said nurses working in 
expanded roles in community settings 
and remote areas are graduates of tradi- 
tional programs, who have broadened 
their skills mainly through their own 
effort. 

“We're now ready in British Colum- 
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bia to provide more effective addi- 
tional preparation through short courses _ 
for practicing nurses on a province-— 
wide basis. It has been recommended 
that additional preparation for student 
nurses be provided through modifica- 
tion of current nursing education pro- 
grams.” 

The RNABC president added: “We 
need a framework within which the 
registered nurse with appropriate 
educational preparation and experience 
can freely practice as a provider of 
primary care to the people of British 
Columbia.” 

RNABC’s brief contains 15 recom- 
mendations dealing with various aspects 
of health services involving nursing 
care and health education of the public. 
The brief states the need to plan for 
transferring appropriate functions 
from highly skilled, highly paid profes- 
sionals to other health workers. The 
association says this is necessary if 
the goal of increased productivity and 
effectiveness of health professions is 
to be achieved. 

The RNABC hopes provincial funding 
will enable the proposed program to 
begin in 1973. Cost of the program for 
1973 is estimated at $72,000. 


Arbitration Backs Nurse’s Claim 
To Bonus For Midwifery Course 
Hamilton, Ont. — In this first case of 
its kind in Ontario to be taken to 
arbitration, an arbitration board has 
upheld a nurse’s claim for a $15 a 
month allowance for having completed 
part I and part II of her midwifery 
course in the United Kingdom. 

The nurse, who works in the mater- 
nity department at St. Joseph’s Hospital 
in Hamilton, Ontario, claimed in her 
grievance that the hospital violated the 
provision of the collective agreement, 
which granted such an allowance “for 
approved special clinical preparation of 
three months or more... when such 
skills are used directly in the work 
assigned.” 

Refusing the payment on the grounds 
it had not approved the midwifery 
course, the hospital justified this by 
stating the practice of midwifery in 
Ontario is restricted to the medical 
profession. 

The January 1973 employment 
relations newsletter of the Registered 
Nurses’ Association of Ontario outlined — 
the arbitration board’s arguments in 
favor of the nurse’s claim. 

In its conclusion, the board noted: — 
“The fact that the grievor in her work 
as a registered nurse would not exercise — 
the responsibility of a midwife . . . does — 
not [detract] from the substantial — 
training in obstetrical nursing. . . [she] 
received. . . . To recognize the grievor’s 


(Continued on page 20. 
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Supervisors, teachers, family planning organiza- 
tions—can now take advantage of Wyeth’s complete 
Family Planning Service. 

Wyeth makes available to you: large flip charts 
useful for teaching birth control methods to groups; 
smaller, handy booklets with illustrations correspond- 
ing to the flip chart; a film library service, including 
the widely popular “Happy Family Planning” (five 
languages shown on the film: English, French, Italian, 


Chinese, Arabic); and “Question and Answer” 


Contraceptive 
Methods 


4 The intra-Utering Device ti.u.D) 


Birth 
Control 


Wyeth 


booklets about oral contraception, with reference to 
Ovral* 21’s and 28's. All are available to recognized 
groups through your Director of Nursing, Supervisor, 
or Doctor. ; 

Simply. write, stating the nature and size of vour 
group, and your requirements: 

Director of Family Planning Services 

Wyeth Ltd. 

4455 Chesswood Drive 

Downsview 461, Ontario 


A tWyeth Ltd., Toronto °R.1.M tTrademark 
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courses of study is not to recognize 
midwifery, but... recognize the value 
for an obstetrical nurse of advanced 
training in obstetrical nursing subjects.” 

The board also considered the fact 
that the hospital had agreed to pay the 
education allowance to another nurse in 


the same department. That nurse had 
taken a postgraduate course in obstet- 
rical nursing in Michigan, which 
included the same subjects and used 
the same textbook, although it was not 
described as a midwifery course. As the 
board concluded that the two courses 
were substantially equivalent, it 
agreed the grievor was entitled to be 
paid the allowance. 

A disturbing aspect of the award, 
the RNAO newsletter pointed out, was 
the board’s finding that the grievor’s 
possession of a midwifery part II 


Hollister’ karaya seal appliances 


By preventing skin excoriation and simplifying 
stoma care, Hollister’s Karaya Seal appliances can 
help speed rehabilitation. Applying one promptly 
after surgery can prevent excoriation before it starts. 
The Karaya Ring fits snugly around the stoma, keep- 
ing irritating discharge away from the skin. Hollister 
appliances are disposable, one-piece units. Also 
available to the patient at authorized pharmacies 


nationwide. Write for free evaluation kit. 


HOLLISTER 


HOLLISTER LTD., 332 CONSUMERS RD., WILLOWDALE, ONT. 
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certificate qualified her for the monthly 
bonus. The board rejected the associa- — 
tion’s contention that a part I certificate — 
was evidence of sufficient obstetrical | 
training, beyond the level Ontario 
nurses receive, to justify the bonus. “It 
would probably be difficult to persuade | 
any future boards to reach a different | 
conclusion,” the newsletter added. 

The newsletter stressed that the award © 
does not advance the cause of those’ 
wishing to see midwifery become a legal | 
nursing procedure in the province. “All 
it does is recognize the fact that training © 
in midwifery... is useful to a nurse 
working in an obstetrical department.” 

An RNAO task force is studying 
the possibility of legal recognition of 
midwives. 


World-Wide Hypertension 

Is Hidden Epidemic — WHO 
Geneva, Switzerland — High blood 
pressure has become a_ world-wide 
problem, studies carried out by the 
World Health Organization show. In 
societies at all levels of affluence, 
roughly 10 percent of adults, both men 
and women, have blood pressure values 
above what is considered normal. 

High blood pressure is largely an 
invisible disorder in the community, 
since only its direct complications are 
clinically apparent. Viewed in the light 
of its prevalence and its possible con- 
sequence, high blood pressure must be 
regarded as a widespread epidemic. 

Systematic long-term treatment of! 
hypertension has become possible since 
potent and relatively harmless drugs 
became available. As a result, pilot 
programs for the control of hyper- 
tension are being launched in 10 coun- 
tries, under WHO auspices. Altogether 
750,000 people will be covered. 

According to Dr. Thomas Strasser 
of the WHO cardiovascular diseases 
unit: “Hypertension is so frequent 
and so important a disorder that the 
general approach to its control must 
include, as in the case of any large- 
scale epidemic, the management of 
whole communities as sociobiological) 
entities in addition to the care of in- 
dividuals. 

‘For this purpose, both general prac- 
titioners and the public should be 
mobilized. Concerted action is. . . need- 
ed along three lines—the general 
health education of the public, the: 
education of physicians, and the better 
care of hypertensives, including timely 
diagnosis and appropriate treatment.” 

“The ultimate aim is a comprehen- 
sive program for the control of alll 
cardiovascular disease, and perha 
other chronic diseases as well, im 
entire populations,” concludes Dr. 
Strasser. 
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One squeeze 
says it all. 


Pick up any Davol syringe — 1 0z., 2 0z., 
3 0z., 50 cc. or piston-type — and you'll 
notice the difference. It feels right. And 
works right. Because it’s made right. With 
all the features of re-usables to make 
your job easier. Yet priced for single 
patient use. That’s the Davol difference. 
The better way. Try one. Try 

them all. Ask your Davol 

dealer salesman for details. 

Davol Inc., Providence, 

Rhode Island 02901. A 

Subsidiary of International Paper Company. 
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Talking exerciser for children 


A new therapeutic exerciser that is fun 
and beneficial for children suffering 
from cerebral palsy, has been introduc- 
ed by Overly Manufacturing Company. 

The unit, called Peter Pachyderm, is 
designed to look like a stuffed toy. A 
soft, stain-resistant, plush elephant 
head with big floppy ears, short plastic 
tusks, and two huge feet below it is 
attached to the front of the exerciser. 
The elephant is tan and brown, with 
white tusks and toes. The tusks can 
be removed and reattached. 

A tape recorder, fitted into a com- 
partment behind the elephant’s head, 
is activated by pushing a button in the 
tip of the trunk. The tape may have 
instructions, animal sounds, or a story 
on it and can be reached only by bend- 
ing over. It provides an incentive for the 
child to perform exercises that may be 
painful. 

The exerciser is suitable for children 
ages 3 to 14. It stretches and strengthens 
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the back, upper leg, and hamstring 
muscles. Feet and knee supports hold 
the heel lift down and help support the 
child’s legs in a natural position. 

The exerciser can be adapted to 
conform to the child’s body size. Feet, 
knee, and abdominal supports are 
adjustable in one-inch increments. Legs 
may be positioned closely together or 
spread apart, depending on exercise 
requirements. Velcro fasteners on foot 


and knee supports provide a range of 


adjustments and make it easier to 
release the child. The waistband is 
secured by surcingle buckles. 

This unit is mounted on a sturdy 
platform on four lockable casters, 
spaced so that it is impossible to tip 
the exerciser. Casters make the device 
easily transportable. 

Additional information is available 
from Overly Manufacturing Company, 
West Otterman Street, Greensburg, 
Pa., U.S.A. 


ETIBI tablets z 
ICN Canada has announced a new 
product on the Canadian market: 4 
ETIBI (Ethambutol HCl). 

ETIBI is indicated in the treatment 
of all types of pulmonary tuberculosis. — 
It is available in two strengths and- 
colors: ETIBI! 100 mg (peach) and 
ETIBI 400 mg (blue). Tablets are sold ~ 
in bottles of 100 and in unit dose 
packaging. 

The characteristic colors of the 
tablets are to help prevent confusion 
for patients taking Ethambutol tablets 
at the same time as other chemothera- 
peutic agents, such as Isoniazid. 

Further information is available 
from ICN Canada Limited, 675 Montée 
de Liesse, Montréal 377, Québec. 


Literature Available 
Chemetron Corporation describes the 
use of suction equipment with piped 
vacuum systems in a new brochure for 
hospitals. This 12-page leaflet covers 
specific usage and_ installation in 
various locations throughout — the 
hospital: operating rooms, recovery 
rooms, intensive care, emergency, labor 
and delivery, nursery, and_ patient 
rooms. 

The leaflet goes into detail on the 
precise uses within these areas, covering 
aspiration, deep drainage, and pleural 
drainage. It also explains accessories 
to use in various applications. Illustra- 
tions throughout the booklet help: 
explain procedures and show installa- 
tions, 

The leatlet (Form No. 104600-89)) 
is available from Chemetron Corpora-_ 
tion, Medical Products Division, 111 
E. Wacker Drive, Chicago, Illinois” 
60610, U.S.A. ; 


ICN Canada’s 1973 Surgical Catalogue) 
contains a complete range of surgical|| 
sponges, X-ray and non X-ray de- 
tectable, manufactured in Canada to’ 
specifications of operating room needs. 

In addition, sponges will be man- 
ufactured to customers’ individual 
requirements. Copies are available from 
Betty Meunier, Product Manager, 


ed, 675 Montée "de Liesse, Montreal 
377, Quebec. zi 


for relief of costoeartum discomforts 


only Tucks babies 


tendef tissues two ways 


as a soothing wipe...as a cooling compress...and as often as 


Tucks medicated pads give your postpartum 
patient more relief, more often than ointments or 
aerosols because pads can be used more ways. 
Cooling Tucks medication can be applied by 
using the pad as a compress. Or the pad can be 
used as a wipe to both soothe and cleanse. As a 
wipe, it lets her avoid the mechanical irritation of 
harsh, dry toilet paper. A Tucks pad under her 
sanitary pad prevents chafing too. 

Tucks medication gives prompt, temporary 
relief from postpartum discomforts—the itching, 
burning and irritation of episiotomies and simple 
hemorrhoids. Its active ingredients are witch hazel 
and glycerine—there is no ‘“‘caine” type anesthetic 


in it. Your patient can have her own supply of 
Tucks at bedside for self-administered relief with 
minimum risk of over-treatment or sensitization. 

In addition, Tucks medication is buffered to an 
approximate pH of 4.6. This helps tissues maintain 
their normal acid defenses. Prescribe Tucks pads 
at bedside for soothing, cooling comfort from the 
first postpartum day on. 

Order a trial supply on your Rx. Write to: 


IGN! 


A Subsidiary of International Chemical & Nuclear Corporation 


675 Montee de Liesse 
Montreal 377. Quebec 
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Need extra protection against slippage when 
youre handling slippery metal, glass and plastic 
surgical instruments? Try Perry’s Double-Tex’ 
sterile, surgical gloves with light, velvet-textured 
palms. 

You'll also get another exclusive Double-Tex 
feature. A special textured interior surface. De- 
signed to protect against “in-the-glove slippage” 
caused by perspiration build-up during long 
procedures. 


a4 


le-Tex Surgeons’ Gloves 


Textured surfaces, 
inside and out... 


Double-Tex’s strong, but thin, palm prevents 
binding. In addition, specially designed, curved 
fingers make Double-Tex a comfortable glove 
that is not fatiguing during long procedures. 
Available in white and brown latex. Sizes 
5'4 through 9. Packaged in convenient peel- 
down, nonresealable outerwrap. Innerwrap 
provides a 276 square inch sterile field. Double- 
Tex. Just what you asked for and just from 
Perry. 


erry gloves 


A PRODUCT OF 
AFFILIATED MEDICAL PRODUCTS LIMITED 


90 Commercial Avenue, Ajax, Ontario 
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Freedom: 
an outmoded tradition 


In examining the concept of social freedom in education and professional 
organizations, the author explains why interdependence, not independ- 
ence, is a central fact of social life. She criticizes professionals for retaining 
the status quo and calls professional organizations lackluster, bland, and 


conservative. 


Joan M. Gilchrist, B.N., M.Sc.Appl. 


The most avid supporter of the thesis 
that “I am captain of my soul and 
master of my fate” is finding this 
position increasingly difficult to 
support. This reflects an individualis- 
tic perspective of freedom, for it implies 
exemption or liberation from the con- 
trol of others, lack of hindrance or 
restraint in choice of action, and not 
being required to conform. It is difficult 
to support because it is a traditional 
notion of freedom that does not fit 
a modern, urban, industrialized society. 
A more tenable definition is one 
in which freedom is embedded in a 
social context, This is the concept of 
freedom I am using to argue for an 
educational, professional, and admin- 
istrative revolution among the health 
professions and their organizations. 


What is social freedom? 

The traditional perspective of free- 
dom suggests that creativity and indi- 
vidualization on the one hand, and 
conformity and participation on the 
other, are natural enemies. But much 
‘creative and productive work is per- 
formed by people who do a great deal 
of conforming. Similarly, self-affir- 
mation does not denote an entirely 
free and separate individual, but is 
the affirmation of oneself as a partici- 


The author adapted this article from a 
paper she presented in Montreal in Octo- 
ber 1972 at a psychiatric nursing confer- 
ence on freedom, sponsored by McGill 
University. 
APRIL 1973 


pant in the creative development of the 
system. This position we can call 
social freedom. 

The following analysis dwells on 
ways in which individualization and 
participation, creativity and conform- 
ity, need one another for the existence 
of a social freedom. The validity of the 
concept “social freedom” depends on 
the assumption that individual person- 
ality is rarely, if ever, the sole deter- 
minant of behavior. Behavior always 
depends in some part on the situation 
in which the person finds herself at the 
moment.! 


Social freedom and education 

Have we attained social freedom 
in our educational institutions? If so, 
what are the outcomes? The major 
question in all our institutions is not 
how to acquire conforming behaviors, 
but how to generate creative ones. 
Our programs are designed to shape 
the individual to the requirements of a 
specialty or a profession. In fact, our 
training methods in the health profes- 
sions in general, and in nursing in 
particular, process individuals to be- 


The author is director of the school of 
nursing at McGill University in Montreal. 
As well as teaching at McGill, she has been 
director of nursing and principal of the 
school of nursing at the Jewish General 
Hospital in Montreal and has worked in 
two Toronto hospitals. She is completing 
work for a Ph.D. in sociology at McGill. 


come more alike, speak the same lan- 
guage, share the same _ professional 
baggage, and engage in the same kind 
of activities in a prescribed way. 

The common method of education is 
to transfer certain beliefs, attitudes, 
knowledge, and values from the mind 
of the teacher into the mind of the 
student. Thus it cannot properly be 
labeled education, for it does nothing 
to liberate or develop the individual 
because she is not tree to think. This 
method simply relays what is known 
to the group being socialized and so 
breeds conformity without creativity. 
It is only a part of what an individual 
needs to practice her profession, and 
she surely has no social freedom to 
develop or nurture her creative poten- 
tial. 

The creative person is, above all, 
highly developed. It appears possible 
to produce creative people or to raise 
the level of creativity in most people 
by educational means. Knowledge 
about how learning occurs can tell us 
when to provide structure and regime, 
when to be permissive, when to intro- 
duce particular ideas, and how to 
foster the imagination while teaching 
the person what she must know of 
reality. 

True education is liberating and 
differentiating and, if successful, makes 
an individual different from every 
other. A program meeting these criteria 
nourishes the general powers and 
sensitivities; it creates social freedom 
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h she cannot adapt with the use 
ices already present. Thus she is 
uired to innovate, to generate new 
suitable means of response. Pre- 
ing the learner with a succession of 
challenges stimulates new  res- 
ynses. People must be challenged and 
jolted out of their complacency so they 
_will revise their way of looking at things 
and be required to generate new pers- 
pectives and systems of response. 

Dewey suggests that thinking as the 
method of educative experience makes 
individuals free within any structure, 
in the sense that each is free to make 
a choice among alternative courses of 
action. That is, she has the knowledge 
to make a rational, logical selection 
from known alternatives, each of which 
has predictable outcomes. Such know- 
ledge allows the individual to partici- 
pate freely. “Those who take part do 
not feel that they are bossed by an 
individual person or are being subject- 
ed to the will of some outside superior 
person. ...[they are] sharing in a 
common experience.” 2 

Simply preaching the need to observe 
and identify the aspects of a situation, or 
to follow principles, falls short because 
these do not help the individual to 
understand the significance of what 
she sees, hears, and touches; nor do the 
so-called principles always fit. “This 
significance consists of the conse- 
quences that will result when what is 
seen is acted upon,” says Dewey. 

Although some prior knowledge is 
essential, real learning must come from 
an experiential approach in which the 
applied knowledge is subjected to 
assessment and further refinement. 
This knowledge is then used to augment 
or change the original approach. 

The features of this type of educa- 
tional system must exist not only in the 
system that socializes people into a 
profession, but also in the environment 
in which they work and in which this 
creative potential must continually 
be developed. Only then will individ- 
uals be a viable force in a ward or ins- 
titution and operate according to 
other forces that comprise the system. 


Social freedom and organizations 

If these are the ways in which our 
educational tenets have tended to 
promote rigidity and conformity to 
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ysfunctional systems of behavior, 
and if an educational revolution is 
needed to change this, then what of 
the effect on behavior of the organiza- 
tion as a structure? How can this 
structure be revolutionized to promote 
social freedom? 

An administrative revolution re- 
quires adherence to some of the tenets 
of management to which I have alluded, 
and a reassessment of our ways of 
analyzing organizational behaviors. 

The organization, with its rigid 
system of operant conditioning, can 
promote standardized, routinized be- 
haviors. The extent of systematiza- 
tion to which the person is subjected 
tends to be associated with system- 
atized individual behaviors. In any 
society there are pressures on the 
individual to conform with the group's 
ways. However, in most instances, 
says Sanford, the dissipation of the 
authority structure or lifting of repres- 
sion would not by itself bring creativity 
or independence.4 

In modern, highly industrialized 
society, there is a great deal of uni- 
formity of behavior because people 
have to adapt themselves to the pre- 
vailing technology and social machin- 
ery. Homogeneity of behavior is not 
due to any widespread desire to con- 
form, but to the fact that being different 
costs too much. 

People differ in conforming behavior 
even in the same organization, culture, 
or society. Studies have shown the 
most creative people have the greatest 
flexibility of thinking, breadth of 
perspective, openness to experience, 
freedom of impulse, breadth of interest, 
integrity, and autonomy. 

There is no validity to the notion 
that the organization alone produces 
conformity. We can cease to be so 
concerned about the so-called deper- 
sonalization associated with organiza- 
tions and about their domination of 
the individual. Domination — exists 
because people allow themselves to be 
dominated, Where there are continu- 
ously developing and knowledgeable 
individuals in an institution, there is 
usually a healthy institution, and vice 
versa. 

Yet there is a certain determinism 
in organizational structure. The organ- 
ization and its administrative system 
must change to allow the knowledge 
revolution to flourish and social free- 
dom to prevail. What will happen in an 
administrative revolution? 


Developments such as_ profession-_ 
alization, specialization, and innova- _ 
tion are spelling doom for the bur- 
eaucratic mystique, if it ever existed. — 
Berkley describes a new structural t 
model, which is replacing the crumbling 
hierarchial pyramid, as a “loose, | 
amorphous, sprawling affair” that is 
constantly changing. 

Management is multiheaded; its 
function is to coordinate and support, 
rather than exercise authority. Any 
model must reflect a change from 
perceiving organization as a_ rigid 
system of offices with allied roles con- 
nected by chains of command, which 
foster continuity, stability, unity, and 
strict subordination. Management 
can be seen as a system that permits — 
continual testing and adoption of the 
untried and improves conditions to — 
allow specialized knowledge and tech- 
niques to be more effectively used — 
through rational behavior and planning 
procedures. 

In this view, planning is a mechanism 
for stabilizing change and allowing for 
self-improvement. It requires the ideas, 
suggestions, interests, and experience 
of all who function within the system. 
Power is not a negative process to 
control freedom, but a creative, energiz- 
ing force whereby interdependence, not 
independence, is a central fact of social 
life. These organizational and ad- 
ministrative features need to be ac- 
companied by a reorientation of focus; 
the client’s thinking and needs are the 
major factors determining behaviors. 

It has been suggested that managers 
and administrators are taught the 
principles of behavioral science, not 
with the idea of sensitizing them to the 
needs of the people served, but to 
condition them to respond to the needs 
of the organization. The wanton and 
much publicized human relations ap- 
proach in administration is merely a 
manipulative device, whereby concern — 
with the individual’s motivation, atti- 
tudes, and involvement in her work — 
are used by management to solve — 
organizational problems and make the ff, 
individual satisfied with doing what she — 
is told. : 
The popular notion that this so-called) ff} 
individualistic approach to the worker 
— understanding her problems and so | 
forth — leads to high morale, which in 
turn results in high productivity, is a 
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Fi _ sarily simply meeting the organization’s 
| goals. 


Each individual’s social freedom 
depends on factors within the institu- 
tion and within the individual; obstacles 
to the development of the individual 
must be identified and removed. Even 
more important is the addition of ele- 
ments that will generate creativity. 
Throw out all the rituals, even some of 
the new rituals like nursing care plans, 
which have merely replaced old 
rituals and which provide the staff with 
the fallacious notion they are “individ- 
ualizing care.” Instead, create a milieu 
in which experimentation is rewarded 
and thinking is encouraged. 

There is hardly a clinical unit today 
in which all personnel are not primarily 
social slaves and organizationally- 
determined creatures of a system. They 
are cast in this role both by the educa- 
tional system that prepared them and 
by the organizational and social envi- 
ronment of the work unit. Only know- 
ledge of how to nurse without the 
organizational trappings of habit and 
routine can truly release the personnel 
from this position. 


Social freedom and professionalism 

The health professions, like all 
professions, have typically been per- 
ceived as monolithic. Many see their 
profession as having its own integrity, 
a mission separate from other disci- 
plines, and so autonomous. But several 
perspectives of identity can be describ- 
ed in each profession; they originate 
largely through educational experience. 

There may be as many differences 
of skill and opinion within each pro- 
fession as there are among different 
professions. Each profession is far from 
homogeneous with respect to know- 
ledge, social orientation, and capability 
of changing basic tenets. To speak of 
autonomy for a profession is to beg the 
question: autonomy of what for whom? 
Professional autonomy is elastic; it can 
be expanded or contracted, depending 
on judgments of competence. By what 
system is the judgment made? 

In general, the professional is gear- 
ed to retaining the status quo, avoid- 
ing situations, decisions, and regulations 
that will rock the boat. The outcome of 
professional competition and negotia- 

tion is typically to follow the majority 
_ in both individual behavior and in the 


stance of the organized profession. Most 


rofessionals reflect the prevailing 
climate of opinion. 
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In short, professional organizations 
are lackluster, bland, and conservative, 
if not reactionary. Their paths of action 
seldom lead toward fertile grounds for 
development. 

Moreover, a_ profession can be 
conceived as a social movement that 
builds the organization to forward its 
own aims, not those of the clientele. 
The days of a professional obtaining 
social freedom in the sense of deter- 
mining what should be done, how it 
should be done, and whether it is being 
done properly, with no accountability 
to anyone but herself and her profes- 
sion, are rapidly vanishing. 

As Lynn has noted, “More than 
anything else, our professionals need 
to liberate themselves — just as their 
colonial predecessors did — from 
monopolistic notions of who should 
do what job and narrow-minded 
conceptions of their obligations to the 
community at large.’’6 


Toward solution 

In a revolution that has not been 
unduly destructive, radical, coercive, 
or uncompromising, we have made the 
first move to solve the educational 
problem. The development of the new 
college system provides an educational 
structure which, in affiliation with our 
health care agencies, can provide the 
type of education that produces social 
freedom. But structural change alone 
is insufficient. In these structures we 
require socially free, and thus know- 
ledgeable, teachers who can stimulate 
thoughtful assessment of the outcomes 
of nursing acts and can use modern 
educational methods. 

Adjustments in relation to the 
organizational and professional issues 
have been proposed in some areas and 
are being acted upon. In spite of the 
power of vested interests and research 
that has consistently been favorable to 
these interests and their agencies, the 
proposals cannot be labeled timid 
reformism. New Professions Acts 
should place the operation of profes- 
sionals in a context more appropriate 
to our changing values, that is, in the 
hands of representatives of all segments 
of the population. 

The objective is for all of us to have 
social freedom and control so that no 
one needs to protect it, or fight for it, 
or value it. The fine lines of custom 
and law will no longer demarcate the 
health professions along rigid func- 
tional lines. Each professional will be 
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accountable primarily to the 
serves. This causes concern onl 
the professionals themselves, for 
of us are ill-prepared to select 
develop our roles in a system with 
guidelines. hs 

Organizational walls are being per- 
forated but must disappear as the large 
multisystemed hospital © complex — 
becomes dispersed and moves, in some 
cases, Closer to the people it serves. — 
Client and professionally — initiated 
health clinics will allow us to preserve 
health, treat illness, and maintain life 
in a truly comprehensive system, with 
professionals cast in new roles. 

We are now actualizing some of what 
we have discovered in the past. Much 
more remains to be discovered about 
making these systems work. Our success 
will depend on our ability and our 
inclination to direct a barrage of 
criticism toward our institutions and so 
reduce the essential “‘unfreedom” of our 
society. 
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Changing nursing practice 


through education 


This report of McMaster University’s program to prepare family practice 
nurses shows that changes in patterns of practice can be made through 


the educational process. 


D.j. Kergin, R.N., Ph.D.; M.A. Yoshida, R.N., M.N.; W.O. Spitzer, M.D., 
M.P.H.; J.E. Davis, R.N., B.Sc.N.; and E.M. Buzzell, R.N., M.N., M.Ed. 


Probably no other major “industry” 
in Canada has been subjected to as 
much scrutiny as our health care sys- 
tem. Nationally, we have seen the 
reports of the Royal Commission on 
Health Services, the Task Forces on 
the Costs of Health Services, and, 
more recently, the Community Health 
Centre project. This Community Health 
project places major emphasis on 
providing health services through a 
team of health professionals and other 
personnel, working as partners with 
members of the community.! 

Of particular significance to nursing 
is the» Report of the Committee on 
Nurse Practitioners.2. This Report 
Stresses the importance of the multi- 
disciplinary team and views changes 
in the nurse’s role as being fundamen- 
tally linked to changes in the team. 

Over the years, the cost of health 
care in Canada has been increasing, 
and important groups among both 
consumers and_ professional health 
workers have expressed dissatisfaction 
with some aspects of the way care is 
provided.’ Although there will undoubt- 
edly be limits on expansion in terms 
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of available resources, the rate of change 
will accelerate to make the system more 
effective and responsive to the needs 
of Canadians. 

Focusing on the McMaster educa- 
tional program that prepares family 
practice nurses (nurse practitioners), 
we will attempt to show that changes 
in patterns of practice can be effected 
through the educational process. Con- 
versely, we hope it will be apparent 
that evaluation of an educational 
program cannot be fully accomplished 
without assessing changes that occur 
subsequently in the practice setting. 


McMaster’s program 

The aim of the educational program, 
sponsored jointly by the faculties of 
medicine and nursing, is to prepare 
nurses who can assume responsibility 
for specific aspects of primary care, 
working with physicians and other 
health workers in ambulatory settings, 
primarily family practices. 

In 1971, an initial pilot program 


Grants supporting work reported in this 
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Demonstration Model Grant DM36; 
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was completed by 22 nurses.45. This 
program was of a work-study nature; 
that is, while the nurses were enroll- 
ed in the program, they were concur- 
rently employed in physicians’ offices. 
The schedule included one-half day to 
a full day of planned educational 
activity per week, and one full month 
on campus. The rest of the nurses’ 
time was spent in the offices in which 
they practiced their developing skills, 
under the guidance of the associated 
physicians. By means of several related 
studies, known as the McMaster Collab- 
orative Studies of the Nurse Practition- 
er, we are currently evaluating the pilot 
program and monitoring its effect on 
the practice settings. 

After assessing the objectives and 
curriculum of the pilot program, we 
initiated, in the fall of 1972, a revised 
educational program that was to be 
repeated every six months over a three- 
year period.® The new program consists 
of four months of study and practice 
on campus, followed by a four-month 
“internship,” during which McMaster 
faculty provide periodic supervision. 
Because we are recruiting nurses from 
medically underserviced areas at some 
distance from Hamilton, the alternating _ 
work-study type of program is no ~ 
longer feasible. If a number of nurses — 
apply from geographically convenient — 
areas, this plan may be resumed period- 
ically, in response to demand. 

Role change cannot occur in isola- 
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tion. A fundamental prerequisite for 
any change in role is modification of 
the expectations that others may have 
for the role incumbent. As well, others 
may need to change their responsibili- 
ties and activities. For this reason, 
we recognize the need to have physi- 
cians, with whom the nurses work, 
participate in the educational program 
so each will develop an appreciation 
of the full range of abilities of the 
nurse practitioner and the functions 
that could be performed by and deleg- 
ated to her. 

As well as requiring that the phy- 
sicians schedule time for teaching 
at the home base, at least one after- 
noon session per month is planned to 
involve both nurses and_ physicians. 
Agreement by a_physician-associate 
to participate in the program and to 
permit access to the practice by Mc- 
Master faculty remain essential re- 
quirements if a nurse is to be admitted 
to the program. 

Two major factors continue to affect 
the willingness of physicians to sponsor 
a nurse’s application to participate in 
the educational program and to commit 
themselves to subsequent functional 
changes in their practices. These are: 


1. Financial arrangements (fee for 
service) that do not permit a practice 
to receive income for services rendered 
by a person other than a physician, 
and are not supervised by a physician. 
Neither is there provision for reim- 
bursement to a practice for salary and 
overhead costs incurred through the 
employment of allied health profes- 
sionals. 

2. Uncertainty regarding the legal 
status of professionals who are asso- 
ciated with physicians and who assume 
clinical, decision-making responsibil- 
ities. 

Both the pilot and the continuing 
program are directed toward the acqui- 
sition or refinement of specific skills 
and abilities on the part of the nurse. 
In brief, these are: 


Techniques involved in: interview- 
ing and history taking; physical ex- 
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ation; pre- and postnatal care; 
ell-child care. 
=valuation and management of: com- 
-acute and chronic disorders; 
mon emotional disorders; common 
orders of family functioning; and 
yroblems of the elderly. 


The graduates of the program 

acquire the ability to make correct 

_ decisions about primary-care patients. 
The more frequent alternatives are: 

- recommendation of specific treatment; 
fo intervention other than support, 
reassurance, or education; and refer- 
ral to the physician, another health- 
related professional, or to a community 
agency. 

Our target population groups are 
those that require ambulatory or pri- 
mary-care services and live in settings 
in which medical support is generally 
available. That is, we are not preparing 
nurses for remote northern outposts 
where there are no physicians within 
a reasonable and convenient travel 
distance. 

Throughout the program, emphasis 
is placed on knowing what is “normal” 
physically and emotionally and on 
identifying and describing deviations 
from the normal. The intent is not to 
prepare nurses who presume to be 
diagnosticians; rather, it is to develop 
in them a high level of suspicion and 
the ability to recognize findings that 
lie outside the normal range or that 
may require intervention by them- 
selves or by their physician colleagues. 

Two principal features of the teach- 
ing-learning strategy for the program 
are: 

1. A problem-oriented consideration 
of clinical situations that have relevancy 
for the nurses and their practice settings 
within the objectives of the program. 

2. A clear recognition that learning 
is an individual matter, occurring at 
different rates, and is best achieved in 
an environment that stimulates self- 
learning and the setting and attain- 
ment of individual goals. 

The small group discussion serves 
as the primary method for developing 
problem-solving ability. Extensive 
use is made of McMaster’s audiovisual 
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and library holdings and human re- 
sources (both faculty and students) to 
extend the students’ skills and know- 
ledge and to help them achieve indi- 
vidual goals. Concurrent clinical prac- 
tice provides for application, refine- 
ment, and extension of skills and 
knowledge. 

Through interviews with the 22 
nurses who graduated from the pilot 
program, two to three months after 
they completed it, general impressions 
were gained of the changes their invol- 
vement in the educational program had 
made in their activities. 

The application of program objec- 
tives in the practices was influenced 
by the characteristics of the practice 
population and by the preferences of 
the nurses and the physicians. The 
nurses were functioning as primary- 
contact health professionals for a 
variety of patients and families. Clin- 
ical activities were mainly concentrat- 
ed on pre- and postnatal care and on 
services for well children, along with 
assessment and management of com- 
mon acute and chronic health prob- 
lems experienced by individuals of all 
ages. After completing the appropriate 
history and physical assessment, the 
nurses would either provide the re- 
quired care, consult with the physician, 
or refer the patient to him. 

As well as assuming the challenge 
of increased responsibilities for assess- 
ment and management of health com- 
plaints, the nurses found the increased 
contact with patients rewarding. More 
professional time was available in the 
practices for health teaching and anti- 
cipatory guidance. This subsequently 
resulted in a better understanding of 
the patient as a person and as a mem- 
ber of his family and community. 


Changes in practice 

We are now completing studies to 
assess the effect that the pilot nurse 
practitioner educational program has 
had on the practices involved in the 
program. In total, 16 family medical 
practices have been participants in 
the studies, which are reported in detail 
elsewhere.7® In addition, baseline 


data on nurse activities and on patient, — 
nurse, and physician perceptions of 
health care activities are described in — 
a separate report that also includes — 
samples of instruments used in all 
the studies to assess nurse activities. 9 


Burlington Trial : 

In two practices, after the nurses 
had completed the pilot educational 
program, the patients were randomly 
assigned to either the physician or 
the nurse for their first and contin- 
uing care. The study was designed to 
focus on the effects on patients and — 
on economic aspects. Neither of the 
practices was affiliated with a university 
or a hospital. 

Before the start of the trial, the 
health status of the patient was deter- 
mined by household surveys of a 
random sample of both groups. Both — 
groups were similar in four major in- 
dexes, which were: physical function on 
the day of the interview and for 14 days — 
before the interview; performance of 
usual daily activities; bed disability; 
and satisfaction with care received. 
These same variables are now being 
reassessed to determine whether the 
equivalent status has been maintained, 
and initial review of data suggests 
there are no significant differences 
between the groups. 

Preliminary data show that imple- — 
mentation of the changes in the prac- 
tices progressively affected the physi- 
cian’s involvement in patient visits. 
Before the trial began, physicians were 
involved in 86 percent of all patient 
visits; in the first two months of the 
project, physicians were involved in~ 
45 percent of patient visits to the — 
nurses; from the fourth and fifth months — 
forward, this percentage dropped 
further to approximately 35 percent 
and has been maintained at that level _ 
throughout the trial. 

The reduced level of physician in- 
volvement may explain another key — 
finding: the practices, previously 
saturated, were able to add 20 percent 
more families to their roster during 
the year of the trial. They contin 
to accept new families for at — 
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nine months after the conclusion of 
this Burlington trial. 


Southern Ontario Trial 

This trial took place in 14 practices 
located within 50 miles of Hamilton. 
All 14 office nurses had applied to 
the pilot nurse practitioner educational 
program. By random assignment, 7 
applicants were enrolled in this pro- 
gram and then rejoined their physician 
colleagues as the experimental group. 
The other 7 nurses continued in tradi- 
tional roles, and these practices became 
the controls. 

Two of the practice groups later 
dropped out: an experimental one, 
which had professional and financial 
dissatisfactions, and one of the controls, 
because it became affiliated with a 
university. Thus, at the end of the first 
year, each group contained six prac- 
tices. 

In brief, the findings show that 
diagnosis and management with the 
patient present occupied 56 percent 
of the experimental group nurses’ 
time, in contrast to 33 percent for the 
control group. For diagnosis and man- 
agement by telephone, the comparative 
values were 10 percent and 4 percent. 
Clerical and housekeeping tasks took 
nearly twice as much of the conven- 
tional nurses’ time (39 percent) as of 
the experimental group nurses’ time 
(20 percent). 

Similar time and motion studies 
of physicians showed no differences 
between the experimental and_ the 
control groups. In both groups of phy- 
Sicians and nurses, job satisfaction 
scores were high; differences between 
the experimental and the control groups 
were small, except for remuneration. 

The experimental group of nurses, 
whose salaries were higher, were 
particularly satisfied with their income. 
The physicians in the experimental 
group were much less satisfied with 
the finances of the new arrangement, 
probably because no charge can yet 
be made for unsupervised services pro- 
vided by a nurse. In spite of these 
views on finances, the physicians and 

_Murses in the experimental group were 
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satisfied enough to retain this new 
approach after the formal study period 
ended. 

Assuming that satisfactory health 
status is maintained in patients and 
families receiving services primarily 
from the nurse, we can already conclude 
that: 

() Compared with conventional nurses, 
family-practice nurse graduates spend 
about 50 percent more time in clinical 
activities and 50 percent less time in 
clerical/housekeeping duties. More- 
over, a larger proportion of the nurse’s 
clinical activity time is spent in health 
teaching and counseling activities. 

O) With the passage of time, family 
nurse practitioners’ patients require 
progressively less attention from the 
physicians. 

(J Practices that were previously satu- 
rated have grown substantially. 

The provision of primary care by 
family nurse practitioners in Southern 
Ontario is satisfactory to nurses, to 
physicians, and to patients. Further- 
more, through data elicited from pa- 
tients and further studies assessing 
standards of practice, we hope to con- 
clude that the quality of this care has 
been enhanced, with no increased cost 
to the Canadian economy. 


Conclusion 

A climate of trust and freedom to 
experiment are essential ingredients 
if one wishes to achieve changes in 
practice through educational programs. 
This climate must pervade educational 
and practice settings, and is as impor- 
tant in initial nursing educational 
programs as it is in programs of a 
continuing educational nature, such as 
the family practice nurse program. 
Experience gained through educational 
and research programs, such as we 
have reported, should provide guide- 
lines for the modification of basic 
educational programs in the health 
field, particularly those offered in 
university health sciences centers 
where interprofessional collaboration 
is more readily achieved. 

A number of nurses and physicians 
emerging from educational programs 


today will be the practice innovators 


of tomorrow. Their enthusiasm and 
capacity for change must be capitalized 
on to determine the practice patterns 
of tomorrow. 
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A new method | 
of tubal ligation 


The perfect contraceptive is still to be discovered. But for the husband and 
wife that have decided their family is complete or for the woman that lives 
in terror of another pregnancy, tubal ligation using the laparascope is the 

best solution at the present time. 


Beverley McBride 


The woman sat opposite me in our 
family planning clinic, nervously jab- 
bing her wedding band off and on her 
finger. My reaction was one of surprise 
when she told me she was 32. Her face 
and bearing, mirroring endless days of 
hard work and worry, made her appear 
40. “I want to have my tubes tied,” 
she murmured and then quickly and 
tersely added, “I suppose you’re going 
to say no, too.” Refused the operation 
by two other clinics, she was justifiably 
fearful of our answer. 

As she told me the story of her 
husband’s accident, she jerked her ring 
convulsively round and round her 
finger. It happened while he was work- 
ing on a construction job. His back- 
bones were now “permanently stuck 
together,” she explained, and he could 
no longer work at the only trade he 
knew. Apparently no one is_ hiring 
disabled bricklayers. 

Ms. Porter now works evenings as a 
waitress to keep her three school-age 
children and her husband off the 
welfare rolls. After putting in a full 
day at home, it is tough work. Mr. 
Porter, who is not adjusting to this 
reversal in marital roles and angry 
because he cannot get work, is irritable. 


Ms. McBride, who graduated from the 
Montreal General Hospital school of 
nursing in 1958, is instructor in the family 
planning clinic at the same hospital. 


———— 


Ms. Porter is worried about her added 
responsibilities and perpetually terrified 
of getting pregnant; she is little consola- 
tion to her husband. 

We talked for awhile; as the conver- 
sation progressed, she began to relax. 
We discussed the finality of tubal liga- 
tion. Despite articles she might have 
read in magazines, we do not consider 
the procedure reversible. That was the 
least of Ms. Porter’s worries; her 
concern was whether it was 100 percent 
effective! I explained that we didn't 
hand out written guarantees with each 
tubal ligation, but the operation is as | 
close to 100 percent as anything can 
be. 

I asked her how she and her husband 
would feel if any of their children died. 
They had given this every serious 
consideration and decided that, if any- 
thing did happen, no other child would — 
take the place of one that had been lost. _ 
Anyway their financial situation, — 
barring a sweepstake winning, just — 
did not allow for any more children. It 
was evident to me, as we sat and talked, — 
that this couple had given their decision 
the important deliberation it should — 
have. a 
Although the final decision rested 
with her doctor, I was able to put Ms. 


telling her I was sure the hospital would 
be agreeable to her having a tubal liga- 
tion. Unlike many other clinics th 


multiply the patient's age by her 
_ number of children and it must come to 
_ 120 or more, regardless of any personal 
_ situation), we evaluate each case and 
decide on its merits, whether the 
_ patient’s statistics equal 120 or not. 

___ The fingers that had been frantically 
_ twirling the ring began to ease. Ms. 
_ Porter and I discussed her two-day stay 
in the hospital. She was worried that 
she might have to remain longer and 
risk losing her job. We finally came 
to an agreement. She would ask her 
boss for two days off, then add her 
regular two days off to it for recupera- 
tion at home. Recovery after a tubal 
ligation by laparoscopy is speedy. 

Visibly more relaxed, she wanted to 
know how the operation was done. | 
explained the entire procedure, includ- 
ing the surgery, in simple terms. 

Ms. Porter would come into the 
hospital the night before for a complete 
physical examination and a good night’s 
rest. In the morning, before the opera- 
tion, she would be given medication to 
make her drowsy and relaxed. Then, 
a short while later, there would be a 
trip in the elevator down to the operat- 
ing room. Once the words “operating 
room” were openly expressed, she 
looked concerned and stated she was 
terrified she would be awake during 
the operation. Apparently a friend of 
hers had been fully conscious for her 
abortion and found the experience 
unnerving. I assured Ms. Porter she 
would definitely be asleep. 


Procedure 

A general anesthetic is used for this 
Operation because of the effects of a 
large amount of gas present under the 
diaphragm and the moderately steep 
Trendelenburg position necessary. 
Once the patient is fully anesthetized, 
a needle is passed through the abdomi- 
nal wall into the peritoneum and then 
attached to a gas machine. The perito- 
neal cavity is insufflated with ap- 
proximately three liters of carbon 
dioxide. This gas is used because it 
not support combustion, is not 
xplosive, is rapidly absorbed, and is 
reted through the lungs. 
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A small incision is made just below 
the umbilicus and a trocar passed 
through into the peritoneal cavity. The 
trocar is removed from the sleeve and 
replaced with a laparoscope. The 
laparoscope is, simply, a telescope with 
a special cold light (fiberoptic light) 
attached to it. Since the light is not hot, 
as light usually is, it can be used in the 
abdomen for longer periods with 
complete safety. Looking through the 
laparoscope, the doctor can visualize 
the abdominal organs and, more 
specifically, the fallopian tubes. 

Another small incision is made in the 
side of the abdomen (each gynecological 
surgeon has his preferred location for 
the second incision), and the cauteriz- 
ing instrument is passed through. Look- 
ing through the laparoscope, the sur- 
geon guides the cauterizing instrument 
to the tubes and applies it. The tubes 
are burned and cut with a cautery that 
has both burning and cutting currents. 
Once the procedure is finished, the 
abdomen is deflated; the cautery and 
laparoscope removed; the umbilical 
incision closed with two absorbable 
sutures and the abdominal incision 
closed with one. Application of two 
small Band-Aids, one to each incision, 
completes the entire procedure that 
lasts less than 30 minutes on an aver- 
age. 

Ms. Porter was warned that she 
would wake up in the recovery room, 
return shortly after to her own room, 
then probably be discharged from 
the hospital the next morning. After 
talking with me, Ms. Porter had a 
gynecological examination done by her 
doctor, who also took her medical, 
menstrual, and family history. 

A happier, more relaxed Ms. Porter 
came to see me after her examination 
and said her name was now entered on 
the hospital’s operating list. She was a 
little disappointed when | told her it 
would take six to eight weeks before 
the hospital would call her in. She 
expected to be admitted right away. 
We discussed a method of contraception 
to use during the waiting period. She 
had bad varicose veins in her legs and 
could not take the pill, so she decided 


that foam and condoms would be their — 
choice of birth control until her opera- 
tion. wR 

Ms. Porter was naturally inquisitive 
about any side effects she might have — 
from the operation. I explained there — 
might besome painunderthediaphragm _ 
referred to her shoulder and this was — 
due to the gas put into her abdomen. 
This would only last for a few days. 
Incisional pain would be minimal be- 
cause of the smallness of the cuts made. 

When I asked Ms. Porter if she had 
any other questions, she looked rather 
embarrassed and said she had one. A 
friend had told her that her periods 
would stop after she had her operation 
and she wanted to know if this were 
true. We discussed the menopause and 
hysterectomy and the difference be- 
tween them and a tubal ligation. I asked 
her to pass the information on to her 
friend. Ms. Porter left our clinic assur- 
ed of her operation, a short stay in the 
hospital, and hope for a solution to 
some of her problems. 

Advantages of laparoscopy are 
apparent. Women who previously could 
not afford six to eight days in the 
hospital and a long’ recuperation 
period at home can now have a tubal 
ligation and be back at work or in the 
home fully recovered in two or three 
days. Although vasectomy is faster 
and easier than laparoscopy, there is 
still great male reluctance to the 
operation, so female tubal ligation with 
laparoscope is a good alternative. 

The perfect contraceptive is still to 
be discovered. But for the couple that 
has decided its family is complete or 
for the woman that lives in terror of 
another pregnancy, tubal ligation using 
the laparoscope may be the best solu- 
tion at present. 
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Laparoscopy 


For tha past five or six years, the laparoscope has had wide use by 


: gynecologists and surgeons in investigation and treatment. At present, 
‘the laparascope is used primarily for permanent sterilization of women. 


Peter J. Beardall, MB., ChB., M.R.C.O.G., F.R.C.S.(C) 


Laparoscopy (peritoneoscopy, or cel- 
ioscopy) is endoscopic visualization 
of the peritoneal cavity through the 
anterior abdominal wall, after the 
establishment of a pneumoperitoneum. 
This method of intraperitoneal examina- 
tion has been known since the turn 
of the century and was first tried on 
human beings in 1910 by Jacobaeus. 

The simple cystoscope was the first 
instrument used in visualizing the 
abdominal cavity, but it was the devel- 
opment of a cold, fiberoptic light 
source, that allowed for prolonged 
examination and visualization of the 
abdominal cavity. After this, refine- 
ments were made to the laparoscope 
itself and, for the past five or six years, 
the instrument has had widespread 
use by gynecologists and surgeons 
in investigation and treatment. 

When the instrument became widely 
used and available five years ago, 
gynecologists believed its main con- 
tribution would be made in investigation 
and diagnosis of gynecological condi- 
tions. At present, the laparoscope is 


most widely used for permanent 
sterilization. 
The instruments necessary for 


laparoscopy include the laparoscope, 
which may have a lens set at 180 
degrees or at 135 degrees from the 
vertical, a pressure flow control system 
for carbon dioxide gas, a fiberoptic 
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light, and an introducing trocar and 
cannula for the laparoscope itself. 
Some surgeons use a Verres needle for 
producing the pneumoperitoneum. 

The laparoscope comes with an 
ovarian biopsy forceps and an instru- 
ment for tubal coagulation and biopsy. 


Anesthesia 

Anesthesia for laparoscopy normally 
includes intubation, ventilation, and 
the use of muscle relaxants. The pa- 
tients are intubated and ventilated 
to maintain adequate respiration at 
all times, despite changes in position 
and increased intra-abdominal pressure. 
Ventilation should be adequate to 
maintain normal levels of carbon 
dioxide in the blood, despite the 


Dr. Beardall is a South African medical 
graduate who took postgraduate training 
in obstetrics and gynecology at the Royal 
Victoria Hospital, Montreal, and in 
Britain. He practices obstetrics and 
gynecology in Ottawa. The author 
acknowledges the help, in preparing this 
paper, given by Mary Armstrong, 
supervisor, and Diane Urquhart, head 
nurse, operating room, Ottawa Civic 
Hospital. He also thanks Dr. R.W. 
McIntyre, department of anesthesiology, 
Ottawa Civic Hospital, for advice on 
anesthesia in laparoscopy. 
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absorption of carbon dioxide from the — 
abdominal cavity. Intra-abdominal — 
pressure may be reduced by the use 
of relaxants. 


The patient is anesthetized and — 
placed in a lithotomy position with — 
the leg stirrups at a forward angle 
of 10 to 15 degrees to allow the 
operator more room while using the 
laparoscope and working on the abdo- 
men. The patient is prepared by using 
a Betadine solution from the nipple 
to the knee, including the vulva and ~ 
vagina. She is draped in the same way — 
as for an abdominal perineal operation. k 
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The various connecting tubing and — 
cables are made secure from the draping 
to the respective machines, such as 
the fiberoptic source, the Bovey 
electrocoagulator, and the carbon— 
dioxide gas source. 


Operative technique 

The operator approaches the pa-_ 
tient from the perineal side and per-_ 
forms an examination under anestheti 
having first emptied the patient’s 
bladder by catheter. From the operative 
point of view, the most important 
thing to note is whether the uterus is 
retroverted or anteverted, 


Having pepe ctr 


is inserted into the vagina and the 
cervix is visualized. The anterior 
cervical lip is grasped with a single- 
toothed tenaculum and pulled slightly 
downward. The Rubens cannula is 
+ inserted gently into the endocervical 
canal and made secure to the tenaculum 
by means of the Y clamps provided. 

After the operator regowns and is 
given new gloves, he approaches the 
patient from the left side. During 
anesthesia induction, the arm board 
should be placed on the patient’s 
right side so the surgeon may have 
free access to the left side of the pa- 
tient’s abdomen. Two methods may 
be used to obtain a pneumoperitoneum: 
carbon dioxide or nitrogen. Carbon 
dioxide is the gas preferred. 

A one-half inch semilunar incision is 
made in the umbilicus, just big enough 
for the introduction of the laparoscope, 
trocar, and cannula. If this incision 
is too large, gas will leak around the 
sides of it and insufficient pneumo- 
peritoneum will be obtained. With 
the patient well relaxed, the anterior 
abdominal wall is grasped with the 
left hand and raised toward the ceiling 
as far as possible. With the laparoscope, 
trocar, and cannula firmly in the right 
hand, the sharp end is introduced 
through the incision made in the 
umbilicus and forcibly pushed into 
the abdominal cavity in a direction 
toward the uterus for three or four 
inches. The carbon dioxide source 
is attached to the cannula and switched 
on. 

A pneumoperitoneum is produced 
with carbon dioxide, using between 
four and seven liters of the gas. At 
all stages of the induction of pneumo- 
peritoneum, it is important that the 
pressure of gas flow into the intra- 
peritoneal cavity does not rise above 
20 mm. of mercury. Should this 
occur, it often indicates that the 
instrument is not in the right cavity 
or that the outflow of gas is up against 
some solid object, raising the pressure. 

An alternative method is to use a 
Verres needle to secure the pneumo- 
peritoneum. In this case a smaller 
incision is made in the umbilicus and 
the Verres needle is inserted into the 


_ the uterus. To make sure of the intra- 
abdominal position of the tip of the 
_Verres needle, the uterine fundus is 
touched with it transabdominally; 
by so moving the fundus, it is possible 
move the instruments attached to 
le cervix through the vagina. 
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abdominal cavity in the direction of 


produced, the laparoscope is introduced 
through the cannula and connected to 
its light source. The moment of truth 
has come when the operator puts his 
eye to the eyepiece of the laparoscope 
and views the abdominal cavity. If 
good pneumoperitoneum has occurred, 
visualization of small bowel, large 
bowel and the pelvic contents is easy 
and impressive. Sometimes it is 
necessary to place the patient slightly 
in the Trendelenburg position to allow 
the small bowel to fall away. Also, the 
operator may have to manipulate 
the instruments protruding from the 
vagina to antevert the uterus or to 
move it about to shake omentum 
or loosely adherent small bowel from 
It. 

Carbon dioxide gas continues to 
be passed into the abdomen since it 
is absorbed at a rate of approximately 
200 cc. per minute. If a constant 
supply of gas is not present, the 
operator is unable to make out the 
abdominal contents. By moving the 
intravaginal cannula to the left or 
right side, the ovaries on either side 
can be visualized; by injecting dye 
into the cannula, the patency of each 
tube is readily observed. 

The operating room lights are turned 
down and the anterior abdominal 
wall is transilluminated, using the 
fiberoptic source and laparoscope, to 
delineate markings on the anterior 
abdominal wall, especially the course 
of the inferior epigastric artery. At 


Uterine iCaanuta 
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Ye 
Pneumoperitoneum 


side, a small incision of one-e 
(3 mm.) is made, and a oa 1 


attachment of the instnaiene is 
duced through this cannula and c¢ 
nected with the Bovey electrocoagu-_ 
lating machine. With the forceps 
attached to this instrument, it is possible — 
to lift up objects in the abdominal — 
cavity and to examine them more | 
closely through the laparoscope. 

For sterilization, each tube is 
grasped by the instrument midway 
between either end and electrocoagu- 
lation is performed, using the Bovey | 
setting at 50. The tube during this 


procedure is observed to blanch 
visibly; the blanching extends for 
approximately one-quarter inch on 


either side of the grasped portion of 
the tube. Almost the whole length of 
the tube may be blanched and cauterized 
in this way. The operator may or may 
not remove a segment of the tube, 
using the cutting attachment of the 
operating instrument. Occasionally 
sparks and smoke may be seen in 
the abdominal cavity, arising from 
the tubes that have just been coagu- 
lated. The ovaries or other  intra- 
abdominal tissue may be biopsied. 

By swinging the laparoscope so that 
its tip points upward to the patient’s 
head, it is possible to visualize the 
liver, the gall bladder, and, in some 
cases, the stomach. Good abdominal 
distension, as produced by pneumo- 
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Diagram showing gynecologic laparoscopy. 
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ts normal size and shape. 
g trocar and cannula are 
and the wounds are closed 
chel clips and covered with 
The patient in returned to 
recovery room and is usually able 
up and about within one or two 

s; she may then be discharged 
om "the hospital. In an_ efficient 
me institution with a well-organized team, 

the total procedure from beginning 
_ to the end of anesthesia should take 
_ between 30 and 45 minutes at most. 


Vandextions and contraindications 
The indications for laparoscopy 
in gynecology and obstetrics have 
fairly wide limits. The principal 
indications include; permanent steri- 
lization; infertility due to tubal occlusion 
or peritoneal adhesions; amenorrhea, 
primary or secondary, with ovarian 
biopsy; suspected ectopic pregnancy; 
unexplained chronic pelvic pain, 
including dysmenorrhea; — obscure 
pelvic masses; verification of suspected 
pelvic inflammatory disease; acute 
pelvic pain of uncertain origin; and 
verification of metastatic liver disease, 
The procedure may also be used for 
the following: differential diagnosis 
of ascites; staging of carcinoma of the 
cervix, endometrium, and_ ovary; 
accurate measurement of radiation 
dose; removal of displaced uterine 
contraceptive devices; evaluation 
of treatment of endometriosis; post- 
coital examination of fluid in the 
cul-de-sac for sperm; bacteriologic 
and cytologic examination of fluid 
in the cul-de-sac; ventral suspension 
of the uterus; aspiration of ovarian 
cysts; studies of tubal physiology: 
and studies of ovary before and after 
drug stimulation. 
The contraindications for the use 
of this technique are: severe cardiac 
or respiratory disease, except where 


local anesthesia can be used; dia- 
phragmatic hernia; abdominal, umbil- 
ical, or inguinal hernia; and acute 
distended surgical abdomen with 
intestinal obstructions. 

Relative contraindications are: 


previous laparotomy, except where the 
operation was an appendectomy done 
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Complications 

A setup for abdominal laparotomy 
should always be on standby in the 
operating room where laparoscopy is 
being performed. 

Most complications occur while 
establishing the pneumoperitoneum. 
These include: hemorrhage from 
puncture of abdominal vessels; gas 
embolism; intestinal —_ perforation; 
subcutaneous emphysema; and respira- 
tory or circulatory embarrassment. 
Proper technique and proper selection 
of cases can avoid most of these com- 


plications. An empty bladder is 
important. 

Other reported = complications 
include: perforation of a vessel or 


viscus with the large trocar; hernia- 
tion of intestine into or through the 
incision, if the patient strains before 
closure; and bleeding from the tena- 
culum site on the cervix, after the in- 
strument has been removed. 

It is easy to cause burn damage 
to intra-abdominal contents, by 
inadvertently touching the coagulator 
pedal of the Bovey machine. For 
this reason, the Bovey machine should 
be turned on when it is about to be 
put to use and turned off immediately 
after. Some surgeons prefer asking 
the anesthetist to depress the pedal 
of the Bovey coagulator when neces- 
sary, which removes the risk of the 
surgeon inadvertently stepping on 
the pedal. 


Discussion 

Laparoscopy is becoming increas- 
ingly popular and useful as a diagnostic 
and therapeutic tool. It has proved to 
be a safe, simple procedure with 
numerous advantages over its predeces- 
sor, culdoscopy. For one thing, the 
culdoscope cannot be used when 
there is evident disease in the cul- 
de-sac, such as endometriosis or 
chronic pelvic inflammatory disease. 

Even in the most expert hands, the 
discomfort experienced by some pa- 
tients undergoing culdoscopy _ is 
considerable. This is one of the most 
important advantages of laparoscopy, 
particularly in the patient for whom 
an examination of the pelvic organs 
is more or less an elective procedure, 
such as the woman with an infertility 
problem. 


‘. 


e can be 
ati! to saveld such a major proced 2 
as exploratory laparotomy just te 
make a diagnosis is desirable. The 
instrument will significantly alter _ 
the management of a certain percentage 
of patients. If the laparoscope is used | 
for confirmation of suspected diagnosis, 


it will not greatly change the anticipated — 


management of these patients. It will, 
however, enable those responsible 
to proceed along the planned course — 


with greater assurance of correctness. 


It has changed sterilization from — 


a three- or four-day inpatient hospital — 
stay, including a laparotomy, to a 


recovery room procedure in which the — 
patient is admitted and discharged 
on one day. From a nursing point of 
view, the situation is simply one of | 
caring for a recovery room patient with 
early or immediate ambulation. 

Laparoscopy instruments and equip- 
ment are expensive and delicate; they 
should be handled and treated with — 
great care. All parts of the instruments 
should be taken apart after operation, 
washed, rinsed, dried, and lubricated 
as necessary. Improper assembly dam- 
ages the instruments and is an incom- 
venience and hazard to the patient. 

Detailed and continuous inservice 
education is necessary for OR nursing 
staff working with the laparoscope 
instruments and equipment. If possible, 
this inservice education should be on 
an individual basis, with one person 
doing the teaching. All the equipment, 
sterile laparoscope instruments and 
cords, the CO? source, and lights 
should be kept on a portable cart. 
All the equipment for cleaning and 
lubricating instruments are also 
kept on this cart. 
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for tubal Iligation™ 


Pre- and postoperative home visits by a VON nurse and coordinated 
hospital care for a group of six women are features of a weekend program 
for patients having tubal ligation. Patients appreciate being in hospital only 
on the weekend, when their husbands are home to care for their children, 
and feel special when they receive individual attention. 


Janie Gardner 


Sterilization by tubal ligation is no 
longer reserved for women whose 
health will not permit further pregnan- 
cies. Neither is it permitted only for 
women over a certain age with a certain 
number of children. Within the last few 
years, thousands of women in Canada 
have sought and obtained tubal ligation 
for permanent contraception. 

At the Grace General Hospital in 
Winnipeg, the increased number of 
women seeking a tubal ligation, com- 
bined with a shortage of beds for short- 
term gynecological patients, meant a 
lengthy waiting period for the women 
wishing this surgery. Medical and 
nursing personnel at the Grace Hospi- 
tal, concerned with the care of these 
patients, explored several alternatives. 


A community-oriented program 

In the autumn of 1969, the staff 
adopted a new way to provide service, 
which they believed would increase the 
number of patients able to have surgery, 


Ms. Gardner received a B.N. degree from 
U of Manitoba in 1967. She has worked 
with the VON as a district nurse, health 
nurse in an industrial setting, as Home 
Care referral nurse, and as the visiting 
nurse in a special surgical home visiting 
program for children. She is presently 
employed on a part-time basis as the 
VON nurse making home visits for the 
Grace Hospital’s weekend, tubal ligation 
program in Winnipeg, Manitoba. 


would minimize the patient’s hospital 
stay, and would meet the special 
emotional needs of the patient under- 
going a tubal ligation. The hospital 
administrator applied for a grant from 
the Manitoba Health Services Commis- 
sion for the new program. When it was 
approved by the Commission, the 
Grace Hospital approached the Winni- 
peg branch of the Victorian Order of 
Nurses for its support in supplying a 
nurse to provide the home nursing care 
involved. 

In January 1970, a special weekend 
program for patients having a tubal 
ligation began at the Grace Hospital. 
After evaluation, some minor revisions 
were made; under the program today, 
six patients are slated for surgery each 
Friday morning and early Friday after- 
noon. On Thursday, the VON nurse 
prepares all six women at home. 

Two weeks prior to surgery, each 
patient receives a letter from the hospi- 
tal. This letter explains the nurse’s 
intended visit and also gives the patient 
information to help her prepare for 
hospitalization. 

All patients report two hours prior to 
surgery. An RN employed for the pro- 
gram cares for them as a group in a 
specially prepared room on the gyneco- 
logical floor. Patients are premedicated 
in this room and sent to the OR. 

If the bed situation permits, all six 
patients return to the gynecological 
floor. They are discharged Sunday at 
noon, unless a complication is present. 
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VON nurse makes a follow-up 
) each woman on the nig after 


as contact 
her initial phone contact with 
h patient about one week prior to 
gery, the VON nurse explains the 
| reasons for a preoperative visit and 

arranges the time of her visit. She 
instructs the patient to save her first 
voided morning specimen, to have all 
current prescriptions on hand, to visit 
the hospital with her husband either the 
day of surgery or earlier to sign the 
consent for sterilization, and to arrange 
for help at home following her dis- 
charge. 

During this initial phone contact, the 
nurse gives the patient an opportunity 
to ask any questions that concern her. 


Preoperative visit 

The VON nurse’s Thursday pre- 
operative visit to each patient might be 
best illustrated by her visit to Ms. P. 
Ms. G., the VON nurse, met Ms. P., a 
33-year-old mother of three children, 
on Thursday morning. Ms. P. was 
scheduled to enter the Grace Hospital 
the next day for a tubal ligation, on the 
special weekend program. The nurse 
had phoned her earlier in the week 
and arranged to visit Ms. P. in her 
home that morning. The woman’s two 
eldest children were in school, and her 
three-year-old daughter was watching 
“Sesame Street” on television. 

Ms. P. and her husband thought 
about a tubal ligation soon after their 
last child was born, but they never 
asked their doctor about it because 
they thought Ms. P. was too young. 
However, their doctor approached the 
subject with Ms. P. when she visited 
him for her last annual examination. 

Mr. and Ms. P. were pleased that 
a tubal ligation was possible, and asked 
their doctor to make all the necessary 
arrangements with the hospital. 

As she waited for the nurse to arrive, 
Ms. P. was busy washing her kitchen 
floor, because she knew she wouldn't 
be able to do it for a couple of weeks 
after surgery. When she thought about 
her impending surgery, she got “butter- 
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flies” in her stomach. The only time 
she had had an anesthetic was for 
removal of her tonsils when she was 
10 years old; she didn’t remember much 
about it, except that she was “very 
sick to her stomach.” 

She hoped the nurse would be able 
to answer all the questions she had; 
when she had seen the doctor for her 
physical checkup 10 days before, he 
seemed in such a rush that she didn’t 
want to bother him with any questions. 

The nurse arrived and talked briefly 
with Ms. P. and her daughter. The two 
women then sat down at the kitchen 
table, where they could be relatively 
private. The nurse first clarified for 
Ms. P. the time she should report to the 
hospital and the location of the admit- 
ting department. Mr. P. planned to take 
his wife to the hospital the next morn- 
ing; they would both sign the consent 
for sterilization then. 

The nurse next explained to her 
patient the sequence of events that 
would take place from the time she 
arrived in the admitting department 
to the time she returned to her own 
room following the recovery room. 
Ms. G. made this discussion quite 
detailed because of the patient’s in- 
experience with surgery. She sensed Ms. 
P.’s apprehension about the unknown 
by the questions she asked. 

The nurse asked her about her know- 
ledge of the actual procedure and its 
results, and Ms. P. admitted how limit- 
ed her information was. The nurse then 
proceeded to explain, through a dia- 
gram, what is done to the fallopian 
tubes during surgery and how. this 
procedure prevents conception. She 
also explained that the ovaries and 
uterus continue to function after 
surgery, just as if nothing had been 
changed. The nurse took the opportunity 
to explain to her patient about the 
abdominal incision, sutures, and 
dressing. 

Ms. P. was glad the nurse had come 
to see her. So many things had been 
cleared up in her mind and she felt 
more relaxed about the whole event. 
She had been wondering if the surgery 
would change her periods in any way 
or even bring on an early menopause. 


She hadn’t been sure what would hap- 
pen to the egg after ovulation if her 
tubes were closed off. A friend had told 
her she would gain weight after a_ 
tubal ligation, and she had been reliev- — 
ed to learn this was not so. j 

Someone else had told her she would — 
have to wait several months before her 
surgery was 100 percent effective, but — 
with Ms. G.’s explanation she realiz- — 
ed this also was incorrect. : 

The nurse told Ms. P. how she would | 
feel postoperatively, and stressed the — 
need for adequate rest and the avoid- 
ance of strain to the abdomen. 

Ms. P. had arrranged for her mother 
to come to stay for the first week after 
her return from hospital. However, had 
she been unable to acquire her own 
help, the nurse would have put her in 
touch with the VON home-help service, 
where homemakers are available at a 
rate in keeping with the family income. 

Ms. P. wanted to know when she 
could resume her normal household 
duties, “keep fit” exercises, and curling. 
She wondered if she could climb stairs, 
as she lived in a two-story house. By 
now, she was comfortable with the 
nurse, so she felt free to ask when she 
and her husband might resume their 
marital relations. 

Although OR regulations pertaining 
to fasting and removal of makeup, 
jewelry, and nail polish had already 
been explained in the letter Ms. P. 
had received, the nurse made sure 
they were fresh in her mind. Visit- 
ing regulations had also been stated 
in the letter, but Ms. P. wondered if her 
children were going to be allowed to 
visit her. She was particularly appre- 
hensive about leaving her three-year- 
old; they had never been separated — 
before. 

The nurse asked Ms.P. information — 
to complete a Kardex and a preanes- | 
thetic questionnaire. When Ms. P. 
brought out the medications she was 
taking, she began to explain to the 
nurse the problems she had been having 
lately while taking the birth control 
pill. When her doctor suggested a tubal 
ligation, she was relieved because she 
just couldn't foresee another 20 year 
wt the pill. ‘ 
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Finally, the VON nurse performed 
_ a hemoglobin estimation, a urinalysis, 


anda shave prep. She left Ms. P. with a 


_ glycerin suppository and a disposable 

glove, and instructed her how to give 

herself the suppository that evening. She 

_also left her patient with a one-ounce 

- bottle of PHisoHex to be used for a five- 

- minute scrub to the shaved area just 
_ before going to hospital the next day. 

The nurse completed Ms. P.’s 

records, enclosed them in an envelope, 

and gave it to her to hand to the RN 


who would be caring for her in hospital. 


The surgery 

After completing her six preoperative 
visits on Thursday, the VON nurse 
always phones the RN who cares for 
the patients preoperatively on Friday. 
She relays to her any information about 
a patient that she feels will be pertinent 
to the woman’s care the next day. By 
telling the RN that Ms. P. had been 
on a diuretic, the VON nurse knew 
that her electrolyte balance would be 
checked before surgery. 

At the Grace Hospital the usual 
surgical approach for a tubal ligation 
is through an abdominal incision. For 
about a year, some doctors have been 
performing the procedure through the 
vagina for their patients. This latter 
approach alters the postoperative 
recovery slightly, because there is no 
incision. 

On Friday afternoon, the hospital 
nurse, in turn, phones the VON nurse 
to tell her of anything she should know 
about the patients before her follow-up 
visit. 


The postoperative visit 

When the VON nurse visited Ms.P. 
at home Monday, the day after her 
discharge, Ms. P.’s mother answered 
the door and explained her daughter 
was resting in bed. A quick glance 
through the house as she went to the 
bedroom told the nurse that Ms. P.’s 
mother had the household running 
cots. 

The first thing Ms. P. told the nurse 
Was that she never dreamed she would 
be so tired or so sore! She was glad her 
} mother was there because she could 
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never have managed alone. 

Ms. G. made sure her patient had 
filled her prescription for an analgesic; 
she learned that the woman’s discom- 
fort was mainly incisional, although she 
still had some gas pains. The nurse also 
learned that Ms. P. had not had a bowel 
movement postoperatively; she instruct- 
ed her about taking a mild laxative that 
evening. Ms. P. was having no problems 
voiding and had no unusual vaginal 
discharge. 

The VON nurse checked Ms. P.’s 
dressing and discovered it was not 
soiled but was pinching her: she 
changed it to a smaller one. The doctor 
had told Ms. P. to return to his office 
the next Thursday, so the nurse made 
sure she had an appointment at the 
office for the removal of her sutures. 
She reminded Ms. P. to take only 
sponge baths until her sutures were 
removed. 

Ms. P. got up to accompany the 
nurse to the door, and the nurse show- 
ed her the best way to get up when one 
has an incision. She also reminded her 
patient about posture. 


Evaluation 

Ms. P.’s sentiments, as she said 
goodbye to the VON nurse, best express 
the sentiments of most patients the 
nurse visits. 

Ms. P. told the nurse how much she 
appreciated her visits and her concern. 
She said everyone in the hospital seem- 
ed so interested and concerned about 
her, too. She felt relaxed having the 
nurse visit her in her own home, and 
this made it easy for her to have all 
her questions answered. There had 
been so much she had not known about 
her surgery, and receiving all the 
information she did, made her less 
apprehensive. 

Being prepared together and being 
able to talk with the other five patients, 
had made Ms. P. positive she and her 
husband had made the right decision. 
The individual attention made all of 
them feel very special. 

Ms. P.’s children were affected only 
slightly by her hospitalization, as she 
was in hospital over a weekend when 
her husband was home from work to 


care for them. Her children were 
happy to have her home and, with 
mother’s help to come home to, she 
was glad not to be away any long 
than two days. Ms. P. wondered if this. 
was being done for other types of 


surgery. ‘i 


THE CANADIAN NURSE 39 


40 THE CANADIAN NURSE 


- Auscultation of the chest 
i — a Clinical nursing skill 


Nurses proficient in auscultation can recognize early manifestations of 
pulmonary distress. These can often be reversed by conservative therapy, 
before a patient develops serious respiratory complications. 


Gail Slessor 


Auscultation of the chest is not a mys- 
terious technique to be carried out 
only by nurses in special care areas 
or by the physician on his rounds. Every 
nurse working in a clinical area should 
become proficient in this method of 
clinical assessment, as he or she is the 
member of the health care team having 
the greatest opportunity to make serial 
examinations and detect changes. 


Indications for chest auscultation 
Patients who are experiencing short- 
ness of breath or dyspnea, who are 
coughing, wheezing, or expectorating 
sputum should have chest sounds 
checked at frequent intervals, as these 
are obvious symptoms of pulmonary 
involvement. In other patients, how- 
ever, chest complications may occur 
insidiously and go unnoticed until more 
prominent clinical signs are apparent, 
and the patient is in serious difficulty. 
When observations are made early, the 


Ms. Slessor, a graduate of the Misericor- 
dia General Hospital, Winnipeg, has had 
experience in operating room, emergency 
room, and intensive care nursing. She is 
currently surgical nursing supervisor at 
the Winnipeg General Hospital, 
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process can often be corrected with con- 
servative therapy, and the development 
of respiratory insufficiency or other ser- 
ious complications may be prevented. 

Decreased activity, incomplete lung 
expansion, and pooling of secretions 
render the patient on bed rest particu- 
larly prone to respiratory complica- 
tions. 

The cardiac patient is predisposed 
to respiratory complications when 
left ventricular failure is present. This — 
leads to pulmonary engorgement, in- 
creased capillary pressure, and escape 
of fluid into the alveoli, causing im- 
paired gas exchange. 

Imposed or therapeutic immobiliza- 
tion of the orthopedic patient pre- 
disposes to hypoventilation and pooling 
of secretions in dependent areas of 
the lung. Pulmonary fat emboli are 
apt to develop in patients with fractures 
of long bones. Patients in traction or 
hip spica casts cannot easily be turned 
from side to side —this also leads — 
to development of atelectasis and — 
pooling of secretions. 

The postoperative patient with 
abdominal or chest surgery often splints: 
his breathing because of pain in» 
operative site. be ed apie is com 
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narcotic analgesics that may depress 
respiration. The development of atelec- 


tasis, retention of secretions, and, 
eventually, pneumonia are the con- 
sequences. 

Shock with circulatory overload 
(cardiogenic) or circulatory deple- 
tion (hypovolemic) must not be over- 
looked as a possible cause of pulmonary 
difficulties. In these situations, an 
additional burden is placed on the 
lungs to supply greater amounts of 
oxygen and to excrete a larger volume 
of carbon dioxide. Even a small degree 
of pulmonary congestion or retention 
of secretions can reduce respiratory 
capacity to where it cannot compensate 
for the metabolic acidosis that occurs. 


The lungs and acid-base balance 

Although the kidneys are usually 
considered the major organic acid 
waste disposal organs of the body, 
pulmonary function is more important 
in terms of acid-base equilibrium. 
The kidneys effectively excrete ap- 
proximately 100 milliequivalents of 
nonvolatile acid per 24 hours, whereas 
the lungs excrete some 13,000-22,000 
milliequivalents of volatile acid (carbon 
dioxide) per 24 hours. 

This alone explains why patients 
with respiratory failure become crit- 
ically ill within a few hours or, in severe 
cases, minutes. It also emphasizes that, 
with increased vigilance in detection 
of pulmonary problems, nurses can 
initiate action early and prevent serious 
complications of this nature. 


_ Vesicular breath sounds 

4 Normal, or vesicular, breath sounds 
result from minor turbulances when 
air moved during respiration is de- 
IL 1973 


flected by the bends and bifurcations of 
the tracheobronchial tree. Air drawn 
into the lungs during inspiration is 
channeled into smaller and smaller 
airways, resulting in turbulent vibra- 
tion that can be heard at the chest 
wall with a stethoscope. These sounds 
are more pronounced during the in- 
spiratory phase of respiration because 
the air is being conducted into increas- 
ingly smaller channels at a rapid flow 
rate due to the shorter time interval 
for inspiration. 

Expiration takes one and one-half 
times longer than inspiration and is 
normally passive due to relaxation 
of respiratory muscles. Air flows from 
smaller to larger airways, thus turbu- 
lence is significantly less during expira- 
tion, and less sound is transmitted to 
the chest wall. 

To become familiar with the quality 
of normal chest sounds, constant prac- 
tice in auscultation is needed, and 
comparison of observations must be 
made with someone who is experienced 
in the art. Nurses in most intensive 
care units, recovery rooms, and emer- 
gency rooms, as well as the interns, 
residents, and staff doctors, are pro- 
ficient in these skills and are usually 
available for consultation. Comparison 
can also be made with doctors’ nota- 
tions in the progress notes. A teaching 
stethoscope allows accurate comparison 
by “teacher” and “student,” as both 
are listening simultaneously. 


Adventitious breath sounds 

Once normal breath sounds have 
been recognized, abnormal or adventi- 
tious ones are more easily identified. 
These occur as a result of a pathological 
process within the lung or tracheo- 


bronchial tree. The more common 
adventitious breath sounds are: 


Rhonchi (from the Greek, to wheeze, 
and pronounced ronki) are wheezy or 
whistling musical sounds generally 
heard during expiration. They are 
due to the shortening and narrowing 
of the airways during this phase of 
respiration. 


Their pitch depends on the size of 
the bronchus in which they are pro- 
duced — the smaller the lumen of the 
bronchus, the higher the pitch — as 
the sound results from air flowing 
very quickly through a narrow channel. 
Narrowing can be due to partial 
obstruction with secretions or with 
spasm of the smooth muscle of the 
bronchus (bronchospasm). The sound 
can often be elicited in people with 
asthma, bronchitis, and other forms 
of chronic obstructive lung disease. 
Rhonchi can also be heard during 
forced expiration, following coughing 
or tracheal suctioning. 


Radles (from the French, to rattle, 
and pronounced rals) are short, in- 
terrupted, bubbly sounds generally 
heard during inspiration. Their pitch 
also depends on the size of the bronchus 
in which they are produced. Rales 
are heard most frequently during in- 
spiration because, as air is drawn into 
the lungs, secretions that have collected 
along the walls are drawn in the same 
direction. These secretions accumulate 
in the smaller airways and create a 
building effect as air is inspired through 
them. 


Créps or crepitations may be used 
as synonyms for rales, although they 
more often describe the finer crackling 
sound of bubbles breaking in the 
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“Sy se breath sounds are those of 

creased intensity heard in the absence 

see abnormal sounds, such as 
hae 


es or rhonchi. 


_ Bronchial breathing results in a 
loud, harsh, brassy sound resembling 
the sound heard when a stethoscope is 
placed directly over the trachea. 
Bronchial breathing is encountered 
when there is an area of consolida- 
tion of lung between the chest wall 
and a patent bronchus. Normally, 
the lung tissue has millions of tiny 
air spaces, but, in consolidation, 
they fill with secretions and the lung 
tissue becomes “solid.” The increased 
intensity of sound results from the 
transmission of normal air flow vibra- 
tions from the bronchus to the chest 
wall by solid tissue rather than being 
muffled by the air spaces of normal 
lung tissue. 

Additional and specific character- 
istics of bronchial breathing are equality 
of pitch, intensity, and duration during 
inspiration and expiration, and a 
brief interval of silence between the 
end of inspiration and the beginning 
of expiration. 


Other observations 

Observations other than breath 
sounds can be made during ausculta- 
tion of the chest. 


Atelectasis: Collapse of alveoli 
in local or generalized areas can be 
recognized by the decreased intensity 
of breath sounds or, if there is com- 
plete atelectasis, by the absence of 
breath sounds over that area. 


Pleural rub: \f a coarse, creaky, 
leathery sound is heard in the latter 
part of inspiration and early part 
of expiration, it is caused by the 
friction of inflamed pleura rubbing 
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FIGURE 1 


CUFFED ENDOTRACHEAL 
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NORMAL POSITION “SLIPPED” ENDOTRACHEAL TUBE. 
Provides good ventilation Left lung not ventilated or ; . 
to both lungs. protected against aspiration. b 
4 
together, as in pleurisy. The rub in place, and they can slip further 
is usually heard in the lower lateral into the tracheobronchial tree. When 
areas of the chest wall, as this is the this occurs the tube usually slips into 
area of greatest excursion (chest the right main bronchus (Figure ]) as — 
expansion). it is nearly vertical. If this happens i 
Paditpos tir ent and the cuff is inflated to guard against ~ 
og eee pete aspiration, the left lung is not protected, 
y comparing the breath sounds on : f : 
one side of the chest with those in and the pale lung only is ventilated. 
the same location on the other side The air remaining in the left lung sae 
A this Chest. one: caniteleiaie ie ean absorbed and complete atelectasis _ 
: may result. Reexpansion of the left lung 


equality of air entry, the amount of 
ventilation occuring, or the degree 
of impairment of one side. 

This determination is important 
in all patients, especially those with 
chest trauma and/or with endotracheal 
tubes in place. The trauma patient 
may have decreased air entry at the 
site of injury due to contusion, hemato- 
ma, hemothorax, pneumothorax, or 
the presence of a flail segment. These 
may not be observable on inspection, 
but auscultation will indicate the loca- 
tion and the degree of impairment of 
ventilation. 

An endotracheal tube is often neces- 
sary in emergencies, in short term 
management after anesthesia, or 
for ventilatory assistance. These 
tubes are difficult to secure firmly 


Boe 


can be difficult and time consuming, 
as higher than normal inspiratory pres- 
sures are needed to separate the ad- 
herent alveolar walls. Intermittent 
positive pressure breathing is then 
required for some time. 

Auscuitation should be carried out 
at regular intervals, particularly after 
turning the patient with an endotracheal - 
tube, for early recognition of a slipped — 
tube. Repositioning of the tube can — 
then be accomplished quickly and 
easily before serious atelectasis devel- 
ops. 
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Tracheal suctioning 
Chest auscultation prior to” 
—— can mata in locati 


the chest. Listening again after suction- 
ing is valuable in determining the 
_ effectiveness of the procedure. It can 
often prevent unnecessary suctioning, 
_ particularly when the patient’s distress 
is due to spasm rather than to secre- 
tions. Knowing the location of secre- 
tions and/or bronchial breathing is also 
valuable in deciding how to position the 
patient to drain the appropriate lobes 
more effectively. 


Effectiveness of bronchodilators 

Chest auscultation before and after 
the administration of aerosol broncho- 
dilators allows the nurse to assess the 
improvement in air entry, and the 
reduction of adventitious breath 
sounds. This information is valuable 
in determining the effectiveness of such 
treatments. 


Enlist patient’s cooperation 

The ease with which chest ausculta- 
tion is carried out and the quality of 
the information obtained depend on the 
patient’s cooperation. It is important to 
have the patient take slow deep breaths 
through his mouth. Close observation 
is necessary to ensure the patient is not 
hyperventilating during this examina- 
tion. Ideally, the patient should be in a 
sitting position so that anterior, post- 
erior, and lateral aspects can be auscul- 
tated more easily. 

Auscultation should be carried out 
in an organized sequence, commencing 
with the lung bases, which can be 
auscultated only in the lower posterior 

part of the chest wall. Side-to-side 
comparisons are made as the stetho- 
Scope is moved up the chest wall. 
(Figure 2) The anterior and lateral 
_ areas are similarly examined. 
___ If rales or creps have been heard in 
the bases, this area is reexamined to 
determine if these have cleared follow- 
ing the patient's deep breathing 
| exercises. If these sounds are still 
ent, the patient is encouraged to 
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FIGURE 2: Beginning at bases, the stethoscope is moved 


from side to side as shown. 


cough, and another assessment is made. 
Failure of this area to clear is an indica- 
tion that secretions are pooling, and 
further steps can be taken to aid in 
clearance and to prevent progression. 
Active deep breathing (10 breaths), 
changes of position from side to side, 
and voluntary coughing every hour 
while awake are a few simple measures 
that are quite effective in preventing 
atelectasis and pooling of secretions. 
If these measures are not sufficient, 
nasotracheal suctioning, intermittent 
positive pressure breathing, and postur- 
izing and percussion may be helpful. 


Summary 

Auscultation of the chest is a method 
of clinical assessment that provides the 
nurse with invaluable information 
about her patient’s respiratory status. 
The technique is neither difficult nor 
complicated, but requires perseverence 
and continued practice. It is a skill that 
can and should be mastered by all 
nurses who work in clinical areas. Pre- 


requisites are a knowledge of the 
characteristics of normal and abnormal 
breath sounds, a good quality stethos- 
cope, and most important, a willingness 
to learn. 

Chest auscultation should not be 
restricted to those patients who have 
known or obvious respiratory prob- 
lems. All patients should have their 
chest sounds assessed initially to estab- 
lish a baseline from which to determine 
improvement or deterioration. 
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April 26, 1973 


A special session on “Nurses Involve- 


~ ment in Smoking and Health Programs” 
-has been planned for the annual 
~ meeting of the Canadian Public Health 


Association, Queen Elizabeth Hotel, 
Montreal, Quebec. 


Arpil 26-28, 1973 

Fourth National Congress on Medical 
Ethics, The Washington-Hilton, Wash- 
ington, D.C. For further information, 
write to: Dept. of Medical Ethics, 
American Medical Association, 535 
North Dearborn St., Chicago, Illinois 
60610, U.S.A. 


April 27-28, 1973 

Refresher course in respiratory dis- 
eases, sponsored by the Registered 
Nurses’ Association of Ontario, the 
York-Toronto TB and _ Respiratory 
Disease Association and the Ontario 
Thoracic Society, Four Seasons-Sher- 
aton Hotel, Toronto. Subjects included 
in the program will be childhood lung 
diseases, allergic lung diseases and 
industrial lung diseases. Application 
forms may be obtained from the York- 
Toronto TB and RD Association, 157 
Willowdale Ave., Willowdale, Ont. 


May 3-4, 1973 

Workshop for directors of nursing 
service in Nova Scotia ‘‘The Role of 
the Nursing Service Administrator 
in 1973,” Halifax. Resource person: 
Norma Wiley, Director of Nursing, 
McMaster University, Hamilton, Ontar- 
io. Registration fee: $20. For further 
information, write to: Dorothy Miller, 
Public Relations Officer, Registered 
Nurses’ Association of Nova Scotia, 
6035 Coburg Road, Halifax, Nova 
Scotia. 


May 3-5, 1973 

Intensive Therapy Approach (ITA) 
Seminar of interest to doctors, nurses 
and other paramedical personnel. 
Registration limited. Direct enquiries 
to: Ms. Karin Davies, 34 Hiley Avenue, 
Pickering, Ontario. 
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May 6-10, 1973 

1973 convention and 21st anniversary, 
National League for Nursing and Na- 
tional Student Nurses’ Association, 
Convention Hall, Minneapolis, Minne- 
sota. Theme: “Coming of Age...A 
Declaration of Independence.” For 
further information, write to: Arline 
Brennan, NLN, 10 Columbus Circle, 
New York, N.Y. 10019, U.S.A. 


May 7-11, 1973 

Postgraduate course in childbirth 
education, McGill School of Physical 
Therapy, Montreal. Sponsored by 
McGill University. This bilingual pro- 
gram is designed for paramedical 
personnel interested in the obstetrical 
field. Registration fee: $50. Application 
forms available from: Ms. C. Morse, 
73 Dunrae Ave., Mount Royal 304, P.Q. 


May 13-16, 1973 

National conference on ‘The Child in 
Sports and Physical Activity,’’ Queen’s 
University, Kingston, Ontario. For 
further information, write to: Professor 
R. Carnegie, School of Physical & 
Health Education, Queen’s University, 
Kingston, Ontario. 


May 13-16, 1973 

Workshop on “Evaluation of Student 
Nurse Clinical Performance,’’ sponsor- 
ed by the University of Western Ontario 
Summer School and Extension Depart- 
ment. Tuition fee: $125. For further 
information, write to: Summer School 
& Extension Dept., U. of Western 
Ontario, London 72, Ontario. 


May 16-17, 1973 

Ambulatory Pediatric Association, 
13th annual meeting, San Francisco 
Hilton, San Francisco, California. For 
further information, write to: Elizabeth 
Hillman, M.D., 2300 Tupper St., Mont- 
real 108, Quebec. 


May 22-23, 1973 

Workshop on “International Issues in 
Nursing” to be held at the University 
of California following the International 


Council of Nurses Congress. Nurses 
from several countries will present 
papers. Faculty from the U. of California 
will review the school’s programs lead- 
ing to baccalaureate, masters, and 
doctoral degrees. Nursing service in 
university hospitals will also be discus- 
sed. For further information, write to: 
Marjorie S. Dunlap, Dean, School of 
Nursing, U. of California, San Francis- 
co, Calif. 94122, U.S.A. 


June 10-13, 1973 

Canadian Association of Neurological 
and Neurosurgical Nurses, annual 
meeting, Hotel Bonaventure, Montreal, 
Quebec. For further information, write 
to: Ms. Gerrie Hart, Apt. 1902, 625 
Milton St., Montreal 130, Quebec. 
Membership information may be 
obtained from: Ms. Lynne Baldwin, 
Apt. 203, 9535 — 165th St., Edmonton, 
Alberta. 


June 11-15, August 27-31, 1973, 
February 18-22, 1974 

New Canadian series of one-week 
courses “TB? Today??” for nurses 
involved in prevention, control and 
management of tuberculosis. Courses 
will be co-sponsored by the U. of 
Ottawa School of Nursing and the 
Canadian Tuberculosis & Respiratory 
Disease Association. Each course 
limited to 36 persons, grouped accord- 
ing to present employment categories. 
For further information, write to: Ms. 
Lorette Morel, Canadian Tuberculosis 
and Respiratory Disease Association, 
345 O’Connor St., Ottawa, Ontario 
K2P 1V9. 


June 17-23, 1973 

18th International Hospital Congress, 
6th National Convention, and 30th As- 
sembly, Canadian Hospital Associa- 
tion, Place Bonaventure, Montreal, 
Quebec. 


June 25-27, 1973 : 
Emergency Nurses’ Association of 
Ontario three-day conference, Royal — 
York Hotel, Toronto, Ontario. Enquiries | 
may be directed to: Ms. A.M. Harris 
30 Ellen Street, Brampton, Ontario. § 
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Your patients 


will amaze 
you 


so will retelast' 


Your patients will be back to normal in no 
time and ready to start their activities as if 
nothing happened. 


NOT SURPRISING ... 


RETELAST is so comfortable and gives 
such fast relief. Moreover, RETELAST 
costs up to 40% less than any other 
dressing or traditional bandage. 
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_ Credit cards beat bank robberies 

_ Its hard to believe that the loss of 

- money from fraudulent use of credit 
cards is three times higher than the 
loss from bank robberies and related 
offences. Perhaps this is because bank 
holdups are more dramatic and always 
make the news. 

Because more than 100,000 credit 
cards, amounting to a $3 million loss 
for the companies concerned, go astray 
in Canada each year, these companies 
are going to ask the government to 
amend the Criminal Code to provide 
for credit card crimes. 

This information comes from the 
November 6, 1972 View from Ottawa. 
According to this legal source, no 
mention of credit cards is made in 
the Criminal Code, although a fraudu- 
lent user who impersonates a credit 


card holder, forges a signature, or acts 
under false pretences can be charged 
on these counts. But anyone who “mere- 
ly traffics in cards, or buys them from 
one source and sells to another” cannot 
be prosecuted. 

Legitimate purchases by card holders 
are estimated at $1.5 billion, and loss 
by fraud, 0.2 percent of total business. 
However, the View from Ottawa notes 
that the credit card industry is growing 
at a rate of some 10 or 15 percent each 
year, and if crimes keep pace, card 
theft would become a significant crimi- 
nal activity. 


Recycling abandoned automobiles 

Some 100,000 unsightly scrap vehicles 
in Saskatchewan, which now litter the 
landscape throughout the province, are 
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about to be collected by a contractor, 
flattened, and taken to Regina for 
recycling. 

This news is recycled from the 
November 1972 issue of Argus-Journal, 
published by the Public Service Alliance 
of Canada. 

According to our source, it should 
take about three years and some $16 
per unit to finish the project, which is 
financed by a $1 addition to the cost of 
each vehicle license. 


Health food poisonings 

The November 14, 1972 issue of The 
Medical Post reported that a number 
of cases of poisoning have occurred 
from ingesting apricot kernels brewed 
into a drink or purée. Symptoms noted 
were abdominal discomfort, rapid heart 
beats, headache, dizziness, and impaired 
vision. 

A warning has been issued about the 
apricot kernels. According to Dr. S.B. 
Warner at the California State Health 
Department in Berkeley: “Since this 
and similar products are widely distrib- 
uted in health food stores for reputed 
nutritional and medicinal value, the 
possibility of disease from a large 
number of kernels should be recog- 
nized.” 

The Medical Post story also men- 
tions that the seeds and pits of some 
other fruits —even apples, cherries, 
and peaches— have amygdalin, a 
chemical the body can change into 
cyanide. Amygdalin, the Latin name 
for almond, “can be made harmless by 
proper preparation, but few food 
faddists bother,” the story concludes. 


A few chuckles 
Once again we have Bay Views, pub- 
lished by Western Memorial Hospital 
in Corner Brook, Newfoundland, to 
thank for the following humor. 

A man complained to the divorce 
court judge that his wife was driving 
him mad with her constant chatter. 
“Under the constitution of the U.S.A., 
she had every right to talk,” the judge 
remarked. “That may be,” the husband 
replied, “but the U.S. has a constitution — 
that can stand it. Mine can’t.” i 

“For our anniversary,” said the pretty | 
young wife, “let’s give each other sen 
sible gifts like ties and fur coats.” 
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An important announcement to nurses from ASTRA 
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Here is a 


new, fast and sterile 


way to prepare Xylocaine infusions 
for life threatening arrhythmias 


PAX 
Xylocaine 


(Lidocaine Hydrochloride Injection, Astra Std.) 


One Gram 


e The special 5 ml transfer syringe 
contains 200 mg/ml Xylocaine and can be 
added to infusion set-ups without removing 
solution from infusion flask or bag 


e Cuts preparation time in half 

e Easy and convenient to use 

e Adds another link to the sterility chain 
e Disposable 
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Wyeth Ltd./Ltée, 
has announced the 
appointment of 
Louise D’Amour as 
director of infant 
nutrition and family 
planning services. 
Ms. D’Amour, who 
received her basic 
- nursing education 
in Rigncton, New Brunswick, worked 
four years at the Notre-Dame de 
lEspérance Hospital in Montreal 
prior to coming to Wyeth. She is now 
located at Wyeth’s Toronto office. 


Jane Clouston Hutchings of Cow Head, 
Newfoundland, was made a Member of 
the Order of Canada ir December 
1971, in recognition of her distinguish- 
ed service to nursing. 

Ms. Hutchings (R.N., Homeopathic 
—now Queen Elizabeth — Hospital 
school of nursing, Montreal) became 
district nurse at Cow Head in 1949, 
and was responsible for the five settle- 
ments between Parson’s Pond and 
Sally’s Cove where, at the time, there 
were no roads. 

After her retirement from active 
nursing in 1970, Ms. Hutchings receiv- 
ed an honorary membership in the 
ARNN in 1971. 


Phyllis Lyttle 


Edna Walsh 


Phyllis Lyttle, director of public health 
nursing, has retired after 34 years with 
the Nova Scotia department of public 
health. Alert to emerging trends, she 
has always encouraged her staff to 
accept challenges and to move into 
new areas of public health nursing. 

A graduate of Payzant Memorial 
Hospital school of nursing, Windsor, 
N.S., Ms. Lyttle earned diplomas in 
public health nursing at McGill Uni- 
versity, and administration and supervi- 
sion at the University of Toronto, 
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Ms. Lyttle has served as president 
of the Registered Nurses’ Association of 
Nova Scotia and the N.S. branch of 
the Canadian Public Health Associa- 
tion. She has had conferred on her a life 
membership in the former and an 
honorary membership in the latter 
association. 


Edna Walsh (R.N., Halifax Infirmary 


school of nursing; B.Sc.N.Ed., U. of 


Ottawa; Ed.M., Teacher’s College, 
Columbia U.) has been appointed 
director of public health nursing, 
Nova Scotia department of public 
health, to succeed Phyllis Lyttle. 

Prior to joining the department in 
1958 as consultant in maternal and 
child health, Ms. Walsh taught obstet- 
rics at the Halifax Infirmary. From 
1966 until resuming her studies, she 
was nursing counselor with the Nova 
Scotia Hospital Insurance Commission, 
and only recently rejoined the depart- 
ment of public health. 

Ms. Walsh is active in the Registered 
Nurses’ Association of Nova Scotia and 
is currently a member of the committee 
on research and the curriculum council. 


Margaret A. Brayton (SRN, RGN, SCM, 
RSCN, NA (hosp.) cert.) has been ap- 
pointed secretary of the Commonwealth 
Nurses’ Federation. She took up her 
appointment in London, January 1, 
1973, 

Ms. Brayton was the regional nurs- 
ing officer to the South Eastern Region- 
al Hospital Board in Scotland from 
1960 until her recent appointment. 
Active in national and international 
nursing for a number of years, she has 
visited and observed hospital and 
health service agencies in Canada, 
India, Pakistan, Hong Kong, Singapore, 
and Malaysia. 

In 1953, Ms. Brayton won a British 
Commonwealth War Memorial Fund 
Scholarship to study pediatric nursing 
in Canada and the United States. 

The Commonwealth Nurses’ Federa- 
tion, established in October 1971, has 
the aim of advancing nursing in the 
interest of people in Commonwealth 
countries. The new secretary’s first 
task is to establish the federation office 
and to make contact with the five 
regional representatives and national 
nurses’ asssociations belonging to the 
federation. 


Elizabeth Ann Taylor (R.N., Victoria 
H., London, Ont.; B.Sc.N., U. of 
Western Ontario, London; M.S.N., U. 
of British Columbia, Vancouver) has 
been named director of nursing for the 
East York Health Unit in Toronto. Ms. 
Taylor previously worked at Vancou- 
ver General Hospital as executive as- 
sistant to the director of nursing. 


Florence Sachi Shiraishi has been ap- 
pointed educational consultant for the 
nursing division of the Toronto Depart- 
ment of Public Health. 
A 1968 graduate of 
McMaster Univer- 
sity School of Nurs- 
ing in Hamilton, 
Ontario, Ms. Shi- 
raishi was appoint- 
ed a staff nurse in 
the nursing division, 
Toronto Depart- 
3 ment of Public 
Health in n 1968. She has also had exper- 
ience as an assistant supervisor and 
assistant educational consultant. She 
is a member of the Registered Nurses’ 
Association of Ontario and the Ontario 
Public Health Association. 

Mary Barbara Willet (R.N., and 
B.Sc.N., U. of Toronto school of nurs- 
ing) has been appointed consultant in 
school nursing with the nursing divi- 
sion, Toronto Department of Public 
Health. 

Since 1944, Ms. Willet has been a 
staff nurse, assistant supervisor, and 
district supervisor with the department. 
She is a member of the Registered 
Nurses’ Association of Ontario and 
the Ontario Public Health Association. 


Mary Willet 


Marguerite Williams 


Marguerite C. Williams (R.N., To- 
ronto General H.; B.Sc.N., U. of To- 
ronto; M.S., Boston U.) has been ap- 
pointed nursing consultant in rehabil- 
itation and adult health in the nursing 
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_ In addition to private duty, Ms. Wil- 
_liams has worked as a staff nurse and 
assistant head nurse in the obstetrical 
and the admitting departments at To- 
_ ronto General Hospital. From 1948 
| to 1962, she was a staff nurse and as- 
| sistant supervisor with the Victorian 
- Order of Nurses. She took a one-and 
one-half year leave of absence to gain 
experience in the geriatric rehabilita- 
| tion unit of the West Middlesex Hospi- 
tal, London, England. From 1963 to 
| 1971, she was a clinical nurse, public 
health nurse, and nursing consultant 
_ with the Ontario Alcoholism and Drug 
_ Addiction Research Foundation. Her 
responsibilities included part-time 
_ teaching in the faculty of nursing at the 
_ University of Toronto. 
Ms. Williams is a member of the 
Registered Nurses’ Association of On- 
tario, Ontario Public Health Associa- 
tion, Canadian Nurses’ Foundation, 
Nursing Archives Association, Ameri- 
can Public Health Association, Ameri- 
can Society of Political and Social 
Science, and the Sigma Theta Tau hon- 
Or society in nursing. 
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The following senior nursing staff 
appointments have been announced at 
University Hospital in London, Ont. 


Ann Ford 


Roberta Rivett 


Roberta Rivett (R.N., University 
Hospital, Saskatoon, Sask.; B.Sc.N., U. 
(of Ottawa; M.Sc.N., U. of Western 
‘Ontario, London) is assistant director, 
/ Nursing services. 

Ms. Rivett’s experience includes 
positions as staff nurse at University 
Hospital, Saskatoon, and Prince County 
| Hospital in Summerside, Prince Edward 
‘Island; assistant head nurse at Scar- 
\borough General Hospital, Scarbor- 
‘ough, Ontario; and administrative 
‘supervisor at Ottawa Civic Hospital, 
‘Ottawa. She is an active member of the 
!Registered Nurses’ Association of On- 
‘tario. 

Ann Ford (R.N., St. Michael’s School 
Nursing, Toronto; B.Sc.N.Ed., U. of 
Ottawa; M.Sc.N., U. of Western On- 
rio, London) is assistant director, 
aff education, at University Hospital, 


“at St. 


St. Michael's Hospit 
and at the Montfort Hospita 
wa; clinical instructor and direc 
the registered nursing assistant pro- 
gram at St. Michael’s School of Nurs- 
ing in Toronto; and inspector with the 
College of Nurses of Ontario. 

She is an active member of the Reg- 
istered Nurses’ Association of Ontario 
and has served on provincial nursing 
committees. 


Christine Emrich 
(R.N., St  Mary’s 
H. School of Nurs- 
ing, Kitchener) has 
joined a team of 
Canadians serving 
with MEDICO, a 
service of CARE, at 
a hospital complex 
- in Surakarta (Solo) 
in Central Java. In addition to caring 
for patients, she will help to educate 
Indonesian nurses. 

Ms. Emrich has worked in Moose 
Factory and Port Harrison and at 
hospitals in Kelowna, B.C., Sudbury 
and London, Ontario, and the West 
Indies. For the past three years, she 
has worked at the Donwood Institute 
in Toronto. 


Brenda Schenkel (R.N., Nightingale 
School of Nursing, Toronto; dip]. PHN, 
U. of Windsor, Windsor, Ontario) has 
been appointed a district nurse for the 
Ontario Society for Crippled Chil- 
dren in London, Ontario. She is cover- 
ing the counties of Middlesex, Oxford, 
Perth, and Bruce. 

Ms. Schenkel was a public health 
nurse in Ontario with the Elgin-St. 
Thomas health unit from August 1969 
to June 1972. She has been vice-presi- 
dent and president of the Elgin-St. 
Thomas nurses’ association. 


Cynthia Cameron has been appointed 
director of the Vanier School of Nurs- 
ing, Ottawa, effective February |, 1973. 
A graduate of the Atkinson School of 
Nursing, the Toronto Western Hospital, 
she earned her B.A. degree at Queen’s 
University, Kingston, and M.Sc.N. at 
Boston University. 

Before joining the Vanier School of 
Nursing in 1969, Ms. Cameron lectured 
at the U. of Ottawa School of Nursing 
and at the Nightingale School of Nurs- 
ing in Toronto. Active in professional 
circles, she is currently secretary of the 
Ottawa West chapter of the RNAO, and 
finds time for leadership in an experi- 
mental program of the Boy Scouts of 
Canada for boys aged five to seven, and 
for participation in winter sports. 
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stracts 


slowing are abstracts of studies 

ected from the Canadian Nurses’ 
sociation Repository Collection ot 
jursing Studies. Abstract manuscripts 
prepared by the authors. 


Harrison, Fernande P. A conceptual 
model for the provincial nursing 


consultant in Alberta. Edmonton, 


Alta. 1972. Thesis (M.H.S.A.) U. 
of Alberta. 


The objective of this study was to 
develop a conceptual model for the 
position of provincial nursing consul- 
tant (PNC) in the Alberta Hospital 
Services Commission. As a beginning 
basis for developing the model, the 
investigator provided a short historical 
background of the development and 
nature of professional consultative 
services, followed by an outline of 
some of the socio-political forces related 
to the emergence of consultants in the 
business and health fields and, more 
specifically, to the development of 
consultative services within the nursing 
profession. 

A major tenet underlying this study 
was that societal forces, including 
political and economic exigencies, 
influence professionals as change agents 
and suppliers of knowledge within 
governmental agencies. A further tenet 
was that leadership patterns and the 
interrelationships of professional 
groups are two centrally important 
internal factors affecting the roles of 
professionals in the employ of official 
agencies. 

Consultation was interpreted as 
being a process having both educa- 
tional and helping dimensions, the 
major principles underlying the process 
being that 1. a voluntary relationship, 
and 2. two-way communication exist. 
Critical to the success of the consultative 
process are the advisory capacity of 
the consultant and the “take it or leave 
it” quality of the consulting service. 

The model for the position of PNC 
in Alberta outlines the liaison and 
coordination functions of the PNC 
vis-a-vis personnel within other provin- 
cial health agencies, hospitals, and 
related facilities, as well as with federal 
nursing consultants, professional asso- 
ciations, and universities and their 
professional schools. The planning 
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and evaluative functions are deemed 
to be vital to the roles of the PNC. 
The education functions, comprising 
self-education, team work participa- 
tion, and interpretative activities, 
represent the core responsibilities. 

The model reflects a high emphasis 
on research consumer skills and the 
PNC’s responsibility for innovation 
as opposed simply to being an imple- 
menter of existing standards. Although 
the model is tailored to the needs of 
the Alberta Commission, the study 
is relevant to the whole area of health 
services consultation. 


Rivett, Roberta E. 4 study to develop 
instruments to evaluate the effec- 
tiveness of a post-diploma program 
in’ nursing. London, Ont., 1972. 
Thesis (M.Se.N.) U. of Western 
Ontario. 


The purpose of the study was to develop 
instruments with which to evaluate the 
effect of a series of short post-diploma 
intensive care nursing courses on the 
clinical performance of nurses caring 
for patients in intensive care units. 

In development of the three instru- 
ments — the Intensive Care Nursing 
Competency Model, the Expectations 
Rank Order Scale, and the Personal 
Data Inventory, several methods were 
employed. These included: assessment 
of evaluative instruments in published 
and unpublished literature; utilization 
of the findings of the study upon which 
development of the intensive care 
nursing program was based; utilization 
of the expertise of consultants in nurs- 
ing, data processing, statistics and 
education; ‘interviews with course 
participants and their employers in the 
home hospitals; testing draft instru- 
ments through administration to course 
participants and their employers in 
the home hospitals. 

Three instruments constituted the 
outcome of the study: 1. The Intensive 
Care Nursing Competency Model uti- 
lizes a rating scale through which 
ratings of the skill level of the subject 
in 71 intensive care nursing skills are 
performed. The instrument may be 
administered to students and also to 
their employers, before and after a 
course of the program. 

2. The Expectations Rank Order 


Scale invites respondents to rank- 
order their expectations of the intensive | 
care nursing program. Through read-— 
ministration three months after the 
course, the extent of satisfaction of 
these expectations may be identified. 

3. The Personal Data Inventory 
collects biographical information about 
respondents, and in addition elicits data’ 
on several factors believed related to. 
performance change following the 
program. 


Hoeffler, Deborah Margaret. A survey 
to determine the perceptions of a 
selected group of head nurses and 
supervisors concerning the channels 
of communication existing within a 
hospital. Seattle, Wash., 1971. Thesis 
(M.N.) U. of Washington. 


A review of the literature documented 
the importance of effective communica- 
tion in today’s large complex organiza- 
tions. A study was designed to deter- 
mine on a limited scale what channels 
of communication a selected group of 
nurse administrators used in solving the 
problems they encountered in_ their 
daily work. 

It was hoped to determine whether 
there was a difference between the 
channels they felt they would use and 
those they perceived as correct. The 
other question considered was whether 
the variables of position, age, educa- 
tional preparation, or years of exper- 
ience in the institution appeared to: 
atfect their responses. 

A questionnaire was administered 
to the head nurses and supervisors of! 
one Canadian university teaching hos-- 
pital. Participants were presented with; 
hypothetical situations and five possible 
solutions. 

In Part A, respondents ranked their 
responses from the procedure they 
would be most likely to follow to the 
one they would be least likely to follow. 
In Part B, they ranked their responses: 
from those solutions that they perceiv- 
ed as being most correct to those they. 
perceived as least correct. 

Analysis of the data indicated that 
majority of respondents differentiat 
between what they felt they would de 
and what they perceived as correct 
The variable of position appeared t 
have the greatest effect on response. 
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him drier 


Instead of holding 
moisture, Pampers 
hydrophobic top sheet 
allows it to pass 
through and get 
“trapped” in the 
absorbent wadding 
underneath. The inner 
sheet stays drier, and 
baby’s bottom stays 
drier than it would in 
cloth diapers. 


Saves 
you time 


Pampers construction 
helps prevent moisture 
from soaking through 
and soiling linens. As a 
result of this superior 
containment, shirts, 
sheets, blankets and 
bed pads don’t have to 
be changed as often 

as they would with 
conventional cloth 
diapers. And when less 
time is spent changing 
linens, those who take 
care of babies have 
more time to spend on 
other tasks. 
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and Physio Applied for 
thopaedic ysilony AI by Joyce 
e and Victor H. Wheble. 698 
London, England, Churchill 
gstone, 1972. Canadian Agent: 
gmans, Don Mills, Ontario. 
a by Audrey E. Pickard, 
Lecturer, Laurentian University, 
School of Nursing, Sudbury, Ontario. 


is text is written with clarity. The 
lustrations, neatly labelled, accentuate 
“the material with detail. 

The section on “regional anatomy” 
_ is excellent. The place for this text is in 
the clinical area for nurses or students 
of other disciplines who are assisting 
in the treatment of patients with 
orthopedic trauma. 

The concise formal language draws 
the reader to use the text for reference 
data, which is the objective of the 
author in “supplying a text well illus- 
trated and easy to use.” 


My Brother, My Sister, by Sister Sue 

Mosteller. 117 pages. Toronto, Gif- 
fin House, 1972. 
Reviewed by Karin von Schilling, 
Associate Professor, School of Nurs- 
ing, McMaster University, Hamilton, 
Ontario. 


As the title implies, this book is a call 
for love and attention for the poor, the 
handicapped, the retarded, prisoners, 
and the destitute, wherever they are 
found in this world — our brothers and 
sisters. The book is an introduction to 
the devoted work of Mother Teresa of 
Calcutta, an Albanian nun who found- 
ed the community of Missionaries of 
Charity, and Jean Vanier, a Canadian 
layman, founder of the international 
Community of L’Arche. The author 
offers insight into the development of 
these worldwide communities and their 
tremendous contribution to human 
growth in the spirit of brotherhood and 
love. 

The author, photographer, and de- 
signer of the book convey an impres- 
sive unity of purpose that carries the 
message of appeal, happiness, human 
dignity, and worth on every page of 
the book, thus encompassing the poor, 
the retarded, and handicapped into the 
community of men worthy of our love 
and attention. 

The book is richly illustrated with 
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photographs, often showing severe 
destitution and poverty; yet the faces 
radiate warmth and trust in the love 
and care offered by the assistants of 
L’Arche and the brothers and sisters 
of the Missionaries of Charity. The free 
verse style of writing is powerful and 
succinct; it carries the appeal for atten- 
tion and conveys a message of com- 
passion and commitment to a belief in 
human dignity and growth, especially 
among those whom society tends to 
reject — the poor, the hopelessly sick, 
and the handicapped. 

The book shares its central concern 
with that of the nursing profession: a 
commitment to serve mankind in times 
of need and distress; to be present and 
to care about and contribute to the 
quality of life, so that each person can 
develop according to his deepest as- 
pirations and sustain himself during 
times of crisis. This book has a message 
for all nurses, particularly for those 
who devote their care to the retarded 
and the handicapped. 


On Dying and Denying: A Psychiatric 
Study of Terminality by Avery D. 
Weisman. 247 pages. New York, 
Behavioral Publications, 1972. 
Reviewed by Susan E. French, Mc- 
Master University, School of Nurs- 
ing, Hamilton, Ontario. 


This text provides in-depth informa- 
tion about the process of denying as 
evidenced in ordinary individuals 
confronted with the personal reality 
of their own death. Death is viewed as 
an individual experience occurring 
within a psychological context. 

Denying is identified as a process 
of which there are five sequential 
stages, the fifth stage is the fact of 
denial. Each stage of the process is 
well defined. Denying is seen as a total 
process by which an individual res- 
ponds to a threat. 

Denial, one of the defensive aims 
of the process, enables the dying 
individual to avoid reality or to escape 
confrontation with an _ unpleasant, 
threatening event — impending loss 
of significant relationships and personal 
extinction. The existence and degree 
of denial in individuals can be deter- 
mined only through personal interaction 
with them. 


Interviews were held with 350 pa- 
tients who were diagnosed as being 
critically ill and for whom death was_ 
imminent. There were two broad 
categories of patients: individuals 
who were fatally ill as a result of some 
disease process, such as cancer or 
myocardial infarction; and persons 
in the terminal stage of the ° ‘aging™ 
process. 

Information regarding the psycho- 
social stages of fatal illness and terminal 
old age indicate there is a similar’ 
sequence of stages in the process of 
dying. Analysis of data revealed that 
a relationship existed between the 
psychosocial stage of dying and the 
degree of denial. 

Three levels or degrees of denial | 
were identified. First-order denial 
consisted of denial of facts of illness. 
Second-order denial related to denial 
of implications of illness, and third-_ 
order denial was concerned with denial | 
of personal extinction. Excerpts of 
interviews and analysis of the behavior 
manifested are used to illustrate the 
psychosocial stage and the degrees of 
denial characteristic of that stage. 

It was evident that denial was a_ 
strategy used by the individual most 
frequently in the early stages of ill- 
ness but usually was not maintained | 
in subsequent stages. Hope could be 
sustained without an unrealistic reliance 
upon denial. Acceptance and denial 
were shown to be counter-balanced; as” 
the individual progressed through levels 
of denial, there was an increase in the 
level of acceptance. Many of the 
individuals faced death with equanimi- 
ty, clarity, and acceptance, whereas 
others struggled and were filled with 
anguish and despair. Analysis of the 
life situations and early patterns of 
behavior enabled the author to identify — 
factors that influenced the individual’s 
response to impending death. 

This book not only complements — 
the work of others who have identified 
stages and characteristics of an indi-— 
vidual’s response to the threat of death, 
it provides additional relevant informa- 
tion regarding a specific response, 
denial. The clear delineation of the 
process of denying, the levels of 
denial, psychosocial stages of denying 
and the interrelatedness of denial and 
acceptance serve to illustrate the role 
of denial in the adapLyes 
sie in the individ 


ons 0% are in contact with dying 


_ individuals and/or survivors. 
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Death and the College Student, edited 


by Edwin S. Shneidman. 207 pages. 
New York, Behavioral Publications, 
1972. 


_ Reviewed by Betsy LaSor, Assistant 


Professor, — Psychiatric 
University of British 
Vancouver, B.C. 


Nursing, 
Columbia, 


i Teaching the subject of death or sui- 
cide seems to be approached most 


comfortably by being academic and 
| age In fact, most textbooks on 
_ these subjects are fact-filled to add to 


our own objective knowledge, and it is 


mostly through the use of the novel that 
we glimpse the personal feelings lead- 


ing to self-destruction. This book is an 


exceptionally good subjective exposure 
to what death means to college students. 

The recent textbook trend of collect- 
ing papers is utilized in this book in the 
form of student essays written for a 
class assignment. The focus of each 
essay was chosen by the student and 
includes the arts, unusual life situations, 
philosophy, and personal - suicidal 
experiences. 

With one exception, all of the stu- 
dents are from a wealthy, prestigious, 
eastern American university. The focus 
is varied and intense. There are few 
times when one is aware of the eco- 
nomic and social backgrounds of the 
students. The majority of essays deal 
with feelings that have no class bound- 
aries and are situations experienced by 
many college-aged youth. Foot-notes 
and quotes are infrequently used, 
which makes one even more sensitive 
to the personal focus chosen by the stu- 
dents. 

These essays are outstanding in the 
sophistication of the students’ concep- 
tualization of death. The depth of feel- 
ings these young people relate to living 
is awesome. The essays do not deal 
with the tone of life in these tumultuous 
times, but with the feelings of their own 
relationship to people, situations, and 
the variety of significant topics they 
have been investigating in their studies. 
Some essays are outward directed in 
content but could not have been written 
without some sense of the underlying 
feeling tones of hopelessness, sadness, 
loneliness, and alienation. 

When one picks up a book of read- 
ings, the temptation is to skip around 
_ to those that seem the most interesting. 
“It is difficult to make a choice when 


: "reading this book. The titles, for the 


ost part, are catchy and invite interest. 
The section on philosophy is_ less 
olving and at times one feels that it 
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of the book. It demands intense con- 


centration and an interest in philo- 
sophical issues. At times, the reader 
wonders where the students’ related- 
ness is, other than academic. 

The real value of the book for edu- 
cators would seem to be in understand- 
ing how their students are reacting to 
the stresses of life. The preface and 
foreword have content value for explor- 
ing the reasons for student feelings. 
Specifically, there is a review of mate- 
rial regarding the various life crises. 

This is an excellent resource book 
and certainly an important addition to 
one’s library. The book is not limited to 
any specific clinical area or nursing 
issue but is one nurses should be ac- 
quainted with in this day, for their own 
professional growth as well as their 
awareness of life situations. 


Health Hazards of the Human Environ- 
ment by the World Health Organiza- 
tion. 387 pages. Geneva, Switzer- 
land, World Health Organization, 
1972. 


This book is concerned with the com- 
munity environment, chemical con- 
taminants and physical hazards, sur- 
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The chapters are short, ¢ 
full of information, includin 
bibliographic references. The ma 
was prepared by 100 specialis 
15 countries, although the pre 
careful to point out that not all 
consulted agreed on each point! 

The index makes possible the e: 
use of this book as a reference source 


It will be a valuable addition to school 


of nursing libraries. 
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Behavior and Illness, by Ruth Wu. 211 

pages. Englewood Cliffs, N.J., 
Prentice-Hall, 1973. 
Reviewed by Mary K. Harrison, As- 
sistant Professor, McMaster Univer- 
sity, School of Nursing, Hamilton, 
Ontario. 


The author’s stated purpose in this 
book is to “provide an understanding 
of the nature of illness.” With this pur- 
pose she has defined nursing theory 
building to be part of her goal. How- 
ever, those of us who see nursing as 
being more than illness oriented cannot 
agree with her focus. This is my major 
disagreement with this well-research- 
ed and well-integrated book. As a stu- 
dent of Rogers (Dr. Martha Rogers, 
Department of Nursing, New York 
University) and a thinking practitioner 
in community mental health, I cannot 
define nursing as does the author. I am 
interested in the steady state as well 
as the unstable one of man. | maintain 
that nursing’s focus is man’s whole 
experience, not just illness. 

With this bias I am still impressed 
by the author’s knowledge of sociology 
of illness. She critiques a variety of 
models and definitions from the lite- 
rature, using her nursing model as a 
base. There is minimal input of inter- 
personal and/or psychoanalytic theory 
in the critique of the nursing model and 
those of “perceptions of illness” and of 
“wellness.” 

The author integrates general system 
theory content into the chapter on the 
concept of stability. Some of the gen- 
eral system theoreticians could readily 
disagree with her definitions of home- 
ostasis, which are based more on 
adaptative than general systems models. 

The chapter on illness behavior 
offers some theoretical explanations of 
why sick people, so labeled, often do 
not behave as the medical professions 
and health educators would have them 
behave. 

In summary, the author has present- 
ed an integrated review of the sociology 
of illness behaviors — illness, health, 
sick role, impaired (i.e., disabled) 
roles. As a stimulus to theoretical defi- 
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the nursing literature inte- 
er sciences, both applied 
ure k is a useful sum- 
ry students of patient behavior 
a useful stimulus for theory build- 
ig in nursing. As such, it is suitable 

graduate (master’s) students in 


ce, & Physiology for Nurses, 8ed., 
by Katharine F. Armstrong and 
Sheila M. Jackson. 374 pages. Lon- 
don, Balli¢re Tindall, 1972. 
Reviewed by Carmen Mitra, Assist- 
ant Professor, School of Nursing, 
University of Windsor, Windsor, 
Ontario. 
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This text is a handy reference for a 
beginning student. The logical sequence 
of presentation allows the reader to 
visualize the structures and arrange- 
ments, including their interrelated 
functions. 

Chapter | gives a brief description 
of physics and chemistry that introduces 
the reader to the various substances 
and changes that might occur in the 
different processes to follow. Presen- 
tation of the chemistry portion of this 
chapter prepares the reader to under- 
stand chemical reactions that occur in 
the functioning of the systems as 
metabolism goes on. 

Fluid and electrolyte balance is an 
important phenomenon in health and 
disease, but many students have found 
it difficult to understand. The fashion 
of presentation of this area stimulates 
interest and desire to continue the 
study. The examples of reactions leave 
a vivid picture in the mind so that stu- 
dents can use the knowledge in various 
situations as they arise. 

The second and third chapters deal 
with structure and characteristics of 
living matter. They present the process 
of cell division, genetics, and sex deter- 
mination. Ribonucleic acid (RNA), 
deoxyribonucleic acid (DNA), and 
their roles in the propagation of species 
are mentioned briefly. This text can 
help the student better comprehend 
how the billions of microscopic cells 
comprise the human body, and how the 
different functions are carried out 
through action, reaction, and interac- 
tion. 

Different kinds of tissues with brief 
discussion of structure and functions of 
each, bones, and muscles are discussed. 
Composition, growth, and development 
of bones are discussed in fuller detail. 
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Blood and its components are dis- 
cussed, including production and des- 
truction of cells, an area that is becom- 
ing more and more important on ac- 
count of voluminous factors that in- 
fluence destruction of cells. 


Blood tranfusion, a common form of 


therapy, can be better understood by 
the student after she has studied blood 
grouping and Rhesus factors. ~ 

Discussion on endocrine glands and 
diagramatic presentation of relation- 
ship of functions makes the subject 
more interesting and easier to follow. 

However, the text should have given 
more discussion to the endocrine sys- 
tem, electrolyte and fluid balance, and 
the nervous system, which are more 
difficult to understand than the skeletal 
system. 

The text can be useful for the begin- 
ning nursing student by virtue of the 
presentation in logical sequence, clear 
explanation of structures and _ their 
function. 

With the current emphasis on an 
expanding role for the nurse in the 
provision of health service, the nurse 
will seek more and more knowledge in 
anatomy and physiology so that she 
can be more effective in recognizing 
deviations from normal. This book will 
be a good introduction to her search 
for more knowledge and understanding 
of the human body. 


Peoplemaking by Virginia Satir. 304 
pages. Palo Alto, Calif., Science & 
Behavior Books Inc., 1972. 
Reviewed by Philip Gower, Former 
Assistant Director of Nursing Ser- 
vice, Queen Street Mental Health 
Centre, Toronto, Ontario. 


Like pioneers in other fields, Virginia 
Satir has had the courage to produce an 
unusual manual; in this case, it is about 
the family, the “factory” that makes 
people. For nurses who are working 
with troubled families, this book on 
family therapy will prove extremely 
helpful. Techniques and “‘communica- 
tion games” are introduced in such 
detail that they could be used by many 
families with a minimum of profes- 
sional direction and help. 

The author has observed that people 
have four basic patterns for handling 
interpersonal stress when self-esteem 
is involved. These patterns she labels 
“placating, blaming, computing, and 
distracting.”” During the communica- 
tion games, which she invented herself, 
each pattern is used as a role that is 
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e fs y/ the 
roles” of mother, fathe atid: an 
forth, a number of interactions 
arranged to allow various members of 
the es to see how the others actual 
act and teel. Thus, these “games” form 
the basis for an investigation, under- 
standing, and treatment of a family’s: 
communication network. 

The author has discovered that *.. . 
the minute people start to play the 
games, they know the dialogue.” She 
comments: “For me this is a validation 
of the fact that my games reflect the 
actual experiences so many have had in 
their families and, as they grow up, in 
their society. Regardless of economic 
status, race, age, sex, nationality, or: 
religion, everybody knows the commu- 
nication games language.” 

Providing hope for families every- 
where, the author states that “all of! 
the ingredients in a family that count! 
are changeable and correctable — in- 
dividual — self-worth, communication: 
system, and rules —at any point in- 
time.” Each of these elements is ex-. 
plained in a complete chapter, cleverly 
illustrated with simple line drawings. 

This book can help us become more 
efficient communicators, both within’ 
our own family structure and in our 
relationships with others in society. 
It is easy to use as a textbook, with) 
separate chapters for communication. 
theory, the communication games! 
themselves, or other specific aspects of 
the family, such as couples or one- 
parent families. 

Virginia Satir’s warm concern to 
ease the pain she has encountered in) 
her clinical work with families per- 
vades the book: “I should probably pin’ 
medals on many of you for doing the! 
best you know how with a difficult, 
situation... .It is my hope, however, 
that I can give you something more’ 
valuable than medals: namely, some 
new ways to find a better life together 
as a family.” oa 
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These Saunders texts can keep you ahead of the 
fast-paced advances in nursing care. 


Watson: 
MEDICAL-SURGICAL NURSING AND 
RELATED PHYSIOLOGY 


From “Causes and Effects of Disease” to “Nursing in 
Respiratory Disorders,” the theme of this exceptional text is 
the physiological basis of effective treatment and care. The 
author’s clear review of relevant anatomy, physiology and 
pathophysiology provides the nurse with an effective ap- 
preciation of measures and goals in medical-surgical nur- 
sing. Throughout, a concern for the patient's psychological, 
social, and economic well-being is demonstrated; practical 
information and guidance is provided so that the nurse may 
give effective total care. By Jeannette E. Watson, A.N., 
M.Sc.N. 786 pp. Illustd. $10.30. April 1972. 


Kolb: 
MODERN CLINICAL PSYCHIATRY 
New Eighth Edition 


A standard in its specialty—complete descriptions of clinical 
conditions, reinforced by socio-medical background and cur- 
rent therapeutic measures. Chapters organized to conform to 
the new Eighth International Classification of Disease. Ex- 
panded material on disorders of infancy, childhood and ado- 
lescence; plus other new information on alcoholism, schizo- 
phrenia, psychophysiological disorders and drug depend- 
ence. Newly considered topics include general systems 
theory, poverty, racism, transsexualism and more. By Law- 
rence C. Kolb, M.D. 694 pp. $13.40. January 1973. 


Marlow: 


Robinson: 
PSYCHIATRIC NURSING AS A HUMAN 
EXPERIENCE 


Clinically oriented, this new book emphasizes the sympa- 
thetic one-to-one relationship between the psychiatric nurse 
and the patient—and its role in effective care. A wealth of in- 
formation—principles and practical knowledge—makes up 
the content. Introductory chapters detail the role of the nurse 
in therapy and the relevant theoretical background: concepts 
of growth, the mental health-mental illness continuum, an- 
xiety as a dynamic construct. Actual psychopathologies are 
discussed within a framework, social problems are analyzed, 
and psychiatric nursing in large universities is described. By 
Lisa Robinson, R.N., Ph.D. 35° pp. Sept. 1972. $8.25. 


Miller & Keane: 
ENCYCLOPEDIA AND DICTIONARY OF 
MEDICINE AND NURSING 


The first, all-new nursing encyclopedia in 20 years—a 
comprehensive reference of accurate, up-to-date _ in- 
formation. Clear-cut definitions fill more than 1000 pages. 
Full drug data is included. Special sections detail nursing 
care for most diseases, conditions, and operations—and 
first-aid instruction for such emergencies as burns, electric 
shock, and barbiturate poisoning. Contains 122 illustrations 
plus 16 pages of full-color plates. By Benjamin F. Miller, 
M.D. and Claire B. Keane, A.N., B.S. 1089 pp. 122 ills. + 16 
full-color plates. $9.95. March 1972. 
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TEXTBOOK OF PEDIATRIC NURSING 


A classic in the field of pediatric nursing, this text has been 
completely revised and rewritten to reflect up-to date con- 
cepts and methods in the care of children. It remains 
unexcelled in its comprehensive coverage of growth and 
development and nursing care needs of the sick and well 
child from birth through adolescence. Special attention has 
been given to genetics, current advances in patient care, 
government programs, research in fetology, ambulatory and 
homecare, parenteral fluids, kwashiorkor, cystic fibrosis, sco- 
liosis, acute epiglottis, Tay-Sachs and sickle cell diseases, 
contact dermatitis and much more. By Dorothy R. Marlow, 
R.N., Ed.D. 784 pp. 215 ills. About $9.80. Just Ready. 
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Second Edition 

Violet Broadribb, R.N., M.S. 

The author, an experienced 
nurse clinician, has broadened 
and enriched the second edition 
to reflect new nursing concepts 
stemming from recent findings 
in child psychology as well as 
advances in pediatric medicine 
and surgery. New or expanded 
material includes psychosocial 
development, genetic factors, 
the child as member of a family 
unit, care of the newborn in the 
intensive care unit, pediatric 
pharmacology. 

As in the first edition, material 
is presented according to age 
groups from birth to adoles- 
cence. The Appendix contains 
preparations for laboratory tests, 
common pediatric procedures, 
and a section on pediatric 
drugs, dosages, actions and 
effects. 


MATERNAL-CHILD NURSING 
Violet Broadribb, R.N., M.S. and 
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bined maternal child nursing 
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labor and delivery as well as 
pre- and _ postpartum care. 
Current information on home- 
maker service, family planning 
clinics and parent education is 
included in the chapter on 
“Community Resources Avail- 
able to the Family.” Units Five 
to Twelve deal with child care 
from birth to adolescence. De- 
linquency, drug abuse, and 
similar problems are con- 
sidered in discussion of the 
often difficult family adjustment 
of the older child. 
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rumblings across the country 
the introduction of the physi 
assistant — anewcategoryofh 
worker who would bridge ‘‘the 

fessional gap’ between nursing a 


medicine. In an editorial in the Jan- | 


uary 1969 issue, | wrote about thi: 
subject, strongly opposing the crea- 
tion of a new category of health 
worker (or ‘‘a new breed of cats,” 
as one physician put it). What was 
needed, | said, was more dialogue 
between the medical and nursing 
professions to find other ways of 
filling any present ‘‘gap.”’ 

In October 1970, the Canadian 
Nurses’ Association took a stand 
against the introduction of the phy- 
sicians’ assistant, stating it believed 
the health needs of the Canadian 
people could more effectively and 
economically be served by expand- 
ing the role of the nurse. CNA also 
said that experimentation with var- 
ious patterns of health care, using 
the nurse in an extended and more 
independent role, was urgently 
needed, and stressed the impor- 
tance of proceeding jointly with the 
medical profession. 

Much has happened since 1969, 
when it seemed quite possible that 
a physicians’ assistant role would 
be introduced. For example, ‘“‘ex- 
perimentation with various patterns 
of health care,’’ using the nurse in 
an expanded role, has been under- 
taken; conferences have been held 
to discuss health manpower needs; 
and nurses and doctors have sat on 
panels to express their beliefs on 
how patients’ needs can best be 
met. In other words, communication 
among members of the two profes- 
sions has improved and increased. 

As further evidence of this desire 
to work together, CNA and CMA set 
up a joint committee last year to 
study the expanded role of the 
nurse. This committee’s report 
(p.23) has been accepted, with 
some modifications, by the directors 
of both associations. 

The highlight of the report is this: 
Both associations agree that health 
services can be more effective by 
expanding the role of the nurse, 
rather than by creating a new cate- 
gory of worker. — V.ALL. 
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will be considered for publication. 


Name will be withheld at the writer's request. 


te article available 
March Canadian Nurse arrived in 
division this moraing, and requests 
e already coming in for reprints of 
> apical useful article, “Ten Tips 
reparing Research Proposals.” 
Nill these be available? — Shirley M. 
Stinson, RN, Ed.D., professor and 
senior national health scientist, division 
Pat health services administration, Uni- 
versity of Alberta, Edmonton. 


Reprints of Dr. Spitzer's article are 
ia available. Write to the Editor, The 
Canadian Nurse, for information re 
cost. 


1 would like to congratulate The Cana- 
dian Nurse for publishing W.O. Spit- 
zer’s article, “Ten Tips on Preparing 
Research Proposals” (March 1973). 
The article will be useful to our school 
of nursing faculty. 

1 hope this article represents the 
beginning of a series devoted to research 
in nursing or to nurses and research. 
— Helen Niskala, R.N., M.S., coor- 
dinator, basic degree program, The 
University of Alberta School of Nurs- 
ing, Edmonton, Alberta. 


Concerned by letter 
It was with some concern that I read 
Ms. Barter’s letter to the editor in the 
[ March 1973 issue. In it she critized Ms. 
Peitchinis’ review of a Canadian text, 
Medical-Surgical Nursing and Related 
| Physiology, stating that nursing experts 
in the United States selected this as a 

| most significant book in its area of 
practice. She also suggested that The 
Canadian Nurse give merited recogni- 
| tion and encouragement to Canadian 
| contributors to the nursing literature. 
My concerns are twofold. First, de- 
spite the fact that Ms. Peitchinis, pre- 
sumably a Canadian nursing expert, 
deemed the book to be limited in cer- 
tain areas for our purposes, it seems 
that Ms. Barter still insists we give it 
recognition, since it is a Canadian 
publication. This seems to me to be 
illogical. | certainly see no sense in 
misleading readers into purchasing a 
book simply because it is a Canadian 
publication, only to find later it is of 
little use to them. 

Second, if the U.S. nursing experts 
find a book useful to them, does it 
necessarily follow that it will suit the 
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needs of Canadians as well? Is it not 
time that we began to use our own 
resources in Canada, instead of turning 
to our sisters to the south for guidance? 

It appears we have begun to establish 
our own priorities and evolve our own 
philosophies of nursing. Heaven forbid 
that we take a step backward and look 
to the Americans to determine what is 
best for us. At least it seems that Ms. 
Peitchinis has broken away from the 
old follow-the-leader type thinking. | 
hope that more of us can learn to do 
it — soon. — Pamela Khan, M.Sc.(A), 
Montreal, Quebec. 


News headline misleading 

The executive of the Association of 
Nursing Directors and Supervisors of 
Ontario Official Health Agencies (AN. 
D.S.O.0.H.A.) has requested that I draw 
your attention to the headline that 
appeared with a news story in the 
November 1972 issue (page 16). 

The news report was accurate in 
stating the content of the briefs to the 
minister of health of Ontario. However, 
the headline might indicate that A.N.D. 
S.0.0.H.A. has recommended that the 
appointees to the district health coun- 
cils and to a placement in the new struc- 
ture of the ministry of health be public 
health nurses. 

We wish to correct any misinterpre- 
tation. Our intent is that the nurse ap- 
pointed to function in these areas be 
representative of all Ontario nurses. 

A.N.D.S.0.0.H.A. executive members 
are presently meeting with represent- 
atives from various fields of nursing 
and with representatives from the 
Registered Nurses’ Association of 
Ontario to discuss the proposals in the 
brief. 

Messages supporting the _ briefs 
have been sent by the nursing section 
of the Ontario Public Health Associa- 
tion to the minister of health and the 
nursing disciplines to which the briefs 
had been sent. — Patricia Perrault, 
President, Association of Nursing 
Directors and Supervisors of Ontario 
Official Health Agencies, Bracebridge, 
Ontario. 


Coronary nurses describe program 

In response to the article “Coronary 
Patients and Their Families Receive 
Incomplete Care” by Joan Royle in 
the February 1973 issue, we wish to 


inform readers of the existence of our 
coronary patient educational program 
at the Royal Jubilee Hospital in Vic- 
toria, British Columbia. ; 
In recognition of the need for re- 
habilitative postcoronary education for 
patients and families, a formal program 
of instruction was developed in 1970 
under the direction of Dr. G.M. Wood- 
wark, as part of a research project fund- 
ed by the B.C. Heart Foundation. 
Through the use of in-hospital and — 
home teaching, the program appears 
to help reduce the incidence of recur- 
: 
; 


rence of myocardial infarction and the 
number and severity of postinfarction 
complications. Myths regarding heart 
disease are being eliminated through 
ere patient and family know- 
ledge. 

esearch funding still covers a large — 
part of the program, such as home 
visits for the experimental group. We 
hope we can demonstrate the essential 
nature of patient teaching of this kind 
as an integral part of nursing care, — 
and hope this factor will be recognized — 
in staffing budgets. 

Nursing staff, patients, and families 
have responded enthusiastically to this — 
program. — Mary Inkster, administra-— 
tive supervisor, coronary and telemetry 
units, and the coronary nurses, Royal 
Jubilee Hospital, Victoria, B.C. 


Excellent article 

“Whose baby is this?” (March 1973) 
was an excellent article. Ms. Baizley 
has said all the things that we, as nurses, 
should believe in and practice. The 
nurses’ communication with the parents 
sounds _ terrific. —Joan Gimmell, 
Reg.N., Flin Flon, Manitoba. 


Compares Canada and Philippines 

I have some comments to make regard- 
ing professional nursing practice in 
Canada and the Philippines. I have 
been in North America 13 years, have — 
lived in Canada 9 years, and have 
practiced nursing in 7 hospitals across 
Canada. 

In this country I have found that 
the responsibility between a certified 
nursing assistant and a staff nurse is 
not well defined. Further, the nursing 
profession does not encourage a nurse ~ 
to use her brains; rather, she is allo 
to do bas routing ward we 


trators and educators should realize 
_ that a responsible RN should at least 


| anyone can do without taking the basic 


nursing curriculum. Nursing adminis- 


be able to use her educational back- 
ground. 

I have worked with nurses from 
about 72 countries under the foreign 
exchange program in the United States. 
I know Canadian nurses are the best 
and are well liked, but unfortunately 
nursing in Canada is not at a profes- 
sional level. To me, nursing means 
continuous learning while I take care of 
and manage a patient. I cannot find 
this in general duty nursing in Canada. 

Nursing in the Philippines taught 
me what it means to be a professional 
nurse, especially in community work. 
In the Philippines, either you do hos- 
pital nursing or community nursing; 
you are allowed to practice what you 
learned in the three-year diploma 
program. A nursing assistant or any 
paramedical worker in the hospital 
has to follow the RN’s instructions for 
the nursing management of the patient. 
An RN does not do the same work as a 
certified nursing assistant. 

A nurse can do a great deal if she is 
allowed to work to her capacity as a 
professional RN, helping the patient 
not only with physical] routine care, but 
also with other needs relating to his 
home and community. — Lourdes He- 
ber, RN, Dartmouth, Nova Scotia. 


Homecoming year in ’74 

All graduates of Victoria Public Hospi- 
tal School of Nursing in Fredericton, 
New Brunswick, are invited to a phas- 
ing out reunion in 1974—a home- 
coming year. 

Any graduates who have not receiv- 
ed information about this should con- 
tact Lois Clark, 358 Brunswick Street, 
Fredericton. — Joanne MacPherson, 
Corresponding Secretary,  V.P.H. 
Alumnae Association. 


Change in policy at U of T 
I believe the following information will 
be of interest to a number of nurses. 

A change in policy was recently ap- 
proved by the school of graduate stu- 
dies of the University of Toronto re- 
garding part-time study in the graduate 
course in nursing. Previously, students 
who enrolled in the master’s degree 
course were required to register for a 
minimum of 16 months’ full-time 
study. 

According to the revision, a candi- 
date may complete the work of one 
academic year as a part-time student 
if he receives the recommendation of 
the graduate department of nursing and 


_ the approval of the school of graduate 


studies. 
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be completed satisfactorily within four 
calendar years from the date of the 
student’s first enrollment in the pro- 
gram leading to the degree of master of 
science in nursing. —Jeannette E. 
Watson, acting chairman and academic 
secretary, graduate department of nurs- 
ing, University of Toronto. 


Nurses should share experience 
Professional renewal is essential if 
nursing is to fulfill its aim of promoting 
optimal health. In university schools 
of nursing, there is ferment, change, 
and growth. Undergraduates, post- 
graduates, and faculty are excited and 
challenged at being in on the exhilarat- 
ing process of education. 

However, many nurses are cut off 
from day-to-day sharing in this process. 
These are the general duty staff nurses, 
whose load is considerable. As they 
deal with disease, human frailty, and 
bureaucratic bumbling, it is easy for 
them to get into a frame of mind where 
concern with their own problems takes 
precedence over patient care. 

When students learned on the job, 
hospital staff shared in the teaching 
and were part of the professional 
growth process. We cannot turn back 
the clock; broader nursing education 
is here to stay. But we should look 
critically at the effects it has had. 

The creative function of the hospital 
nurse — teaching students — is dying, 
if not dead. The strongest instincts in 
any individual or group are those of 
survival and reproduction. Nurses are 
surviving, but many are denied their 
share of helping to shape the next 
generation. In divorcing education from 
service, we have removed a potent 
force for professional renewal. 

Unlike teachers, nurses do not have 
long vacations when they can upgrade 
their qualifications. Neither can they 
declare a nurses’ convention, close 
the hospitals, and have a few days of 
study and consultation. The problem 
of education and renewal for general 
duty staff needs to be looked at. 

I believe nurses would benefit from 
sharing their experience by teaching 
students from academic programs. 
They could teach either in short per- 
iods during the university year or ina 
period of internship at the end of their 
studies. It is said that beginning 
degree graduates lack confidence in 
practical areas, whereas they are strong 
in problem-solving. Surely the profes- 
sion would benefit, especially in lower- 
ed hostility between diploma and degree 
members, if these nurses intermingled 
and if the strengths of both were fully 
used. — J.J. Johnston, | Edmonton, 
Alberta. w 


All requirements for the degree must | 


This hand 
was bandaged 
in just 
34 seconds 
with 


Jubegauz 


SEAMLESS 
TUBULAR 
GAUZE 


It would normally take over 2 minutes. 
But the Tubegauz method is 5 times 
faster—10 times faster on some 
bandaging jobs. And it’s much more 
economical. 


Many hospitals, schools and clinics 
are saving up to 50% on bandaging 
costs by using Tubegauz instead of 
ordinary techniques. Special easy- 
to-use applicators simplify every type 
of bandaging, and give greater patient 
comfort. And Tubegauz can be auto- 
claved. It is made of double-bleached, 
highest quality cotton. Investigate 
for yourself. Send today for our free 
32-page illustrated booklet. 


Surgical Supply Division 
The Scholl Mfg. Co. Limited 
174 Bartley Drive. Toronto 16, Ontario 


Please send me “New Techniques 
of Bandaging with Tubegauz’’. 


' NAME 


ADDRESS 


THE SCHOLL MFG. CO. LIMITED 
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New! A COMMONSENSE APPROACH TO CORO- 
NARY CARE: A Program, by Marielle Ortiz 
Vinsant, R.N., B.S.; Martha |. Spence, R.N., B.S., 
M.N.; and Dianne E. Chapell, R.N., B.S. Focusing 
on major problems associated with myocardial 
infarction, this new program allows students to 
prepare realistically and systematically for their 
responsibilities in coronary care. Through an ap- 
proach based on thorough knowledge of normal 
anatomy and physiology, it demonstrates how to 
deduce the clinical consequences of pathologic 
changes. Each carefully prepared unit depends on 
previous ones, resulting in a meaningful integration 
of information that enables students to assume 
coronary care with confidence. October, 1972. 222 
pages plus FM I-XIV, 7” x 10”, 243 illustrations. 
$6.25. 


New! DECISION MAKING IN THE CORONARY 
CARE UNIT—A Manual and Workbook for 
Nurses, by William P. Hamilton, M.D.; and Mary 
Ann Lavin, R.N., B.S.N., M.S.N. The simulated 
situations in this new text can provide students 
with the clinical experience they need — before a 
human life is at stake. Supplying much more than 
basic concepts of coronary conditions, its 123 
realistic cases provide enough information to help 
the student determine what treatment goals, ac- 
tions and methods of evaluation are most appro- 
priate. A final chapter containing 60 miscellaneous 
cases aids in evaluation of progress. September, 
1972. 150 pages plus FM I-X, 7” x 10”, 124 
illustrations. $4.50. 
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INSTRUCTOR’S NOTE: 


To receive a complimentary copy for 
firsthand evaluation, write to the Textbook Department, 
mentioning your position, course and enrollment. 


New! UNDERSTANDING ELECTROCARDIOG- 
RAPHY: Physiological and Interpretive Concepts, 
by Edwin G. Zalis, M.D., F.A.C.P., F.C.C.P.; and 
Mary H. Conover, R.N., B.S.N.Ed. The comprehen- 
sive explanation of basic heart anatomy and the 
detailed discussion of all aspects of electrocardiog- 
raphy mark the significance of this well-detailed 
new text. Physiological interrelationships of all 
major heart functions are delineated, then rede- 
fined in light of all the muscle action’s electrical 
potential. Your students learn how and why 
muscle movement can be processed electronically 
into various types of visual graphs. Electrocardiog- 
raphy equipment is discussed in depth. August, 
1972. 192 pages plus FM I-XIl, 7” x 10”, 341 
illustrations. $6.05. 
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? REVIE 
COLOGY IN NURSING, by Betty TS Bai porsen, 


R.N., M.S., Ed.D. Using a concise question-and- 
answer format, this easy-to-use new text helps 
students review and reinforce their knowledge of 
all the major aspects of pharmacology related to 
nursing. Pharmacologic principles, administration 
of drugs, specific drugs which act on the various 
body systems and toxicology are discussed. A 
pertinent, up-to-the-minute chapter provides new 
insight into the recognition, control and treatment 
of drug abuse. December, 1973. Approx. 136 pages. 
About $4.50. 


New! INTRAVENOUS MEDICATIONS: A Hand- 
book for Nurses and Other Allied Health Per- 
sonnel, by Betty L. Gahart, R.N. Put complete, 
specific STAT information at your students’ finger- 
tips with this concise new handbook that provides 
One convenient source of information on intra- 
venous medications. Clearly and simply presenting 
pertinent information on the intravenous use of 
drugs, it discusses dosage, therapeutic reactions, 
indications, precautions, contraindications and 
antidotes for each drug. Sensitivity reactions are 
fully examined. For ease of reference, all drugs are 


cross-indexed by both generic and trade names. 


June, 1973. Approx. 184 pages, 6’ x 9”. About 
$4.75. 


New! THE GROUP APPROACH IN NURSING 
PRACTICE, by Gwen D. Marram, R.N., B.S., M.S., 
Ph.D. Let this unique new book help students 
clearly understand the theories of group process, 
group leadership and group methods, as well as the 
therapeutic potential of groups. Describing the 
potential scope of group work in nursing, it 
illustrates the theoretical frameworks that guide 
study and practice in this area. Helpful group 
studies show how the nurse can intervene thera- 
peutically. Group psychotherapy, therapeutic 
groups, growth and self-actualization groups, self- 
help groups and reference groups are all discussed. 
Other pertinent topics include typing behavior, 
basic group leadership functions and special tech- 
niques. June, 1973. Approx. 256 pages. About 
$5.50. 


can help the elderly reach their full potentiate wi 
this unique new book that gives the complet 
picture of the aged in America — including eco- 


nomic and everyday aspects. Old age is shown as at , 
normal developmental stage of life, with emphasis | 


on normal and abnormal health patterns and 
intervention, in both institutional and noninstitu- 
tional settings. The prevention of illness is dealt 
with extensively, as are organic and functional 
disorders of the aged. April, 1973. Approx. 320 
pages, 7” x 10”, 25 illustrations. About $5.95. 


New! BEHAVIOR MODIFICATION AND THE 
NURSING PROCESS, by Rosemarian Berni, R.N., 
B.S.; and Wilbert E. Fordyce, B.S., M.S., Ph.D. Let 
this informative new text provide students with a 
clear understanding of the rudiments of behavioral 
analysis. Succinctly outlining necessary procedures, 
it systematically applies learning theory and condi- 
tioning principles to the modification of deviant or 
disordered behavior in patients. Discussions range 
from analysis of behavior through reinforcement of 
behavior, and deal with the skills of systems 
management, ethical issues and future trends. June, 
1973. Approx. 120 pages, 5%” x 8%”, 9 illustra- 
tions. About $3.95. 


New 3rd Edition! A TEXTBOOK FOR NURSING 
ASSISTANTS, by Gertrude D. Cherescavich, R.N., 
B.S., M.S. The carefully updated new edition of 
this widely adopted text focuses on the nursing 
assistant’s role on the health care team. The 
student is given a clear understanding of the 
“why’s’’ of the procedures she performs. In this 
revision, techniques have been simplified, dis- 
posable equipment emphasized and reusable equip- 
ment deleted. The section on isolation has been 
thoroughly updated. Study and discussion ques- 
tions, glossaries of terms and sources of additional 
information are provided as learning aids. A helpful 
teaching guide is provided free of charge to 
instructors adopting this new edition. June, 1973. 
Approx. 468 pages, 7’’ x 10”, 179 illustrations. 
About $10.00. 
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~ Animportant announcement to nurses from ASTRA 
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Here isa 


new, fast and sterile 


way to prepare Xylocaine infusions 


for life threatening arrhythmias 


Xylocaine 


(Lidocaine Hydrochloride Injection, Astra Std.) 


One Gram 


e The special 5 ml transfer syringe 
contains 200 mg/ml Xylocaine and can be 
added to infusion set-ups without removing 
solution from infusion flask or bag 


e Cuts preparation time in half 
e Easy and convenient to use 
e Adds another link to the sterility chain = = s 
e Disposable 4 {——. 


© Clearly labeled for positive A iinet Bee / 
safeguard against error Bi iste é 
S an original from ~/ 

ASTRA Pharmaceutical Division, 

Mississauga, Ontario A SS T r A 
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Canadian Nurse Awarded 


3M Nursing Fellowship 


Genera, Switzerland — Alice J. Baumgart, Vancouver, has been awarded the 3M 
nursing fellowship for 1973. The International Council of Nurses selected her 
from 33 candidates nominated by national nursing associations. 


Ms. Baumgart plans to use the 
$6,000 fellowship for doctoral studies 
of health service problems and planning 
of health services, at a Canadian uni- 
versity. She is acting director of the 
division of interprofessional education 
at the health sciences center, UBC. 

Following completion of her doctoral 
studies, Ms. Baumgart plans to teach 
in university and do research on nursing 
and its place in Canadian health ser- 
vices. 

“Increasing attention is being given 
to planning for health services in Can- 
ada,” Ms. Baumgart said, “but much 
improvement is needed in ways of 
approaching public decisions and 
means of analyzing and evaluating 
policies and programs relative to these 
services. 

“Nursing, as the largest manpower 
group in health services, has a_vital 
interest in such developments. There 
are few nurses with a broad background 
in health services who can build a 
bridge between needs and aspirations 
of the nursing profession and the results 
of public policy in health care.” 

An active member of the Canadian 
Nurses’ Association, Alice Baumgart 
was chairman of the nursing educa- 
tion committee from 1970 to 1972, 
and has written several articles for The 
Canadian Nurse. 


She holds a B.S.N. degree from U. 
of British Columbia and a master’s 
degree from McGill U.; she speaks 
both French and English. 


Ms. Baumgart is the fourth 3M Fel- 
low. Previous winners were Berenice 
King, New Zealand (1970), Junko Kon- 
do, Japan (1971), and Margaret Dean, 
India (1972). The fellowship is spon- 
sored by the Minnesota Mining and 
Manufacturing (3M) Company and 
administered by ICN 

Each one of this year’s 32 other 
national nominees will receive an 
award of $200 from the 3M Company. 
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CNA/CMA/CHA Committee Favors 
Control Of Drug Advertising 
Ottawa — The joint committee of the 
Canadian Nurses’ Association, Cana- 
dian Medical Association, and Cana- 
dian Hospital Association has support- 
ed the health protection branch of the 
department of national health and 
welfare in its action to control drug 
advertising. a 

In making this decision at a meeting 
at CMA House February 12, 1973, the 
joint committee voted that after each 
association receives the approval of 
its board for this stand, it will write a 
letter supporting the health protection 
branch campaign to reduce the adver- 
tising of drugs. CNA’s board was to 
discuss this at its April meeting. 

It was noted at the joint committee 
meeting that the Canadian Advertising 
Council was setting standards for tele- 
vision advertising of drugs; in Quebec, 
specific legislation in regard to adver- 
tising children’s drugs had been de- 
veloped; and at the federal level, the 


legislation existed but the health 
protection branch needed support to 
enforce it. 

The committee agreed to try to ed- 
ucate its members about the overuse 
and misuse of prescription drugs. It 
also supported the resolution from the 
1972 general meeting of the Canadian 
Nurses’ Association “That the CNA 
convey the concern of nurses to CMA, 
CHA, and Canadian Pharmaceutical 
Association regarding the overuse of 
drugs and the misuse of prescription 
drugs both in and out of hospitals.” 

In addition to supporting the CNA 
resolution, the committee agreed to 
bring the suggestion to the joint 
meeting of the executives of the Cana- 
dian Pharmaceutical Association, 
Pharmaceutical Manufacturers’ Asso- 
ciation of Canada, and the CMA on 
April 16. 


CNA Research Officer Heads 

FP Research Advisory Group 
Ottawa — Nancy Garrett, CNA re- 
search officer, was chosen chairman of 
the newly appointed national advisory 
committee on research in family plan- 
ning, at the group’s first meeting on 
March 14. 

Appointed for a three-year term by 
the minister of national health and 
welfare, the five-member advisory 
committee makes the final review of 
grant proposals for family planning 
research projects. 

Other members of the committee are: 
W.A. Armitage, school of social work, 
U of Alberta, Calgary; Michel Bérard, 
chief of obstetrics and gynecology, 
Notre Dame Hospital, Montreal; Renee 
Cloutier-Cournoyer, department of 
sociology, Laval U, Quebec; and J.C. 
Nash, health studies program, depart- 
ment of kinesiology, University of 
Waterloo, Ontario. 


International Nurses’ Day 
Focuses On The Environment 
Geneva, Switzerland —“The nurse's 
role in safeguarding the environment” 
is the 1973 theme for international 
nurses’ day May 12—the date that 
commemorates the birth of Florence 
Nightingale. This year is the 153rd 
anniversary of her birth. 

It was the International Council of 
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ned Nurses that agreed in 1965 to recognize 


May 12 as international nurses’ day. A 
message from ICN gives some historical 

rspective to this year’s theme. “When 

orence Nightingale cleaned up the 
military hospitals in the Crimea, when 
she reorganized the drainage and water 
supply systems... and stood by... to 
see that waste tubs were emptied, she 
made a momentous contribution to 
safeguarding the human environment.” 

ICN points out that all nurses have 
responsibilities and opportunities to 
safeguard the environment. “The 
knowledge that nurses have built 
up in their profession, their long expe- 
rience in matters of ventilation, tem- 
perature control, sterilization, conta- 
mination, diets, noise abatement, and 
the many other environmental factors 
which concern patient care and the 
maintenance of health can be extend- 
eas 

To help protect the environment, 
ICN suggests nurses influence those 
responsible in places of work and in- 
form individuals of the steps they can 
follow to protect their own health and 
that of their families, communities, and 
planet. 

ICN says that such action requires 


nurses to be informed on matters, 
such as: 
e Nonpolluting disposal of wastes. 


For example, are there filters in the 
incinerator chimneys? 

e Nonpolluting materials, — which 
should be purchased by individuals and 
by institutions. 

e Irreplaceable or rare natural re- 
sources, which should not be wasted, 
such as paper and other wood products; 
electricity, power-, and heat-produc- 
ing resources; aluminum; water; and 
food. 

@ Recycling of things such as paper, 
glass, and water. 

ICN is also appealing to nurses in 
member countries to send copies of 
policy statements, citations, articles, 
speeches, photographs, and any other 
information about the celebration of 
May 12 to the international nurses’ 
headquarters in Geneva. 

It would like to receive news of 
actions taken to protect the environ- 
ment so that “ICN can spread the news 
of [these] accomplishments and help 
nurses make a planetary impact.” 

At the United Nations Conference 
on the Human Environment in Stock- 
holm, Sweden, in 1972, more than 
half a million nurses were represented 
by ICN’s executive director, Adele 
Herwitz. 
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Memorial Fund Set Up In Name Of Judith Hill 


see 


A memorial fund in England has been established in the name of Judith Hill, 
the nurse killed in the November 1972 crash in the Northwest Territories 
(Names, Feb. 1973, page 47). Dr. Andrew Watson, Mahone Bay, Nova 
Scotia, is helping to raise funds in Canada. This fund will enable two English 
and two Canadian nurses to exchange jobs and thus promote better under- 
standing of nursing in the two countries. Dr. Watson, a native of Devon, 
England, and a close friend of Judith Hill's parents, was responsible for 
bringing the nurse to Canada. She worked at Fishermen’s Memorial Hospital 
in |-unenburg, Nova Scotia, for nine months after she arrived, and always 
regarded Nova Scotia as her second home. She returned several times to spend 
holidays with the Watson family. After returning from a visit to the Hill family 
in England, Dr. Watson said: “Judy’s family would like her to be remembered 
in a very practical and useful manner, so they and some friends decided to 
establish this fund, which will be used to assist nurses to exchange travel in 
both countries.” Anyone who wishes to donate to the fund can send contribu- 
tions to the Judith Hill Memorial Fund, Kingsbridge, Devon, U.K., or c/o the 
Bank of Montreal, Mahone Bay, N.S. The bank will forward all money to 
England, and contributors will receive receipts from there. 


New Entrance Procedure Adopted 
For N.B. Diploma Schools 
Fredericton, N.B. — The New Bruns- 
wick Association of Registered Nurses, 
at the request of health minister Law- 
rence Garvie, has implemented a new 
central application procedure for 
students seeking entrance to the diploma 
schools of nursing in the province. 
This procedure, recommended in the 
Report of the Study Committee on 


and NBARN. 


Nursing Education, was developed by 
directors of the diploma schools admit- 
ting students, the department of health, 


Mr. Garvie explained that the central 
application procedure will make the 
entire system more efficient and less 
costly because there will no longer 
be multiple processing of applications. 
“The system will provide accurate 

(Continued on page 15) 
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Need extra protection against slippage when 
you're handling slippery metal, glass and plastic 
surgical instruments? Try Perry’s Double-Tex” 
sterile, surgical gloves with light, velvet-textured 
palms. 

You'll also get another exclusive Double-Tex 
feature. A special textured interior surface. De- 
signed to protect against “in-the-glove slippage” 
caused by perspiration build-up during long 
procedures. 


Textured surfaces, 
inside and out... 


Double-Tex’s strong, but thin, palm prevents 
binding. In addition, specially designed, curved 
fingers make Double-Tex a comfortable glove 
that is not fatiguing during long procedures. 
Available in white and brown latex. Sizes 
54 through 9. Packaged in convenient peel- 
down, nonresealable outerwrap. Innerwrap 
provides a 276 square inch sterile field. Double- 
Tex. Just what you asked for and just from 
Perry. 


R..+y gloves 


A PRODUCT OF 
AFFILIATED MEDICAL PRODUCTS LIMITED 


90 Commercial Avenue, Ajax, Ontario 
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Quicker on the pour 
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i 
Me enenttt te paces of 18°F 
SYN vettiaay preeeciel 


‘UROGATE’ 


Solutions 
Administration sets 
Drainbox™ 


Now with the Urogate System you can 
choose from four handy big-mouth bot- 
tles. 


You'll like the new 500 ml. and 1,000 ml. 
sizes. They’re just right when you need 
smaller volumes of pour solutions. 


Or, where you need Jarger volumes, the 
familiar 1,500 ml. and 3,000 ml. Urogate 
containers are ideal. 


Those generous 38-mm. openings are 
built for business! For example, you can 
empty the new 1,000 ml. bottle in 10 sec- 
onds. Or empty the 500 ml. bottle in just 
7 seconds. 


Urogate 


The total system to meet 
all your irrigating requirements 


(Or, when you choose, pour a slow, care- 
fully regulated stream.) 


No mix-up with I.V. bottles on your shelf 
either: you can recognize the distinctive 
Urogate shape at a glance. What’s more, 
these bottles accept only Urogate urologic 
sets. No chance of accidental intravenous 
infusion. 


You'll find a choice of Urogate solutions 
and sets for all your surgical and urologic 
irrigating needs. It will be worth your 
while to learn the details. Why not talk to 
your Abbott Representative this week. 


apsoTT 


Most widely used of all irrigating solution systems 
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IT’S EASY TO ORDER REEVES NAME PINS FOR YOURSELF OR FRIENDS! 


Choose style you want, shown left. Print name (and 2nd 
line if desired) on dotted lines below. Check other info in 


“Hy yy, OZ 
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bottom left. Attach extra sheet for additional pins. 
NOTE SAVINGS ON 2 IDENTICAL PINS . . . more convenient, 


boxes on chart, clip this section and attach to coupon spare in case of loss. 
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MOLDED PLASTIC. ..Simple,smart,| Does Does White C Black 1Pin .95|/()1Pin 1.45 
i . A 0} economical. Will never discolor not not only Od Ok. Blue 2 Pins 1.65| (2 Pins 2.30 
» 4 D Smooth rounded corners and edges.| apply apply (same name) (same name) 


*Please add 25¢ per order for 3 pins or less. 


SCOPE SACK neatly carries and pro- 
tects Nursescope or any scope. Double-thick 
frosted flexible plastic, white vinyl binding. 442” 
x 9%”. Your own initials help prevent loss. 

No. 223 Sack. . . 1.00 ea. 6 or more 75¢ ea. 
Your initials gold. stamped, add 50¢ per sack. 


MEDI-CARD SET uandiest reference 
ever! 6 smooth plastic cards (34%” x 5%”) cram- 
med with information, including Equivalencies of 
Higserst! to Metric to Household Meas., Temp. 
°C to °F, Prescrip. Abbr., Urinalysis, Body. Chem., 

Blood Chem., Liver Tests, Bone Marrow, Disease 


Incub. Periods, Adult Wets., Child's Dosages, etc. 

All in white vinyl holder with ay: stamped 

caduceus. No. 289 Card Set . . .-1.50 ea. 

6 or more 1.25ea. 12 or more 1.10 ea. 
Your initials gold-stamped on holder, 
add 50¢ per set. 


NURSES PERSONALIZED 
ANEROID SPHYG. 


A superb instrument especially 
designed for nurses! Imported from pre- 
cision craftsmen in W. Germany. Easy- 
to-attach Velcro cuff, lightweight, com- 
pact, fits into soft sim. leather zippered 
case 24%"-x 4” x 7”. Dial calibra- 
ted to 320 mm., 10-year accuracy 
guaranteed to +3 mm. Serviced by 
Reeves if ever required. Your ini- 
tials engraved on manometer and 
gold stamped on case FREE, for 
permanent identification and 
distinction. A wise investment for 
a lifetime of dependable service! 


KELLY FORCEPS 60 handy for 
every nurse! 542” stainless steel, fully 
guaranteed. Ideal for clamping off tubing. Your 
own initials help prevent loss. 
No. 25-72 Forceps ...2.75 ea. 6 or more 2.50 ea. 
Your initials engraved, add 50¢ per forceps. 


No. 106 Sphyg. . . . 32.95 ea. Duty free 
AP fp OR 
ps 

CAP TOTE keeps your caps crisp and clean \_ 
while stored or carried. Flexible clear plastic, white —" 
trim, zipper, carrying strap, hang loop. Stores flat. Also | =r iy 
for wiglets, curlers, etc. 842” dia., 6” high. ’ rf 
No. 333 Tote . . 2.65 ea., 6 or more . . 2.35 ea. ol 
Your initials gold-stamped, add 50¢ per Tote. 

WHITE CAP CLIPS holds caps 


firmly in place! Hard-to-find white bobbie pins, 
enamel on fine spring steel. Eight 2” and eight 
3” clips included in plastic snap box. 
No. 529 Clips . . 3 boxes for 1.95, 


6 for 3.25, 12 for 49¢ ea. 


MOLDED CAP bacies 


Replace cap band instantly. Tiny plastic tac, 
dainty caduceus. Choose Black, Blue, White 
or Crystal with Gold Caduceus; or all Black gE 
(plain). The neater way to fasten bands. tie 
No. 200 Set of 6 Tacs... 1.25 perset. ¥ 

12 or more sets 1.00 per set . 


’ METAL CAP TACS air of dainty 
cae jewelry-quality Tacs with grippers, holds cap 
bands securely. Sculptured metal, gold finish, 
approx. %2” wide. Choose RN, LPN, 
ia Cad.) or No. CT-3 (RN Cad.) . 
SEL-FIX CAP BAND Black velvet 
band material. Self-adhesive, presses on, 
pulls off; no sewing. or pinning. Reusable 
several times. Each band 20” long, pre-cut to 
popular widths: %” (12 per plastic box) 4” 


(8 per box) %” (6 per box) 1” (6 per bbx) 
Specify width under ITEM column on coupon 


Free Initials and Scope Sack 
with your own 


Littmann Nureescope! 


Famous Littmann nurses’ 
diaphragm stethoscope... 
a fine precision instrument, 
with high sensitivity for 
blood pressures, apical pulse 


Caduceus or Plain Caduceus. Gift boxed. 
ean | No. CT-1 (Specify Initials), No. oe 
- 2.95 pr. 


No. 6343 Band. . .1.75 per box 3 or more . . 1.50 ea. rate. Only 2 ozs., fits in 
pocket, with gray vinyl anti- 
0: R OMPANY, Bo Attleboro 0270 collapse tubing, non-chilling 
epoxy diaphragm. 28” over- 
ORDER NO ITEM COLOR | SIZE |QUANT.| PRICE all 


Non-rotating angled ear 


tubes and chest piece beau- 


tifully styled in choice of 5 
jewel-like colors: Goldtone, 


Silvertone, Blue, Green, Pink.* 


FREE INITIALS AND SACK! 


Your initials engraved FREE 
on chest piece; lend individ- 
ual distinction and help pre- 
vent loss. Also FREE SCOPE 
SACK included, worth $1. as 


Use extra sheet for additional items or orders. 


INITIALS as desired: 
(Good idea . . . for distinctive identification) 


described above right. (Free 


TO ORDER NAME PINS, fill out all information in box top sacks“not peraoaallaadecada 


right, clip out and attach to this coupon. 


50¢ if initials desired.) Ideal 
for group gifts! Note big sav- 


l enclose $ ings on quantity orders (left). 


(Mass. residents add 3% S. T,) 


No. 216 Nursescope... 


Sorry, no COD's or billing terms available 13.80 ea. ppd. 

6-11...12.80 ea. 12 0r more...11.80 ea. 
SOM £0 ose veeseeeeeeeneeseeeceeeeesese ener ease ere ees Group Discounts include free Initials and Sack! 
*IMPORTANT NEW FEATURE: New ‘‘Medallion’’ styling 
SOC sesevecevenseccerertacneercsareosssecessaccenses includes tubing in colors to match metal parts. If desired, 
: please add $1. ea. to all prices above, and add ‘‘M’’ to 
UM shied ob oy wah abe cays de ae PAAR Order No. (No. 216M) on coupon. free 
OMP SA , O ARA D! All p 


QUANTITY DISCOUNTS: 10-24 pins, deduct 10%; 
25-99 pins, 15%; 100 or more pins, 20%. 


“ih oe made imported forged : steel. 
SCISSORS | quality. d 2 years. 


3¥2” LISTER MINI-SCISSORS 


Tiny, handy, slip into uniform pocket or 
purse. Choose jewelers Gold or gleaming 
Chrome plate finish on coupon 


No. 3500 Mini-Scissors . . . 2.75 ea. 


4¥2" or 5¥2” LISTER SCISSORS 
As above, but larger for bigger jobs. Chrome finish only. 
- 2.75 


No. 4500 (412) or No. 5500 (5%”) Scissors . . 
5¥2” OPERATING SCISSORS 


Stainless steel, with sharp/ blunt 

points. Beautifully polished finish. - 

No. 705 OR Scissors . . . 2.75 ea. 

All scissors above: 1 doz. or more (any style) . . . 2.00 ea. 
Your initials engraved, add 50c per scissors. 


CLAYTON DUAL STETHOSCOPE tight. 
weight imported dual scope; highest sensitivity for apica! 
pulse rate. Chromed head tubes and chest piece with 
1¥@” bell and 1%” diaphragm, grey anti-collapse 
tubing. 4 0z., 29” long. Extra ear plugs and 

diaphragm included. Two initials engraved free. 


No. 413 Dual Steth 17.95 ea. 


mew Duty free 


NURSES CHARMS & 
Finest sculptured Fisher charms; 7@ 
Sterling or Gold Filled (specify under COLOR on coupon) 


For bracelet or pendant chain. Add to your collection! 
No. 263 Caduceus; No. 164 Cap; No. 68 

14K PIERCED EARRINGS 
Dainty, detailed 14K Gold styles, for on or 


Grad. Hat; No. 8. Band. Scissors . . 3.49 ea. 
off duty wear. Shown actual size. Beauti- 


Lae 
8 fully gift boxed. 
n 


Birthstone Colors (specify on coupon): JAN 
Garnet, FEB Amethyst, MAR Aqua, APR Crys- 
tal, MAY Emerald, JUNE Alexandrite, JULY 
Ruby, AUG Peridot, SEPT Sapphire, OCT 
Rose Zircon, NOV Topaz, DEC Blue Zircon. 

No. 13/297 Caduceus; No. 13/276 Cross; 
No. 1/010 Gen. Cultured Pearl; No. 6/247 Birthstone 


PIN GUARD Sculptured caduceus, with fine 
chain included. Attach your class or other valuable 
pin for extra safety. Pinback/safety catch, gold 
finished, indiv. boxed. A thoughtful gift idea, too. 


} 5.95 per pair. 


fa FeN] 
No. 4240 Pin Guard... 2.50 ea. 


ENAMELED PINS Beautifully sculptured status 
insignia, 2-color keyed, hard-fired enamel on gold tgs 
Dime-sized, pin-back. Specify RN, LPN, PN, LVN, NA, o 
RPh. on coupon. 
No. 205 Enam. Pin 1.95 ea., 12 or more 1.50 ea. 
PO A 


Prevent stains and wear! 
Smooth, pliable pure white vinyl. Ideal 
low-cost group gifts or favors. 
No, 210-E (right), two compartments 
with flap, gold stamped caduceus . . . 
6 for 1.50, 25 or more 20¢ ea. | 


No. 791 (left) Deluxe vei, 3 Comme 
change pocket & key chain . 
6 for 2.98, 25 or more 35y ea. 


Da Nurses’ POCKET PAL KIT 
van Handiest for busy nurses. Includes white Deluxe. 
va 


opposite page), Tri-Color ball-point pen, plus 
handsome little pen light . . . all silver finished. 
Change aoe oa ey chain. 


No. 291 Pal Kit........ 4.95 @ 
3 Initials Artnschs On shears, add 50¢ per ‘it 


Pocket Saver, with 5” Bandage Shear (both shown 
Bzzz MEMO-TIMER time hot packs, heat 
lamps, park meters. Remember to check vital signs, 
give medication, etc. Lightweight, compact (142” 
sets to buzz 5 to 60 min. Key ring. Swiss made. 
No. M-22 Timer +++ 4.95 ea. 
3 or more 3.95 ea.; 6 or more 3.50 ea. 


e White barrel with caduceus imprint, aluminum 
¢ band and clip. 5” long, U.S. made, batteries included (re- 
siacdiana batteries ple any store). Your own light, gift boxed. 


No. 007 Penlight . . . 3.98 ea. Your Initials engraved, add 50¢ per light. 


allo e e for delive 


New “Saucy” Bump Toe Moc 
One of the best-looking styles around! 
Little fashion notches run around 
: sole and heel; latest bumper- 
toe look with big bold eyelets; sturdy 
extra-light cushion crepe sole 
and heel; finest long-wearing 
white glove leather... the 
\Res ideal shoe to feel pretty 


: 3 ad > 
3 Ss in uniform. Fit guaran- 
jor A: 6-11 ice — teed or return 
Dork: $11 aoe = (unmarred) for 
cfy size on coupon) : are size exchange. 


% No. 854 Saucy Shoe 
«+. 16.95 pr. 


“Kork?Lites Featherweight Style 


| walker, 


ly lightweight professi 
th the new “bottom” look. Smart, 
mfortable lace-up heel oxford over _ 
per toe last. Thick simulated cork 
with 1¥%”cork heel (very slip 
istant, and outwears crepe). 
ed in ih mae ue 
upper leather, tricot- m 
ed, with arch vents, Ga 
very latest... 
flecting trends in 
's fashions. Fit ap 1 : 
anteed or return sa D or E: 5-11 
marred) for size 
change. + 16.95 pr. 


No. 638 Kork-Lite Shoe . . 


All-Weather NURSES’ CAPE 


Stay snug in cool weather, dry in the rain. 
Traditional Navy with Bright Red lining. 
Finest tailoring of 65% Dacron polyester, 
35% combed cotton. Zepel treated. 100% 
Nylon Duralyn fining. Snap fasteners, arm 
openings. Matching head scarf. SMALL (up to 
34 bust), MEDIUM (35-38,) or LARGE (39-42) 
. . « Specify size on coupon. 


No. 658 Cape....... 14.95 ea. 
3 Gold Initials on collar, add 1.00 oer cape. 


GHTINGALE LAMP 


#authentic, unique favor, gift or engraved 

d! Ceramic off-white candleholder with 

wine gold leaf trim. Recessed candle 
(candle not included). 7” long. 


1 F100S Lamp . . 6.95 ea., 12 or more 4.95 ea. 


ials and date engraved on gold plaque .. . 
1 1.00 per lamp. 


7 oN AUTO INSIGNIA Full-color enam- 


elled RN insignia (left) on bronze-plated 
medallion. Easy to attach to registra 
tion plate. Weather-proof, distinctive. 
No. 210 Medallion . .. . 5.95 ea. 
4-color decal with RN emblem, transférs 
easily to inside car window. 442” dia. 
No. 621 Decal....... 1.25 ea, 


Endura NURSE’S WATCH Fine swiss-made 
» waterproof timepiece. Raised easy-to-read white numerals 
and hands on black dial, luminous markings. Red sweep- 
second hand. Chrome finish, stainless back. Includes 
black velvet strap. Gift-boxed, with 1 year guarantee. 
Very dependable. Includes 3 initials engraved FREE! 

No. 1093 Nurses Watch........... 19.95 ea. 


CAR NURSES BAG A iitetime of service 


for visiting nurses! Finest black %” thick 
> genuine cowhide, beautifully crafted with 
a rugged stitched and rivet construction. 


Water repellant. Roomy interior, with snap- 
in washable liner and compartments to 
organize contents. Snap strap holds top 
¥ f open during use. Name card holder on end. 
’ ara Vi Two rugged carrying straps. 6” x 8” x 12”. 
Your initials gold embossed FREE on top. An 
outstanding value of superb quality. 
No. 1544-1 Bag (with liner). . 37.95 ea. 
Extra liner No. 4415........ 6.95 ea. 


f 


ZA Fast-Action TOURNIQUET Strong, lightweight 
Velcro® strap applies, adjusts and releases instantly 
on any limb. Positive holding power, self-adjusting 


: ys tension, eliminates “pinch”. For blood samples, 
emergencies. Duty free 


No. 2017-1 Tourniquet ...... 


ROSS PEN == Natalie B. Havens 


/ World-famous ballpoint, with 
Sculptured caduceus emblem. Fullname = =a 
FREE engraved on barrel (include name with coupon). 
Refills avail. everywhere. Lifetime guarantee. 

9. 3502 Chrome 8.00 ea. No. 6602 12kt. G.F. 11.50 ea. 


—————— TRI-COLOR BALL PEN 
Write in black, red and biue with one ball point pen. 
ip of the thumb changes point (and color). Steno fine point (excellent 
charts). Polished chrome finish. A handy accessory for every nurse! 

ROME anne lora's 56's 676 9\6\0'0\ojehe\s vies a's 1.95 ea. 
Ezoe-R S-color Refills ..........ccereeecee 50¢ ea. 


HORSESHOE KEY RING clever, unusual 
—— one knob unscrews for inserting keys. Fine 
Sterling silver throughout, with sterling sculptured 
caduceus charm. No bead chain to break! 

eS IB oe 4.95 ea. 


Pull-Out KEY-KEEPER 


End fumbling for keys! Pin key-keeper on uni- 

form or in bag. Attach keys to bead chain. Pull 

CeD out to use key, rewinds automatically. Neat, 

convenient. Silver finish. In plastic gift case. 

155 Keeper....... 2.49 ea. 
6-11 2.25 ea. 12 or more, 2.00 ea. 

3 initials engraved, add 50¢ per Keeper 


(Continued from page 10) 


information on all applicants to diploma 
schools, and allow assessment of the 
regional distribution of qualified stu- 
dents,” he said. 

Under the new system, the schools 
will send applications to a central 
location for sorting, although the 
schools will continue to make final 
decisions on successful applicants. 
According to Jean Anderson, NBARN 
executive secretary, students will apply 
as usual to the school they prefer, 
indicating any second choice. Diploma 
schools will submit their applications 
to the NBARN office, where a master 
list of information on each applicant 
will be compiled. 

Each May, NBARN staff will meet 
with directors from the schools to 
assess the applications. After provincial 
examination results are released, there 
will be a second meeting to finalize 
the selections. 

Diploma schools of nursing that will 
be admitting students in September 
1973 include those in Saint John and 
Edmundston, both offering two-year 
programs, and the Dr. Georges L. Du- 
mont Hospital School in Moncton, 
offering the three-year program. The 
university nursing schools in Moncton 
and Fredericton will continue to admit 
students as in the past. 


RNABC Statement Urges Halt 

To Unplanned Proliferation 

Of Health Workers 

Vancouver , B.C. — A statement issued 
by the Registered Nurses’ Association 
of British Columbia in March calls for 
a halt to the proliferation of health 
workers involved in nursing care. 

Margaret Neylan, RNABC president, 
noted that the unplanned emergence 
of new categories of health workers to 
meet increased demands for nursing 
services contributes to fragmentation 
of patient care. 

She said: “Population growth, ad- 
vances in knowledge and technology, 
and improved living standards have 
resulted in increased demands for 
available services and personnel to 
provide health services. The response 
to those demands in British Columbia 
has been an uncoordinated and short- 
sighted development of a multitude of 
facilities, educational programs, and 
categories of workers.” 


the appropriate federal and provi ci 
government departments, the 
Hospitals’ Association, and the nur 


services should be provided only by 
registered nurses and licensed practical _ 
nurses, ia 

Copies of this statement were sent — 
to health minister Dennis Cocke, ed- 
ucation minister Eileen Dailly, and 
federal manpower and immigration: 
minister Robert Andras. 


Dental Plan For Nurses Included 
In Manitoba Hospital Agreement 


Thompson, Man. — For the first time 
in Manitoba, nurses working in a hos- 
pital have signed a collective agreement 
that includes a paid dental plan. This 
three-year agreement, covering some 
60 nurses, became effective March 1, 
1973, at Thompson General Hospital 
in northern Manitoba. 

The dental plan provides for routine 
dental work, such as fillings, extrac- 
tions, oral surgery, and two checkups a 
year. Nurses’ dependents are also 
included. 

In addition to the dental plan, the 
nurses received improvements in 
sickness and accident insurance, more 

aid holidays, and a salary increase 
in the first year from $585 to $620 
a month for beginning nurses. The 1973 
rate will be increased to $655 in March 
1974 and to $690 the following year. 

This was the first agreement nego- 
tiated by the Thompson General Hos- 
pital registered nurses’ association. 


Representative Of Public Named 
To NBARN Governing Body 
Fredericton, N.B. — For the first time, 
two nonnurses have been named to the 
council of the New Brunswick Associa- 
tion of Registered Nurses. Dr. Austin 
M. Clarke is the first representative of 
the public to be elected to the associa- 
tion’s governing body. Albert Cowie, 
president of the Association of New 
Brunswick Registered Nursing Assist- 
ants, has been named to the council to 
represent the nursing assistant group. 
In announcing these appointments, 
NBARN president Apolline Robichaud 
said NBARN is the first provincial 
nurses’ association to approve lay 
representation on its board of directors. 
“To our knowledge, we are also the 
first professional association in New 
Brunswick to admit the public to our 
governing body,” she added. 
According to Ms. Robichaud, the 
association believes that public repre- 
sentation will help the consumer and 
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_ the quality of nursing care in the prov- 
_ ince. “Nurses in the province said ‘yes’ 
to the idea at our annual meeting last 
__ May and approved the necessary bylaw 
_ changes,” she explained. 

Dr. Clarke, a graduate of McGill 
__ Medical School, has held various posi- 
_ tions in public health in New Bruns- 
wick. In 1970, he retired as executive 
director of the Moncton Hospital after 
15 years. He is past president of the 
New Brunswick Hospital Association, 
Maritime Hospital Association, N.B.- 
P.E.1. branch of the Canadian Public 
Health Association, a former director 
of the Canadian Council on Hospital 
Accreditation, and an honorary life 
member of NBARN. 

Both Dr. Clarke and Mr. Cowie, who 
attended their first council meeting 
in February 1973, are the first men on 
the NBARN council. The council is 
composed of the elected officers, chair- 
men of standing committees, presidents 
of the association’s 11 chapters, and 
the two new appointees. Additional 
members-at-large may be appointed 
to bring council membership to 25. 


B.C. Hospitals Need More Nurses 

To Avoid Summer Staffing Problems 
Vancouver, B.C.— The Registered 
Nurses’ Association of British Columbia 
is recruiting nurses from other prov- 
inces and is helping to sponsor refresh- 
er courses for nurses in an effort to 
ease anticipated summer staffing prob- 
lems in the province’s hospitals. 

RNABC has placed advertisements 
that inform nurses in other provinces 
of the growing number of temporary 
and permanent general staff positions 
for registered nurses and graduates 
in B.C. hospitals. 

Frances McDonald, assistant direc- 
tor of personnel services in charge of 
the RNABC placement service, said 
hospitals reported 172 vacancies in 
general staff positions in January 1973; 
there were 114 vacancies in January 
1972 and only 40 in January 1971. 

According to RNABC, vacancies have 
become more difficult to fill because 
of expanded hospital facilities, especial- 
ly in extended care. A total of 1,079 
new beds in acute and extended care 
have been added in the province since 
1971, Ms. McDonald said. 

This spring, refresher courses have 
been scheduled to enable nurses who 
have been out of practice for some 
time to return. A 16-week course for 
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Spring means a change of fashion 
for some 500 nurses employed by the 
department of national health and 


welfare, medical services, in the 
quarantine service and Indian and 
northern health services. Their new 
uniform includes a blazer, pleated 
skirt, A-line skirts in wool or cotton, 
winter and summer slacks, drip-dry 
blouses, trench coat, winter coat, 
handbag, and silk scarf. Red, white, 
and blue are the colors. The uniform 
for male nurses consists of a blazer, 
trousers, drip-dry shirts, tie, and 
trench coat. Montreal designer Mi- 
chel Robichaud created the new 
fashions to be smart looking, warm, 
and durable for the nurses who 
travel and make house calls. Each 
region is setting up a program for 
introducing the uniforms and decid- 
ing which items are appropriate. 


13 nurses, which began in Revelstoke 
in January, was initiated by the Revel- 
stoke chapter of the RNABC. Queen 
Victoria Hospital in Revelstoke, the 
RNABC, and the University of British 
Columbia division of continuing nurs- 
ing education are cosponsors of this 
course, which is being conducted as a 
pilot project. It may be held in other 
areas of the province at later dates. 


On April 15, Vancouver General — 
Hospital began a five-week refresher 
course, involving a work commitment. 
Both temporary and permanent posi- 
tions will be available this summer at 
the hospital. 

The B.C. Institute of Technology in 
Vancouver offered a refresher course 
for 15 nurses. It began April 24 and 
ends June 15. Although the Institute 
has conducted other refresher courses, 
this was the first one funded by Canada 
Manpower. 


RCAMC Bursary Open To Nurses 
Ottawa — The Royal Canadian Army 
Medical Corps Fund announces an 
annual bursary of $300. Dependents 
of: noncommissioned members of the 
RCAMC, Canadian Forces, who have 
been accepted for career status; non- 
commissioned members or former 
members of the RCAMC, Canadian 
Forces, or Canadian Army (Regular), 
who have served a minimum of five 
years subsequent to 1950; and former 
RCAMC noncommissioned members of 
the CASF (Korea), are eligible. 

The bursary will be awarded to a 
dependent who has achieved satisfac- 
tory scholastic standing in the entrance, 
first, second, or third year of a recog- 
nized Canadian university, teachers’ 
college, school of nursing, or institute 
of technology course requiring a mini- 
mum of 2400 hours of instruction. 

Further details may be obtained 
from the Secretary, RCAMC Bursary, 
Surgeon General Staff, National De- 
fence Headquarters, Ottawa, Ontario, 
K1A OK2. 


MARN Responds To Government 
White Paper On Health Policy 
Winnipeg, Man. —In its response to’ 
the Manitoba government’s 1972 White 
Paper On Health Policy, the Manitoba 
Registered Nurses’ Association points 
out that the paper focuses on medical 
care, does not differentiate between 
health care and medical care in discus- 
sing health policy, and makes only 
limited reference to nursing. 

The association’s reaction is given 
in a nine-page paper, released in Feb- 
ruary 1973. In it, MARN agrees with 
the government “that the distribution 
of health service could be improved in 
many areas of the province,” but em- 
phasizes that “health service cannot be 
considered in isolation. ...”’ 

MARN also states: “We commend 
the gradual establishment of district 
boards for health care. We sincerely 
believe that with the inclusion of health 
personnel in partnership with citizen 
participation, the climate will be set 

(Continued on page 18) 
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COCKTAIL FOR ONE 


Why not have the “black and white cocktail” served in your 
hospital in the Patient Cup™? The wide-mouth opening of this liquid 
unit dose container makes it easy for the patient to drink ORGANON’S 
smooth suspension of Milk of Magnesia and Cascara. (It’s pleasant 
tasting, too.) 

Each Patient Cup delivers a stable, precise dose of Magnesium 
Hydroxide (8%) equivalent to 30 ml. Milk of Magnesia U.S.P., and 
Cascara Extract equivalent to 5 ml. Aromatic Cascara Fluid extract 
U.S.P. Alcohol 3.5%. 

No mixing. No pouring. No waste. 

Here is another opportunity for your pharmacy to 
extend its control of medication right up to the 

administration of a single dose. And, you’ll make 
some more friends in the nursing department ie 
as well. ij 

Order several shippers of Milk of Magnesia- 
Cascara Suspension. There are 100 doses in each, if 
packed 10 to the shelf tray. iy 

Set ’em up! 


ORGANON CANADA LTD/LTEE 
Organon INTRA MEDICAL PRODUCTS DIVISION 
TORONTO, CANADA 


The Patient Cup 
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for the development... of a realistic 
and workable health care plan.” 
Although MARN agrees with the 
concept of the community health center 
as one approach to providing health 
care, it does not see it “as a panacea, 
but as one means of providing a diver- 
sity of service and particularly as a 


primary care center.” Because only 11 
percent of nurses in Manitoba work in 
the community, MARN- warns_ that 
“careful scrutiny must be given to a 
redistribution of nursing manpower in 
a reorganized health care system.” 
Included in MARN’s paper are rec- 
ommendations that: 
e The nurses’ association must be 
responsible for establishing and main- 
taining standards of nursing care. 
e Nurses should be included 
levels of health planning. 
e Nurses should speak for nursing at 
the district board level. 


at all 


Another patient is rushed into the emergency room, but even before 
diagnosis and treatment he must be identified or assigned a number. 
The reason is obvious and compelling: the right treatment must be 
given to the right patient...even if he is unconscious, confused, or 
unable to speak. 


Hospitals throughout the United States are solving this real problem 
with a proven method of identification: Emergency Room Ident-A- 
Band by Hollister. Takes only seconds to apply to the wrist of each 
emergency patient. Hospital number and name (if known) are hand 
lettered right on the band. No insert card is required. Its distinctive 
color singles out the emergency patient from all others. 


ta HOLLISTER LTD., 332 CONSUMERS ROAD, WILLOWDALE, ONTARIO 
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e Indices of health must be delineated. 
e Alternate choices of health care are 
needed. 

e The baccalaureate nurse should be 
employed as the primary health care 
worker and programs developed to 
enable the diploma nurse to function 
in this role. 

e In Manitoba, nurses must be prepar- 
ed without delay at the master’s level, 
with funds available for this and for 
continuing educational programs for 
all nurses. 

MARN concludes its paper by stating 
it is ready to plan an approach with the 
health team, which “focuses upon help- 
ing the individual take more respons- 
ibility for his own health and the 
community to take more responsibility 
for its members.” 


Founding Meeting Of Canadian 
Council Of Cardiovascular Nurses 
Montreal, Quebec— All provinces 
were represented among the more than 
200 nurses who attended the founding 
meeting of the Canadian Council of 
Cardiovascular Nurses April 9. 

The council will operate within the 
general objectives of the Canadian 
Heart Foundation and will concern 
itself with: 

1. fostering continuing education in 
cardiovascular nursing 

2. promoting communication among 
nurses and related groups of health 
workers in cardiovascular health care 
3. stimulating research designed to 
increase the body of knowledge in 
cardiovascular nursing 

4. identifying needs and trends relat- 
ed to cardiovascular nursing at a nation- 
al level 

5. providing advice and assistance to 
the Canadian Heart Foundation and 
the provincial foundations and divi- 
sions. 

The executive committee members 
elected are: chairman, Valerie Shan- 
non, Montreal; vice-chairman, Joan 
Breakey, Toronto; general secretary, 
Cecile Boisvert, Montreal; membership 
secretary, E. Noble, Edmonton; treas- 
urer, Jane G. Wilson, Toronto. 

Any registered professional nurse 
interested in cardiovascular nursing 
may become a member of the council 
and should address queries to the 
membership secretary, c/o Canadian 
Heart Foundation, | Nicholas Street, 
Ottawa, Ontario KIN 7B7. 


Ont. Nursing Education, Service 
Well Represented At Conferences 
Geneva Park, Ont. — Two conferences 
on “Collaboration for Change,” held 
at Geneva Park conference center in 
January, brought together 142 nurses 


(Continued on page 20) 
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Beware ae ke: 


NURSES HAVEASPECAL  —S 
JOB TO DO. TYCOS HAS A SPECIAL 
SCOPE TO DO IT. 


Because your job is different, you 
need different equipment. That's 
why we've engineered our nurse's 
stethoscope for your needs. From 
binaural to diaphragm, length to 
looks, it’s a better instrument. Check 
these special features, then check 
your Tycos medical dealer. 


&, TAY SYBRON CORPORATION 


Taylor instrument Companies Yo 

of Canada Ltd., \ 
75 Tycos Drive, , 
Toronto, Ontario. 
M6B 1W4 


Special 

mushroom-shaped, 

soft neoprene rotating 
eartips. Let the ‘scope swing 

as your head moves, get rid 

of that binding feeling. And 

the sound-seal remains 
unbroken, too. 


Special lightweight 
binaural. As rugged as the 
regular one, but better to 
carry around. 


When it comes to moving 
about, we've made the tube 
longer. A full 21-inches. 
(Scope length— 29¥2"). 
Yet, because of our tapered 
tube design, you don't 
lose sound. 


To know your own ‘scope (as well as for 
fashion on the floor) we make the tube 
in four attractive colors — Kumquat 
Gold, Ultramarine Blue, Moss Green 


a EXON. The low-profile chest piece 


as well as being lighter weight, 
can easily be removed from the 
tube for replacement. And, to 
improve your patient 
popularity, it has a non-chill, 
snap-on diaphram. 


See and try out the new Tycos® 
Nurse Stethoscope at your dealer. 
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all parts of Ontario. Among the 
sipants were educators from uni- 
— ties and diploma schools, and 
_ service personnel from hospitals and 


Discussions about the concerns of 
_ teachers and students from the schools 
of nursing and the difficulties agencies 
_ have accommodating them when they 
- come for field experience were based 
on the study “Teaching Behaviour in 
the Nursing Laboratory in Selected 
Nursing Programs in Canada.” Dr. 
Helen Glass, director of the school 
of nursing at the University of Manitoba 
carried out this study and acted as a 
resource person for the conferences. 


The participants also explored other 
concepts, such as the rights and obli- 
gations of teachers and staff in relation 
to what services are used for teaching, 
and the territory that teachers and 
students have as “guests” in the agen- 
cies. 


Gina Bohn, a faculty member from 
McMaster University school of nursing 


handbook for 


CAMP NURSES 


and other 


Camp Health Workers 


Mary Lou Hamessley, R.N. 


If you will be working as acamp 
nurse this summer, take this 
new book along with you. 
Sensible and down-to-earth, it 
is full of information you will 
use all summer long. Includes: 
e A valuable 57-page chapter on 
treating the illnesses and inju- 
ries Campers are most prone to. 
e Detailed information on how to 
set up a camp health program. 
eA chapter on sanitation which 
includes a resume of the camp 
health codes of 44 states. 
eA chapter on the camp health 
center (equipment, procedures, 
health forms, etc.) 
e AND MUCH MORE! 
1973. 159 pages. Illus. Index. 


TIRESIAS PRESS, INC. 
116 Pinehurst Ave., New York City 10033 
Please send me copy(ies) of Handbook 
for Camp Nurses @ $3.95 each plus .20c shpg. & 
handling if order is for only one copy. | enclose 


Name ...... 


Address 
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risk in teaching. the 
second year of the McMaster nursing 


program demonstrated a teaching 
method, using “simulated patients 
programmed to respond in specific 
ways to simulate patients with specific 
symptoms. The students used a prob- 
lem-solving method of gathering data 
to determine the nursing care the 
patient required. 


Kidney Foundation Program 

Offers Wallet-Size Donor Cards 
Montreal, Quebec — In a country-wide 
program to provide organs for trans- 
plantation, the Kidney Foundation of 


or a i 
after dea 


oe i , ‘ 
0 of his body for r al purposes 
; sos dn if he changes his 
mind about making a gift, he just has 
to tear up the card. 

The donor card was made possible 
by the Human Tissue Act adopted and 
recommended for enactment by the 
Conference of Commissioners on 
Uniformity of Legislation in Canada. 
During the past few years, nine prov- 
inces have adopted legislation making 
it legal to donate transplantable tissue. 

~Donor cards and brochures about 
organ donation are available free of 
charge from the Kidney Foundation 
of Canada, Box 422, Montreal 379, 
and from foundation branches and 
chapters throughout the country. These 


cards and brochures can be obtained in 
quantity for distribution by hospitals, 
community groups, and _ business 
organizations. 


Canada is offering individuals 18 years 
of age and older a wallet-size donor 
card, which is legal when signed. With 
this card, an individual can donate all 


Travels With A Nurse In Rural Nova Scotia 


ese ce 


mare, gg es 


. 
Whether she travels by foot, car, or ferry boat, Pauline McNeil, RN, faces hills, 
snow, and ice in her varied work as a community nurse serving Long and Brier 
Islands in Digby County, Nova Scotia. She is one of four RNs working in a pilot 
project in community health nursing, conducted by the Nova Scotia department 
of public health. Her home office, on the windswept shore of Freeport Harbor, 
Long Island, consists of a mobile, 60-foot trailer with an office-examination 
room and waiting room containing all the basic necessities — including a 
crank-type telephone. As well as holding clinics daily in her trailer, Ms. McNeil 
organizes and conducts child health conferences, prenatal classes, and mental 
health counseling. Although she works closely with the islands’ only doctor, 
she must deliver babies at home when necessary. All four nurses in this project 
give home care that includes suture removal, dressings, injection therapy, 
urinalysis, blood sample collection, inhalation therapy, and ostomy care. 
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URIN-TEK makes handling 


3,300 gallons of urine 
specimens a year less onerous, 
odourous, time-consuming, 
space-taking and costly. 


Give us just 12 minutes and we'll show you how! 


You'll see why major Canadian hospitals have 
switched to the URIN-TEK System for specimen 
collection, transportation, testing and analysis. 

Our 12-minute audio/visual presentation 
shows how the URIN-TEK System is actually 
used in a hospital and why it offers so many 
attractive advantages, including easy assimi- 
lation into your normal routine with a minimum 
of staff instruction. 


If you have seen the URIN-TEK System before 
and are not presently using it, this presentation 
will bring you up-to-date on the improvements 
we've made to make it even more practical. 

Once you've seen our presentation, you may 
like to evaluate the URIN-TEK system in your 
hospital. We make that easy by offering a one- 
ward trial at no cost, no obligation. 


To arrange a showing 
contact your AMES representative 
or write Grahame Richards at this address. 


Ames Company 


mies Division, Miles Laboratories, Ltd., 


TM - Registered trademark 


77 Belfield Road, REXDALE 603, A 


Pott Pocons 


will amaze 
you 


x 


A\\ 


so will saat nak’ QQ 


Your patients will be back to normal in no 
time and ready to start their activities as if 
nothing happened. 


NOT SURPRISING ... 


RETELAST is so comfortable and gives 
such fast relief. Moreover, RETELAST 
costs up to 40% less than any other 
dressing or traditional bandage. 


‘aco) OCTO LABORATORY LTD., DEMONSTRATION 
Laval, Québec. AND FOLDERS 
Cap areata UPON REQUEST 


The Expanded Role of the Nurse: a 
A Joint Statement of CNA/CMA | 


In April 1972, a joint committee comprised of four nurses, ap- 
pointed by the Canadian Nurses’ Association, and three doctors, 
appointed by the Canadian Medical Association, began a series 
of meetings to develop a position paper on the expanded role of 
the nurse. The committee’s statement, modified after discussion 
by the directors of each association, has been accepted by the 
two boards. 


| 


' THE CANADIAN NURSE 23 ' 
M 


accessibility and effectiveness of Canadian health 
a _ services can more appropriately be achieved by 


as 7 


io |. Priorities 
The Committee believes that improvements in the 


expanding the roles of nurses rather than by creating 
new categories of workers. 

It sees potential for expansion of roles in many 
areas: in speciaity practice such as obstetrics or 
orthopedics, in hospitals, in public health agencies, 
and in under-serviced rural and northern outposts. 
However, in the view of the Committee, priority should 
be given to expanding the role of nurses who work 
in direct and close association with physicians in the 
field of primary health care. 

The term primary health care as used here refers 
to: 


. all of those health services which are provid- 
ed for individuals mainly on an ambulatory basis in 
the community or in their homes and _ includes: 
preventive and health maintenance services in the 
community; diagnostic and therapeutic services 
offered in physicians’ offices, in clinics or in health 
centres; home care services for those who are ill; 
and rehabilitative services for those who require 
them. It provides care which is convenient, coordinat- 
ed, continuous and comprehensive.” — Boudreau, 
T.J. Report of the Committee on Nurse Practitioners, 
April 1972, page 2. 


The Committee sees an increasing need for forms 
of team practice in which nurses and physicians 
cooperate in the provision of comprehensive care. 


Il. Roles and Responsibilities 

The roles of the nurse and of the physician are 
interdependent. An increasing role is envisaged for 
the nurse in health maintenance. Moreover, selected 
responsibilities now tending to be handled by 
physicians can reasonably be delegated to nurses. 
Ultimate responsibility for diagnosis and establish- 
ment of a medical therapeutic plan will remain with 
the physician. 

As. the associate role is an evolving one, the Com- 
mittee believes that for the present it is important to 
maintain a flexible and experimental approach to the 
matter of deciding what responsibilities for patients 
a nurse should undertake. Differences in patient 
populations, in how they are served, and in the mix of 
professionals working in a setting, will influence what 
a nurse would regularly do. Existing modes of provid- 
ing primary health care and the educational and 
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experience backgrounds of nurses immediately 
available to fulfill such roles must also be considered. 
The following areas of responsibility should serve 
as guides for establishing the activities to be under- 
taken by nurses: 


1. In association with the physician the nurse may act 
as a first contact person to help to define the nature of 
a patient’s problem, decide on the urgency of the need 
for medical attention, and deal with emergencies in 
the absence of the physician. 


2.A nurse associated with a physician may accept 
delegated responsibility for patient management by: 

a) carrying out procedures such as dressings, 
injections, vision and hearing testing, etc.; 

b) making referrals to community agencies; 

c) providing psychological support and counsel- 
ling; 

d) interpreting the physician’s therapeutic regimen 
(including activity, diet, and medication); 

e) providing ongoing health supervision for 
patients with stabilized chronic illness; 

f) acting as a coordinator of services for the 
patient and his family who need a variety of 
services such as home care, public health, or 
social work as part of the treatment program. 


3. Assisting in the health supervision of well children. 


4. Assisting in the provision of prenatal and postnatal 
care. 


The Committee realizes that while many nurses 
already carry out these responsibilities, some now 
working in the primary care field are grossly under- 
utilized. This anomaly is due to many factors, includ- 
ing the excessive involvement of nurses in office 
management activities and the lack of educational 


opportunities to specifically prepare nurses for work- 


ing in complementary roles with physicians in primary 
care. 


Ill. Education 

The Committee believes that educational opportu- 
nities should be provided to: 
1. help nurses augment their knowledge and skills in 
primary care; 
2. orient nurses and physicians to ways of organizing 
nurse-physician teams in primary care such that 
nurses can take on greater responsibilities for Snaeaee h 
care. a ; 


eh 


To prepare nurses for expanded roles in primary 
care over the next few years, a two-pronged approach 
is suggested. 

1. Short-term programs to assist members of the 


existing pool of nurses to move into practice in. 


primary care settings in the next few years. 

2. Over the long-term, modification of basic nursing 
programs to encompass in their curricula the knowl- 
edge and skills basic to giving primary health care. 


A. Short-Term Programs 
1. Candidates 

The Committee believes that with minimal added 
training, nurses with master’s or baccalaureate 
degrees or with preparation or broad experience in 
community nursing are ready to fill expanded roles 
in primary care. 

For such persons, a varietv of educational offerings 
can be made available to augment their knowledge 
and skills in areas such as history-taking, physical 
assessment, and medical therapeutics relative to 
control of chronic conditions: a) on-the-job training; 
6) short continuing education courses of 2-4 weeks; 
c) night school programs. 

The Committee believes that with longer training 
programs, nurses with either a 2-year or 3-year 
diploma background, and with at least one year’s 
work experience could be prepared to undertake a 
number of the responsibilities outlined as appropriate 
for nurses in an expanded role. However, itis not 
anticipated that the knowledge base of nurses so 
prepared will reach the level attained by those with 
degrees or public health preparation and broad 
experience. 


2. Auspices of Educational Programs 

Administrative responsibility for educational pro- 
grams shall rest with the university faculties of nurs- 
ing; however such programs need not necessarily 
be conducted in university centers. 


3. Development of Programs 

The Committee believes that educational programs 
should be developed conjointly by university faculties 
of medicine and nursing. 

The Committee believes that medical and nursing 
educators should work with practitioners in the field 
of primary health care to establish flexible and high 
quality programs. 

The Committee underscores the importance of the 
clinical component in programs to prepare nurses 
_ for extended roles, and urges that supervised practice 
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and a period of fieldwork in an actual work situation 
in primary care be included. 
The Committee recommends that in the form of a 


certificate or diploma, official recognition be given to Lp 


nurses who successfully complete such programs. In 
addition, credits toward an academic degree should 
be granted if a nurse wishes to undertake further 
studies. 


B. Long-Term Educational Goals 

The Committee believes that preparation for 
primary care should be incorporated into basic nurs- 
ing education. Further, electives in primary health 
care should be made available in baccalaureate 
programs. 

Opportunities should also be provided for persons 
with a bachelor’s degree in nursing to undertake 
avanced nursing studies to prepare themselves for 
specialist roles in primary health care. 


IV. Work Situations 

1. Organizational Base 

The Committee suggests it would be advantageous 
to consider having both the physician and his nurse 
associate each affiliate with appropriate professional 
agencies and associations in the community (e.g., 
College of Family Physicians, Department of Public 
Health, or Victorian Order of Nurses). This would give 
both an organizational base, a colleagual (peer) ad- 
visory group, and achannel of communication within 
their profession. 


2. Remuneration 

The Committee believes remuneration for nurses 
in extended roles in primary health care must be 
such that consideration is given to their education or 
experience background and the _ responsibilities 
required of them. 


3. Continuing Education 

The Committee further believes it is vitally impor- 
tant that time and monies be provided to nurses work- 
ing in extended roles in close association with physi- 
cians to permit them to engage in meaningful contin- 
uing education. e 
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Surgical separation 
: of conjoined twins 


The authors hope that nurses involved in the care of Siamese twins will 
benefit from this description of the team approach for nursing care and 
surgical separation, and that they will communicate their own improvements 
in care to other nurses so that all can build on the experience of others. 


Wendy S. Dirksen and Dorothy T. Meilicke 


The incidence of conjoined twins is 
1.50,000 to 1.80,000 births, with 
female twins outnumbering male twins 
by two or three to one.' A search of the 
literature indicates not only that medi- 
cal references on Siamese twins are 
relatively rare, but also that there is 
virtually no source to which nurses 
can turn for the nursing care of such 
babies. 

On October 28, 1971, conjoined 
(Siamese) female twins were born at 
the University of Alberta Hospital in 
Edmonton. 

This article will attempt to create 
relevant literature for nurses by de- 
scribing the special nursing care ap- 
proaches that were developed by the 
nursing staff in the nursery and the 
operating room for the preoperative 
and postoperative care associated with 
the surgical separation of these excep- 
tional patients. 


PREOPERATIVE PHASE 

The mother, Gravida I, Para 0, had 
been referred to our hospital because 
of a suspected breech delivery of 
twins, although the conjoined feature 
had not been suspected. Routine radio- 
logical examination resulted in a diag- 
nosis of conjoined twins, and prepara- 
tions were immediately made for a 
cesarean section, which was done the 
following day. 

The combined birth weight of the 
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twins, Cynthia and Christine, was 
4,700 grams (10 lbs. 6 ozs.), and the 
Apgar scores for each were 4 and 7. 
Their type of bodily juncture was 
thoraco-omphalopagus, as they were 
joined from the xiphisternum to the 
umbilicus by a three-inch band.? 

Extensive tests and investigation to 
determine the nature of involvement 
included: chest x-ray, gastrointestinal 
series, barium enema, angiogram, elec- 
trocardiogram, intravenous pyelogram, 
and cholecystogram. These revealed 
separate gastrointestinal tracts and 
separate vital organs. The only signifi- 
cant dual organ involvement appeared 
to be the liver. It was decided that 
the children should not be separated 
immediately. The attending pediatri- 
cian, Dr. R. Weinberg, clarified the 
reasons underlying this decision in a 
personal communication: 


Wendy Dirksen is assistant director of 
special services, and Dorothy Meilicke is 
nursing supervisor, general and premature 
nurseries at the U. of Alberta Hospital, 
Edmonton, Alberta. They thank Dr. R. 
Weinberg, attending pediatrician; C. 
Egbert, charge nurse, premature nursery; 
C. Leask, OR supervisor; the nursing 
staff of the OR and premature nursery for 
their helpful suggestions; and Dr. S. Stin- 
son, health services administration, U. 
of Alberta, for her assistance and encour- 
agement in compiling this article. 


“The initial period of investigation 
showed that the twins were separate 
apart from a band of tissue 7.5 cm., 
extending from the xiphisternum to the 
umbilicus and almost certainly con- 
taining a bridge of liver tissue. 

“My decision to wait was based on 
the fact that the twins were healthy, 
and although I was concerned with the 
possibility of infection in one or both 
of the twins arising as a complication, 
I felt that waiting until after the neona- 
tal period would allow the twins a 
smoother operative and postoperative 
period. 

“Apart from those twins that share 
common vital organs, at which time 
surgery may become an emergency, 
authorities are divided as to early 
intervention or late intervention. 
Immunologically, the newborn is sus- 
ceptible to gram-negative infections, 
and, because of hospital setting, staphy- 
lococcal infections, and I suspect that 
this is one of the major reasons suggest- 
ed for early intervention. A further 
reason is infection in one of the twins 
producing an emergency situation, and 
this makes less than an ideal setting 
for major surgery.” 


One administrative policy imme- 
diately set was the strict control of 
information to protect the privacy and 
anonymity of the parents and children. 
One hospital spokesman was named 
in addition to the attending pediatrician 


—* 
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Babies following feeding. This photo was taken preoperatively. 


to handle all publicity involving the 
twins; all public enquiries were directed 
to one or other of these individuals and 
only they were allowed to release in- 
formation to the public or the media. 
We would encourage others to use 
such a policy in this type of exceptional 
Situation, as it permitted the health 
team to focus entirely on the care of the 
infants. 

The staffing pattern for the twins 
during their preoperative phase was one 
nurse to the two babies. The twins 
were considered to be routine care 
patients requiring a moderate amount 
of nursing care, that is, one to two 
hours of direct nursing care per shift 
per baby.4 


Nursing Objectives 
Senior nursing personnel immediate- 
ly began to search the literature and to 
seek advice of physicians with regard 
to appropriate techniques and proce- 
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dures for care. A special film, Surgical 
Separation of Thoraco-Pagus Conjoined 
Twins, was obtained from The Hospital 
for Sick Children, Toronto, and was 
shown to the operating room and 
premature nursery staffs. 

The nursing care plan for the twins’ 
preoperative phase (six weeks), which 
was developed by the nursing staff, had 
as its seven main objectives to: 


1. Prevent infection 
Actions: Protective gown and mask 
technique was required for all medical 
and nursing staff, parents, and grand- 
parents. This included careful hand- 
washing with hexachlorophene soap. 

Babies had pHisoHex baths every 
other day for five weeks, then daily 
until surgery.* Tub baths were started 
at three weeks of age, the babies’ own 
stainless steel tub being autoclaved 
before each use. 

The twins were physically separated 


from other nursery babies in an area 
of the nursery approximately 80 to 
100 square feet. 

Exposure to possible sources of 
infection was reduced by continuity 
of assigned staff, who were required 
to report off duty for sore throat, flu 
symptoms, rashes, and so on; restriction 
on viewing babies by non-essential 
hospital personnel; allowing no visitors, 
except parents and grandparents; auto- 
claving all toys before placing them in 
the crib; and scrupulous cleanliness of 
all equipment. 

Good nutrition, with vitamins added 
at one week of age, helped increase 
resistance to infection. 


2. Promote weight gain 

Actions: Babies were fed Similac for- 
mula three-quarter strength, days one 
to three; full strength, from day four. 

Solids were introduced at three 
weeks, | tsp. rice pablum b.i.d.; at four 
weeks, infant-type fruit plus | tsp. 
pablum b.i.d.; and at six weeks, infant- 
type vegetables. 

Sterile water or glucose water was 
given p.r.n. between scheduled feed- 
ings. 

Babies were weighed daily, the goal 
for surgery being a total of 19-20 
pounds. 

Twins were always held during feed- 
ings. Methods of feeding included: two 
nurses simultaneously feeding a baby 
each; one nurse feeding first one baby, 
then the other; or feeding babies alter- 
nately during a feeding period to keep 
them contented. 


3. Promote normal social and sensory 
development 

Actions: Parents were given unrestricted 
opportunity to cuddle and stimulate 
their babies. The mother was encour- 
aged to feed them when she found this 
possible. 


* Our pHisoHex routine was in existence 
prior to the recommendation by the Amer- 
ican Academy of Pediatrics. See American 
Academy of Pediatrics, Committee on 
Fetus and Newborn. Hexachlorophene and 
skin care of newborn infants: Committee 
Statement. American Academy of Pediat- 
rics Newsletter Supplement, Jan. 1, 1972. 
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, Ww le pees posi- 
the crib; and by having 
wear red mittens for short 
fo flash at each other. 
ct ng the senses were developed by 


babies’ hands uncovered as 
possible. Auditory stimulation 
rovided by the musical mobile 
1 by the voices of staff nurses during 
ng and cuddling periods. Emotion- 
security was promoted by encour- 
ng the warm, close physical contact 
of parents and staff. 
_ The babies were moved into a stand- 
ard preschool crib when their combined 
weight reached 15 pounds. 


4. Provide good physical care 

_ Actions: Babies were turned to alternate 

sides at least hourly. When handled, 
_ their bodies were snuggly wrapped to 

j prevent undue strain on the joined 
area. 

Skin around joined area was mas- 
saged and kept clean and dry to prevent 
breakdown. The cord was swabbed with 
alcohol q.i.d.** 

Passive exercises were given to 


limbs, especially legs, because of 
restricted range of motion. 
Fingernails were kept short to 


prevent babies from scratching each 
other’s faces. 


5. Respect and maintain parents’ re- 
quest for anonymity 

Actions: All queries were channeled 
through the two hospital spokesmen 
mentioned earlier. 

No outside personnel or visitors 
were allowed to see the babies, and their 
surname was never mentioned outside 
the nursery. 


6. Identify parents’ anxieties and pro- 
mote their understanding of and prepar- 
edness for surgery 

Actions: Parents were granted unlimit- 
ed visiting privileges, and were provid- 


directly below the join area (xiphisternum 
to the umbilicus). This cord contained 
four arteries and one vein. Due to the 
close physical proximity of the babies, 
cord care was particularly important. In 
addition, it is interesting to note that 
during surgery, each twin was given part 
of a “tummy button.” 
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nication regarding the 
babies’ progress and condition was 


‘maintained among staff, physicians, and 


parents. 
7. Provide as normal a parent-sibling 
relationship as possible. 


Actions: Deliberate efforts were made 


to involve the parents in as many daily 
activities with their babies as possible. 
The parents were encouraged and 
taught to hold, feed, and diaper their 
children, and were given the opportuni- 
ty to buy such things as toys and sooth- 
ers for them. 

A photograph album was started 
immediately to capture the growth 
and development of the twins. 


Concomitant Activities 

e The attending physician ordered 
routine laboratory work and tests to 
determine the extent of the conjoint 
involvement. The nursing treatments 
included recording the apical beats and 
observing circulation in the arms each 
time the babies were turned every half 
hour for one week. Gamma globulin 
(5 ml.) was given to each baby two days 
before surgery to increase passive 
immunity. 

eA film about the twins, for later 
use as a teaching tool, was being made 
throughout their hospital stay. 

e A multidepartmental meeting was 
held three weeks prior to the anticipated 
surgery to plan a trial surgical run and 
the surgery itself. The departments 
represented were: nursing (operating 
room and premature nursery), medical 
(surgeons and pediatricians), x-ray, 
labs, blood bank, pharmacy, medical 
administration, anesthesia, and hospital 
administration. 

At this meeting, the importance of 
confidentiality was again stressed. The 
channels for publicity releases were 
restated, and the security personnel 
were requested to provide additional 
coverage the day of the actual surgery.t 

The lines of communication regard- 
ing doctors’ postoperative orders weré 
also clarified at this meeting. It was 
agreed that the premature nursery staff 
would continue to be responsible for 
planning the space, equipment, staffing, 
and parental care in the premature area. 

e Equipment and _ staffing were 
planned to meet those postoperative 
crises or complications most likely 


to deren, anch as peaupeeaine re- 


Spiratory distress, hemorrhage, and/or — 
infection. 

The equipment on standby included: 
four isolettes (previously maintenance 
checked and cultured), two oxygen 
analyzers, two infant warmers, two in- 
fusion pumps, two respirators, two 
chest tube trays and thoracic pumps, 
and two tracheostomy sets. 

Staffing was planned on a one-to- 
one basis for one week postoperatively, 
with emphasis on continuity of staff 
per shift. Relief staff were called in to 
free the permanent, experienced per- 
sonnel to care for the twins. 

elt was arranged that the babies 
would return to a separate nursery; its 
walls were to be washed immediately 
before surgery. A separate room near 
the nursery was reserved for the par- 
ents. Here, provision was made for a 
television set and for all meals to be 
brought to them for two days post- 
surgery. A specified staff member on 
each shift was assigned to help meet 
the parents’ needs. 

e The operating room nursing staff's 
primary objective was to provide an 
aseptic and minimally traumatic envi- 
ronment for surgical separation of the 
conjoined twins. To gain knowledge 
relevant to achieving this objective, the 
nursing staff asked the surgeons to ex- 
plain their anticipated surgical ap- 
proach. Together with the anesthetists, 
they all discussed problems that could 
occur during the procedure and deter- 
mined the material and equipment 
required. After these frank and intense 
discussions, the nursing staff planned 
their part in the successful separation. 


Preparation for Surgery 
The operating room supervisor se- 
lected a team of seven experienced 
charge nurses who, in turn, chose a 
team leader, and decided scrub, cir- 
culating, and prep positions. The team 


+ Public interest demonstrated itself in 
the form of telephone calls to the unit, 
requesting information about the twins as 
well as conveying spiritual support. Letters 
were received from as far away as Austra- 
lia. Curiosity seekers, arriving on the unit 
to see the twins, were a concern. A beau- 
tiful expression of genuine concern came 

from a Grade II class in the. . 
sent many letters addressed to 


eatin 


Surgical draping of twins following application of ‘‘R” frames. Note specially made drapes with Velcro strip. 


leader coordinated the team’s activity 
and was to be in charge during the 
surgical procedure. 

There were two scrub nurses, one 
to assist each of the two teams of 
surgeons. The two circulating nurses 
assured the availability of all supplies, 
and were to assist the anesthetists. The 
two prep nurses were to hold the ba- 
bies during the surgical skin prepara- 
tion, and later relieve the circulating 
nurses. This double staffing approach 
provided an adequately trained and 
prepared staff should another theater 
be required for skin closure. With tasks 
allocated in advance, minimal confusion 
and movement would occur in the 
theater and staff members would feel 
that all jobs were being well done. 

The OR nurses and inservice instruc- 
tor reviewed the literature and the 
before-mentiofed film on the separa- 
tion of conjoined twins. On the basis 
of this review, it was decided to have 
the surgical draping consist of four 
separate sheets specially made by the 
laundry. These were 214. x 56 inches, 
had a semicircle cut out to accommo- 
date the babies’ joined skin, and a 
one-inch Velcro stripping along the 
rest of that edge. This draping was to 
maintain asepsis, regardless of the 
twins’ position on the table, and make 
redraping unnecessary. 
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The nurses wrote surgeons’ prefer- 
ence cards, using information gathered 
from the surgeons, readings, and team 
discussions. The cards prepared scrub 
and circulating nurses for the antici- 
pated order of surgery. Instruments, su- 
tures, and supplies were organized for 
the following basic surgical approach: 
peritoneal cavity, liver, bony structures, 
diaphragm, pericardial sac, and skin 
closure. 

Plans were made to deal effectively 
with various anticipated emergency 
situations. Although fresh blood had 
been crossmatched, the nurses also had 
available: hemostatic material (Surgicel, 
bone wax, umbilical tape); a variety 
of liver sutures; hot normal saline; and 
extra instruments, such as Halsteds, 
Laheys, Debakeys, and ligature car- 
riers. 

The cardiac crash wagon and defib- 
brillator, two tracheostomy insertion 
trays, two#33 Hollinger tracheostomy 
tubes, and two respirators were outside 
the theater. The tracheostomy set was 
to go to the nursery if not used in the 
operating room. Four chest drains and 
two chest tube insertion trays were in 
the theater should a pneumothorax 
occur. The recovery room also prepared 
two mini-flask (100 cc.) pediatric 
underwater seal drainage units. If 
primary skin closure became impossi- 


ble, Silastic sheeting, Marlex Mesh, 
Mersilene Mesh, and a variety of suture 
material were at hand. 

A standby nurse was briefed on the 
entire surgical procedure, including 
each team member’s function, and 
she was to watch the surgical procedure 
from the dome. 


Operating Room Equipment 

Two “R” frames, one secured to the 
back of each twin, were used to stabilize 
the patients for anesthesia and surgery.s 
Each frame consisted of an R-shaped 
wooden base, padded with half-inch 
foam rubber pads. Four Velcro straps 
were attached to the base to help 
secure the baby to the frame. A hinged, 
five-inch extension supported the head 
but allowed for flexibility of the neck. 
The frame was 23” long and 6” wide. 

The anesthetists needed two anes- 
thetic machines, two physiological 
monitors, two thermal probes, one drug 
wagon, and one warming blanket for 
the OR table. To ensure accurate meas- 
urement of blood loss, tonsil traps 
were antifoamed prior to surgery, and 
dry sponges were to be used during 
surgery and weighed after use. 

The surgeons required two cautery 
machines to ground each twin separate- 
ly, and a cholangiogram frame on the 
OR table for operative and postopera- 
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e] ng room " theaters, sae 
mm and air vents, and all 
1ent were to be cleaned the night 
to surgery. 
onnel flow in the theater was to 
mited on the day of surgery. “No 
mittance” signs were to be placed 
operating room doors. The medical 
rector was to limit spectators, who 
vere to view from the observation 
dome, and security guards were to 
patrol the dome entrance. 


Trial Run 

A trial run, with the babies present, 
was made the day before the actual 
ie surgery to determine if equipment were 
adequate, if placement of equipment 
and staff were correct, and to allow the 
nurses to practice draping the twins. 

Nasogastric tubes, central venous 
pressure catheters, and cutdowns were 
inserted while the babies were in the 
theater. The twins were identified 
by “A” and “B” on their foreheads. 


| Day of Surgery 

| The operating room nursing staff 

| arrived at 0700 hours to prepare the 

| operating theater and set up instru- 
ments. They set the room temperature 

| at 76°F and turned on the warming 

| blanket. 

At 0830 hours, the twins were de- 
livered to the operating room. 

Cautery, pads, ECG leads, and ther- 
mal probes were placed and secured. 
The babies were turned on their faces 
| and fastened to their R frames with the 
Velcro straps and 3” flannel bandage. 
The cautery cord, ECG leads, thermal 
probes, and IV tubing were tied together 
to form a single bundle. 

Once secure on their R frames, the 
babies were anesthetized and raised 
above the OR table by two sterile- 
: gowned nurses. 

A sterile pliofilm sheet** was then 
placed on the OR table, and warmed 
tincture of Zephiran was used for a 


ttPliofilm is a waterproof sterile drape 
made by the University of Alberta laun- 
dry department. It consists of 36 x 36” 
heavy duty clear plastic, taped inside a 
folded small sheet, which is then placed 
in a wrapper and sterilized. 
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circular abdominal prep. Following 
this, the wet pliofilm was removed. 
The draping proceeded with the twins 
still held above the OR table, and a 
double sheet and fresh pliofilm were put 
on it. On top of these drapes, approxi- 
mately 18” from the head of the OR 
table, a rolked towel was placed in posi- 
tion to support the skin join of the 
twins. Two of the specially made drapes 
were placed so the indentation sur- 
rounded the towel. The surgeons applied 
a small Steridrape to the lower surface 
of the twins. 

The babies were then lowered to 
the OR table, and the bundle of tubing 
was secured to the mattress. A large 
Steridrape was applied to the upper 
surface of the twins, and joined to the 
Steridrape under them. Two more of 
the specially designed drapes were 
applied and the Velcro surfaces of the 
lower and upper drapes approximated. 
A double sheet downward from the 
twins’ hips covered the end of the OR 
table and cautery machines. A small 
sheet covered the anesthetic screen, 
and two double sheets served as screen- 
ing drapes from the anesthetic area. 

The surgeons and nurses then re- 
gowned and regloved. 

During the procedure, the surgical 
count for the case was a combined 
one for the two babies; however, each 
scrub nurse was responsible for the 
instruments, sutures, and sponges 
given to her team of surgeons. 

Both twins had their incisions closed 
on the original OR table. This was more 
convenient for the surgical team and 
also lessened the chance of infection. 
Fortunately, none of the anticipated 
problems occurred, and the operation 
was completed at 1130 hours. Telfa 
and Aeroplast dressings were applied. 

Cynthia and Christine, awake and 
crying, were returned to the premature 
nursery in sterile isolettes, accompanied 
by an OR nurse and an anesthetist. 


POSTOPERATIVE PHASE 
Using the preoperative nursing care 
plan as a basis, the following nursing 
objectives were developed to: 


1. Prevent infection 

Actions: Protective technique was 
followed within the isolettes, but no 
gowns or masks were required for 
attending nursing personnel. Careful 
handwashing was continued. 


Continuity of staff attending each 
baby on a one-to-one ratio was assured. 

Skin care of the incision site was 
routine: the dressing was changed on 
postoperative day five, and covered 
with a light Telfa dressing until post- 


‘operative day 11, after which the in- 


cision was exposed. 

No sterile linen was required, as the 
previously joined area was completely 
closed. 

Routine skin care (daily sponge 
baths) was given to the rest of the body. 
2. Ensure proper nutrition 
Actions: The babies had nothing by 
mouth for 24 hours due to their post- 
operative condition, and IV _ therapy 
per cutdown site was continued for four 
days. 

Oral feedings were started on post- 
operative day 2, with glucose feeding. 
On day 3, half-strength Similac formula 
was given; day 4, three-quarter-strength 
Similac; day 5, full-strength Similac. 
Solids were reintroduced, beginning 
with Pablum on day 7, fruit on day 10, 
and vegetables on day 12. 


3. Stimulate twins’ emotional, 
and aural senses 
Actions: Bright toys were placed in 
the cribs, and a musical mobile was 
suspended above them. 

Tender loving care was encouraged 
during and after feedings. 


visual, 


4. Provide emotional support to parents 
Actions: Parents had unrestricted 
visiting privileges, and a nearby room 
was made available for them. They 
could participate whenever possible 
in care of babies (feeding, diapering, 
TEE): 

Communication between staff and 
parents was open and honest. 


5. Respect and maintain parents’ re- 
quest for anonymity 
Actions: All public enquiries were 
channeled through the two hospital 
spokesmen. 

The only visitors were the parents, 
grandparents, and operating room staff 
involved with the surgery. 


6. Prepare parents for care of babies 
at home 

Actions: Every opportunity to teach 
was used when assisting parents in 
caring for their babies (feeding, dia- 
pering, bathing). Discharge Ac 
tions were explained. Te |e oa 


7. Prepare babies for their home 
Actions: To promote normal sleep 
habits, the babies were placed in a 
darkened, quiet room at night, approx- 
imately one week before discharge. 

A referral was sent to the public 
health nurse in the twins’ home area. 


Concomitant Activities 

The attending physicians’ orders 
for the postoperative period were 
routine vital signs, 1V therapy for four 
days, nasogastric tube aspiration for 
three days, Hemovac drainage for three 
days, lab tests, daily weights, and grad- 
ual progression to a_ full-strength 
formula. No antibiotics were used 
before or after surgery. 

The babies’ postoperative period 
was, fortunately, uncomplicated. 

Cynthia and Christine, smiling and 
healthy, were discharged 12 days 
postsurgery. Almost a year later, in 
December 1972, Dr. Weinberg wrote: 
“.. L recently saw the Edmonton twins 
a few days after their first birthday 
and they were both developing quite 
normally. The parents informed me 
that the babies did not have any appar- 


ent psychological trauma after they 
were brought home.” 


HINDSIGHTS 

In retrospect, here are some changes 
we should have made, and now recom- 
mend. 

e Because of the limited surgical 
success rate, nursing staff meetings 
should have been planned on at least 
a weekly basis to review the available 
literature and discuss staff's concern 
regarding the management of the twins 
and their parents. 


e The film, Surgical Separation of 


Thoraco-Pagus Conjoined Twins, 
should have been shown sooner to 
provide the staff of premature nursery 
and OR with a greater understanding 
of the phenomenon. In our case, had 
the film been shown sooner to the other 
hospital personnel, curiosity would 
possibly have been reduced. 

e A memo sent to each hospital area 
explaining the confidentiality and 
visiting restrictions regarding the 
twins might have saved the nursing 
staff considerable time and unpleasant- 
ness in enforcing these restrictions. 


Babies at completion of surgery. They stayed on same table during the surgery. 
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ein the OR, the total instrument, 
sponge, and suture setup for the case 
should have been done in the adjacent 
theater, and covered until the babies 
were anesthetized and draped. The 
surgical gowns, gloves, and surgical 
drapes for the case should have been 
on a separate table from the instru- 
ments to allow gowning and draping 
while the instruments were still covered. 
This would have safeguarded asepsis 
of the instrument sets, as the movement 
of personnel created many air currents. 
Then, with personnel gowned and the 
draping complete, the sets should have 
been moved into the theater and un- 
covered. 
e A lock on the hinged head support of 
the R frame would have ensured stabi- 
lization of the head support. 
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Twins approximately 13 months of age. 
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Last June, fourteen Canadian nurses 
received a letter notifying them that 
they had been awarded a sizable sum 
of money from the Canadian Nurses’ 
Foundation (CNF). Why were these 
nurses awarded this money? Who 
selected them and by what criteria? 

To answer these and other ques- 
tions, let’s examine the entire process 
of application and selection by following 
the activities of one fictitious applicant, 
whom we’ll call Paula Johnson. 


Facts about Paula 

Paula Johnson first wrote to the 
CNF in April, 1972.* She was seriously 
considering entering a master’s pro- 
gram in the fall of 1973, and decided 
early to find out about financial 
assistance. A letter of reply, accom- 
panied by information on CNF, was 
sent to Paula, asking her to write for 
the necessary application forms in 
November. 

On the first of November 1972, 
her request for forms arrived at CNA 
House, along with the information 
that she had obtained a baccalaureate 
degree in nursing in 1966 and had 


* All correspondence to CNF should be 
sent to the Canadian Nurses’ Association 
headquarters (CNA House), where CNF 
business is conducted by CNA staff. 
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are selected 


Since its incorporation in 1962, the Canadian Nurses’ Foundation has 
financially helped 117 RNs to obtain a higher degree in nursing. The authors 
explain the criteria used to choose the recipients of the funds administered 


by the CNF. 


Jane Henderson, B.N., M.Sc., and 
Barbara Archibald, B.Sc.N 


gained acceptance to a master’s of 
nursing program in the autumn of 
1973; 

Any nurse applying for a CNF 
scholarship must submit baccalaureate 
transcripts, master’s acceptance, and 
names of four references in addition to 
a completed application form. Paula 
escaped the problem many applicants 
face: as a graduate of 1966 she already 
had baccalaureate transcripts. If she 
had been currently completing a 
degree program, she might not have 
been able to submit the required 
transcripts or certification of accept- 
ance to a master’s program prior to the 
deadline of May first. This date, 
although inconvenient to some, is set 
so applicants can be notified of their 
success in time to plan autumn activi- 
ties. 


References 
Applicants should consider carefully 


Jane Henderson, a graduate of The 
Montreal General Hospital and McGill 
University, is Associate Executive 
Director of the Canadian Nurses’ Associa- 
tion. Barbara Archibald, a graduate of 
Toronto General Hospital and the 
University of Western Ontario, is Assist- 
ant to the Secretary-Treasurer, Canadian 
Nurses’ Foundation, Ottawa. 


the question of the four references. 
The sources for these references are 
not stipulated on the application form. 
Only persons who have had recent 
contact with the applicant are really 
useful. For example, asuitable reference 
for a nurse who has just graduated 
from a diploma program may be the 
director of nursing of the school. As 
Paula graduated in 1957 and had not 
had continuing contact with her school, 
the director of nursing would probably 
be unable to provide a_ pertinent 
reference. 

Realizing her application would 
be judged by a committee of academi- 
cally and clinically successful nurses, 
Paula asked CNF to send reference 
forms to nurse educators and clinicians 
who could fairly assess her competence 
and ability to pursue a master’s degree. 

Friends of the applicant may or may 
not be appropriate sources for refer- 
ences. The applicant must decide 
whether or not her friends are able to 
judge her clinical and/or academic 
abilities. 


Paula becomes No. 14 
As soon as Paula’s application has 
been completed, “profile sheets” are 
drawn up for later submission to the 
selection committee. Her name _ is 
removed from this sheet. As Paula’s 
profile is the 14th to be prepared, 
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made known for rather sound 
ons. 

: _ The composition of the seven- 
member selection committee changes 
38 Members are appointed by the 
_CNF board of directors according to 
_ region, area of interest in nursing, and 
academic or clinical expertise. Since 
1962, 56 different nurses have been 
involved in the selection process. 


Selection process 

At the outset of each yearly meeting, 
the committee establishes a passing 
score. The score decided on reflects 

the committee’s definition of minimum 
requirements for funding. Each profile, 
taken in numerical order, is reviewed 
by all committee members  simulta- 
neously. 

Number 14 takes its place. Each 
committee member assigns it a numeri- 
cal score. 

Through the application and selec- 
tion process, Paula’s abilities and 
potential to contribute to nursing in 
Canada are assessed twice. She is 
evaluated first by four persons whom 
she knows and considers appropriate 
to judge her ability, and then, as No. 
14, her “profile” is judged by seven 
persons whom she does not know but 
whom the directors consider competent. 

Two members of the CNF staff 
are present during the committee 
deliberations to answer questions on 
procedure, to fill in background 
information about university programs, 
and to record ratings. 

When each committee member is 
satisfied that she has the necessary 
information on which to make a 
decision, she assigns a score to the 
profile’s number. Each applicant 
thereby receives a score that is a 
composite of the ratings of the seven 
selection committee members. 

All applicants are reviewed the 
| Same way. It has been common practice 
by past committees to review some of 
the early profiles at the end of the 
meeting to insure that judgment has 
been consistent throughout. 

Although reference is made to “a 
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meeting,” the time involved may be 
less than a day or extended over a 
two-day period. The determining 
factor is the number of applicants. 

After the meeting, the - selection 
committee chairman submits a list 
of recommended applicants (by num- 
ber) to the CNF board of directors. 
The directors then review recommenda- 
tions in the light of available scholar- 
ship funds, and award grants accord- 
ingly. 

Paula will be informed of the success 
or failure of her application by June 
or July. When each successful applicant 
has replied that she or he can accept 
an award in the context of CNF policy, 
the award recipients’ names are made 
public. Only then will members of 
the selection committee find out who 
the award winners are. 


What are Paula’s chances? 

Quite simply, Paula’s chances of 
being awarded a fellowship are based 
on the degree to which her application 
meets CNF criteria for intellectual, 
clinical, and leadership ability. Because 
selection is based on the individual, 
rather than on an area of study or 
place of origin, geographical and 
clinical distribution of funds varies 
from year to year. 

Figure I shows the number of 
applicants and recipients by province 
over a five-year period. Figure 1/1 
shows the number of applicants and 
recipients, according to area of interest, 
over a five-year period. 


What is the source of funds? 

As a nonprofit corporation, CNF 
may receive donations from individuals 
or from groups. The most significant 
contributions toward maintaining the 
Foundation and furthering its objectives 
come from provincial associations. 
Sums of money are submitted and 
earmarked by the donor for one of four 
funds: administrative, scholarship, 
research, and capital trust. Some 
associations divide their yearly contri- 
bution by indicating that a certain 
percentage is to be allocated to each 
fund; on the other hand, some associa- 
tions wish to support one fund more 
than others. 

Donations made by a_ provincial 
association do not provide CNF 
membership to association members. 
Such donations provide membership to 
the associations as entities. 

The two pie graphs show provincial 
association donations. The first graph 
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GRAPH |: CNF CUMULATIVE 
PROVINCIAL DONATIONS 1968-1972 


GRAPH II: CNF PROVINCIAL 
DONATIONS 1972 


reflects five-year cumulative donations, 
and the second shows’ donations 
received in 1972. 


Summary 

CNF applications are received at 
CNA House between November | and 
March | each year. Information is 
transferred from application forms to 


numerically identified ‘‘profile”’ 
records. These records are individually 
reviewed and assessed by a seven- 
member selection committee. Recom- 
mendations are subsequently given to 
the CNF board of directors, which 
makes the final decisions. Anonymity 
is maintained until the names of 
award recipients are made public. 
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: n laser photocoagulation 
for = hai vascular disease 


This new mode of therapy has given hope of improved vision to patients 
who have visually-disabling vascular diseases. 


David A. Rosen, M.D. 


A wide range of diseases of small blood 
vessels (arterioles, capillaries, and 
venules) can interfere with vision. The 
damaging influences in these diseases 
occur either through frank leakage 
from the walls of the diseased blood 
vessels of serum or whole blood, through 
occlusion with subsequent infarction, 
or through the proliferation of abnor- 
mal blood vessels that are excessively 
“leaky” or that, because of their loca- 
tion in abnormal sites, may lead to 
massive and disastrous intraocular 
hemorrhage. 

In general, the patients most vulner- 
able to the damaging effects of small 
blood vessel disease are diabetics and 
elderly people with degenerative vas- 
cular disorders. The injurious effects 
in either instance are especially grave 
when the abnormality affects the mac- 
ular portion of the retina where the 
highest visual acuity and the most 
accurate color discrimination are 
localized. Diabetes has emerged as an 
increasingly important cause of blind- 
ness with the longer survival of juvenile 
and maturity-onset diabetics. Similarly, 
the increased longevity of our popula- 
tion has left elderly people in increasing 
numbers prone to degenerative vascular 


Dr. Rosen is Professor and Head, Depart- 
ment of Ophthalmology, Queen’s Univer- 
sity and Kingston General Hospital, 
Kingston, Ontario. 


diseases, which can have deleterious 
effects on vision. 

The management of the vascular 
complications of diabetes and of aging 
has always been and remains unsatis- 
factory. While diabetics who are able 
to accomplish and maintain excellent 
control are generally less prone to 
vascular complications, these compli- 
cations may occur in individual in- 
stances despite the most meticulous 
control obtainable. Hence, diverse 
supplementary forms of management, 
including the administration of alleged- 
ly deficient vitamins and hormones, 
the administration of capillary 
“strengtheners” or anticoagulants, and 
the performance of pituitary ablation 
by various methods, have enjoyed 
transient popularity over the years. 

Pituitary ablation is a validated mode 
of therapy for the accomplishment of 
arrest or regression of diabetic retin- 
opathy. However, satisfactory results 
are achieved only in approximately half 
of the patients who undergo this radical 
procedure. Because of the numerous 
side effects of pituitary ablation, enthu- 
siasm for this form of therapy has, 
understandably, been restrained. 


Principles of photocoagulation 

The advent of practical photocoagu- 
lation for the treatment of retinal 
vascular diseases has introduced a 


totally new mode of therapy. Initially 


utilizing the intense white lig 
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Figure 1: Diabetic retinopathy. New blood vessels (V) 
extend into vitreous, and diabetic changes (D) are seen 
& adjacent to the macula. 


(D). 


Figure 2: Regression of the new vessels (V) after laser 
treatment, and partial clearing of diabetic retinopathy 


xenon arc and, more recently, a variety 
of lasers, it has become possible to 
selectively coagulate and obliterate 
retinal blood vessels judged to be at 
fault in producing visual deficit or to 
be capable of bringing about visual 
problems. 

All forms of photocoagulation use 
the same principles. They incorporate 
an ophthalmoscopic system through 
which blood vessels can be visualized 
and subjected to a transient high tem- 
perature that results in their overheat- 
ing, coagulation, closure, and subse- 
quent replacement by scar. Fluorescein 
angiography has been a valuable ad- 
junct to photocoagulation, since it 
provides a method of precisely visual- 
izing retinal and choroidal blood 
vessels and identifying those which 
are abnormally permeable. 

Among the modalities for photo- 
coagulation, the most sophisticated 
available at this time makes use of 
laser energy generated with the use 
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of the inert gas, argon. Because of its 
blue-green color, the argon laser beam 
is especially absorbed by hemoglobin. 
This allows the coagulation of retinal 
blood vessels with minimum damage 
to the surrounding retina. 

In addition, it is possible with argon 
laser to coagulate blood vessels that 
have left the plane of the retina or 
optic nerve and are situated in the 
vitreous compartment of the eye. The 
latter group of blood vessels has not 
been susceptible to management with 
photocoagulation devices heretofore 
available. 

Figures | and 2 illustrate the pre- 
treatment and posttreatment appear- 
ances of the optic nerve and macula of 
the right eye of a 35-year-old diabetic 
patient who had experienced recurrent 
vitreous hemorrhages. Note the regres- 
sion of the blood vessels originating in 
the optic nerve head and extending into 
the vitreous after treatment by argon 
laser coagulation, along with regression 


of other indicators of diabetic retino- 
pathy (D) adjacent to the macula. 


Macular degeneration 

A range of disorders known collect- 
ively as ‘‘macular degeneration” occurs 
in middle-aged and elderly people. A 
great leap forward in the understanding 
of these disorders occurred with the 
application of fluorescein angiography 
to the investigation of patients with 
macular degenerations. 

A considerable number of these 
patients are found to have diseases of 
the underlying choroidal circulation 
either at or adjacent to the macula. 
These diseases allow the exudation of 
fluid under the retina, thus interfering 
with its function. If severe enough, 
frank hemorrhage can occur beneath 
and into the retina. The resultant 
scarring leads to the abolition of macu- 
lar function and central vision. When 
the abnormal vessels are identified 
and are found to be sufficiently distant 
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Figure 3: Fluorescein angiogram in patient with retinal vein 
occlusion, illustrating irregular and leaking capillaries (C). 


from the central part of the macula 
(fovea), precise photocoagulation util- 
izing argon laser energy can have 
dramatic and highly beneficial effects. 

Laser photocoagulation can _ be 
applied with a precision not obtainable 
with the xenon arc apparatus available 
in earlier years. In addition, it is 
possible to treat much closer to the 
center of the macula with safety. Laser 
photocoagulation is, accordingly, a 
significant advance in the management 
of defined forms of a senile macular 
degeneration. 

Occlusive vascular diseases involving 
the arterial and venous circulation of 
the retina are commonly followed by 
the development of shunt vessels, which 
have associated with them abnormal 
retinal capillaries. These shunt vessels 
develop in the attempt to revascularize 
ischemic areas of the retina. The shunt 
vessels and their associated capillaries 
are much more permeable than normal 
retinal vessels. When they are situated 
in the vicinity of the macula, edema 
of the latter structure with deterioration 
of its function may follow. 

The blood vessels can be shown up 
dramatically with fluorescein angio- 
graphy. When treated with argon laser 
photocoagulation, many of the leakage 
points can be sealed, and the related 
macular edema can be reversed. At 
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times, there is a remarkable return of 
function when irreversible damage has 
not already taken place. 

Figure 3 is a fluorescein angiogram 
of the macular area of the right eye of 
a 37-year-old female patient who, at 
the time of examination, had had visual 
decline to the level of 20/100 for 
almost one year. This was due to 
effects of occlusion of a branch of the 
central retinal vein. Irregular capillaries 
(Cc), which leak fluorescein, are seen. 
After treatment by argon laser, the 
leaking capillaries were obliterated (O) 
and the vision improved to 20/30 
(Figure 4). 


Continued study needed 

The availability of photocoagulation 
and, most particularly, argon laser 
photocoagulation makes it possible to 
help patients who have visually-dis- 
abling vascular diseases in instances 
where this was not heretofore possible. 

The ultimate place of this modality 
of therapy remains to be determined. 
It is still too early in its history to make 
long-range judgments. It is not known 
at this time whether early gains will in 
fact continue. Nor do we know with 
certainty whether the deliberate occlu- 
sion of retinal vessels may, in the long 
range, be followed by other and more 
difficult problems. 


Figure 4: Fluorescein antiogram after laser treatment, 
illustrating obliteration (O) of previously leaking vessels. 


The procedure of photocoagulation 
should, therefore, realistically be 
viewed to be in an experimental and 
evaluative phase at the present time. 
It must remain the goal to find less 
destructive methods of therapy and 
methods of prevention of the vascular 
diseases that photocoagulation attempts 
to alleviate. 
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An instructor raises an interesting question: What happens to a patient who 
is brought out of his lethargy by a nursing student, when that student is 
given another assignment and has to leave him? 


Leslie Horton 


When I walked into Mr. Lang’s room, “gz with two or three registered nurses and 


he was fully dressed, lying curled up 
in a ball with his back to the door. My 
first impulse was to leave him undis- 
turbed, but for some reason I changed 
my mind. 

“Mr. Lang.” 

“Huh” he snorted. 

“1’m Ms. Horton.” 

No answer. 
“Would you turn around, please?” 


Slowly, without a word, Mr. Lang : 


turned his head so he could see me; but 
he remained in a curled up position. 

“T teach student nurses, Mr. Lang, 
and will be bringing some students to 


this hospital next week. Today, I’m ‘@ 


learning my way around here and 
meeting some of the patients.” 

Mr. Lang’s dull, expressionless eyes 
continued to stare at me. After a few 
more unsuccessful attempts at conversa- 
tion, I said, “Ill probably see you 
again. Okay?” 

“Huh.” 

I'd like one of the students to work 
with him, I thought to myself as I left 
the room. 


This hospital admitted patients who 
were able to look after themselves 
quite well, but because of age or lack 
of family ties, needed general supervi- 
sion. The staff was limited in number, 


Leslie Horton is the pen name of a nurse 
author who lives in Western Canada. 
She has written other articles for The 
Canadian Nurse in the past. 
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“= a few aides to give round the clock 


care to 200 people. 

I planned to bring students here for 
a six-week experience, the main objec- 
tive being to help them learn to develop 
a one-to-one relationship with a fairly 
healthy individual. 

After I left Mr. Lang’s room, I 
checked with the nurse on duty. I 
learned Mr. Lang had been in the 
hospital for two years. He could look 
after most of his physical needs, but 
because he had no close relatives, he 
had to live in this hospital. He spent 
most of his time curled on his bed and 
only came out of his room for his meals 
and bath. The nurse was pleased to 
hear I wanted to assign a student to 
him. 

The student I selected to work with 
Mr. Lang was Joan Merton, an out- 
going, enthusiastic young lady. She 
seemed to recognize people’s needs 


: intuitively, and had a special talent 


in helping them feel comfortable. She 


, eagerly accepted the challenge Mr. 


Lang presented. Patiently, but persist- 
ently, she encouraged him to develop 
an interest in himself and others, and 
discouraged him from maintaining his 
state of lethargy. 
It was rewarding to see him improve. 
A milestone was reached the day he 
was neatly dressed, shaved, and sitting 
in his room when Ms. Merton arrived. 
Then, a few days later, he said, “Good 
morning, Ms. Merton,” when she 
walked into his room. 
Gradually he spent more and more 
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with the student, and later 
the lounge with her. Some 
gs he sat in the lounge waiting 


accident, Ms. Merton learned 
Mr. Lang had coached little 
baseball in his younger days. 
a baseball fan herself, she was 

e to renew his interest in the sport. 


> baseball games on television were’ 


usually scheduled at times that Ms. 


Merton was off duty. Therefore, they 


decided that while he watched the games 
in the lounge at the hospital, she would 


watch them at her apartment. The 
next time she came to see him, they 
would compare notes. Soon Mr. Lang 
knew all the players of the Montreal 
Expo team and their batting averages. 

But time passes swiftly when one is 
learning, and the six weeks were coming 
to an end. The students had been 
instructed to prepare their patients for 
the time when they would have to 
leave. The day before Ms. Merton 
left the hospital, she walked into my 
office. Her usually cheerful face was 
sad, 

“Could I speak with you, please, 
Ms. Horton?” she asked. 

“Certainly, come in and sit down,” I 
said, gesturing toward a chair near my 
desk. 

She began to talk the moment she 
sat down. “I don’t know how to make 
Mr. Lang understand that I’m leaving,” 
she said. “I’ve told him all along that I 
was here for six weeks. I mentioned 
this frequently in our conversations so 
he would be prepared. Then, today, 
I told him that tomorrow was my last 
day and I wouldn’t be seeing him 
anymore. He asked why. So | explained 
again that I was here for six weeks and 
that tomorrow would be my last day. 
The more | tried to explain, the less he 
seemed to understand. He kept repeat- 
ing, ‘but I don’t understand, I just 
don’t understand!’ He had that same 
dull look in his eyes that he had the 
first day I worked with him. Finally, 
I didn’t know what more to say, so I 
left.” 

After talking together awhile, I 
promised to go with this student to see 
Mr. Lang in the morning. But what 
help could I be? What could I say to 
him? How could I explain that although 
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he still needed Ms. Merton, we no 
longer needed him and therefore were 
leaving? 

I touched the student lightly on the 
hand. “I'll see you in the morning 
then,” I said. 

“Thanks,” she said, as she stood 
up to leave. When she reached the 
door, she turned to look at me. There 
were tears in her eyes. “Ms. Horton, 
what is going to happen to Mr. Lang?” 
she asked. 

“T don’t know, Ms. Merton,” I said, 
“T just don’t know.” 

For a long time after the student 
left, I sat at my desk. I was troubled. 
What was going to happen to Mr. Lang? 
I told Ms. Merton | didn’t know, but 
1 didn’t tell her what I thought would 
happen to him. 

I expected that, for a while, Mr. 
Lang would continue to shave and 
tidy himself in the morning. He would 
spend time in the lounge watching the 
baseball games. However, since he 
had no one he could share this expe- 
rience with, his interest in baseball 
would diminish. Then, one day, he 
would forget to shave. This would 
happen more and more often as the 
memory of Ms. Merton slowly faded 
and the brief period of his life that she 
had shared seemed less and less real. 
Finally, the time would come when 
he would spend most of his day curled 
up on his bed. his face to the wall, and 
a dull and expressionless look in his 
eyes. I hoped I was mistaken, but this 
is what I foresaw happening to Mr. 
Lang. 

What am I doing to patients? I use 
them to teach students to care for a 
patient as an individual. I set up the 
student’s schedule so she can spend 
more time with the patient in six weeks 
than any nurse has spent with him in 
a year. The student applies the princi- 
ples she has learned. She sees they 
are effective as the patient begins to 
look and feel like an individual and a 
person again. 

At this point, I pull the props from 
under the patient by removing the 
student. He is left alone to struggle by 
himself or to find his way back to that 
state somewhere between life and 
death in which he had found it less 
painful to live. 

Did I do Mr. Lang an_ injustice? 


Would it not have been kinder to have 
left him as he was? Am I committing a 
moral wrong by using patients in this 
way for student teaching? 

I could argue that this short period 
of experiencing a close, caring relation- 
ship with the student was better than 
nothing at all. Perhaps. Yet I wonder 
whether this type of reasoning is 
anything more than a method to soothe 
my conscience. I could place the 
responsibility on the staff. They should 
spend more time with the patient and 
take over where the student left off. 


But is this being realistic or fair? 


As much as the staff would like to 
spend more time with Mr. Lang, they 
already have more than they can 
handle. They can scarcely manage 
to give out the medications, do the 
treatments, carry out the doctors’ 
orders, and cope with the many emer- 
gencies that occur in this type of 
hospital. Such activities as discussing 
baseball with a patient or sitting in the 
lounge with him would be placed very 
low on the list of priorities. 

I could argue further that the govern- 
ment should allow more money so a 
larger staff could be hired. Perhaps 
it should. However, this does not 
relieve me of my responsibility. As 
much as I would like to pass the 
burden of responsibility to someone 
else, I believe it rests squarely on my 
shoulders. I knew what the situation 
was like before I assigned the students. 
Did I believe that, like magic, there 
would be money and nurses available 
at the end of six weeks? Of course not! 

The fact was I hadn’t looked that 
far ahead when I selected Mr. Lang. 
My main concern was student teaching. 
I had neglected to think about the 
patient’s welfare. If I had looked 
ahead, I could have predicted the 
situation that troubled me now. 

The memory of Ms. Merton standing 
in the doorway will remain with me for 
a long time. And I will not soon forget 
her question, “What will happen to 
Mr. Lang?” Y 


Thomas Jefferson, an astute nonmedi- 
cal observer of eighteenth century 
medical practice, has been credited 
with this comment: “For some forms 
of disease well known and well defined, 
medicine has found substances that will 
restore order to the human system; but 
a great mass of disease remains undis- 
tinguished and unknown, exposed to 
the random shot and theory of the 
day.” Although many diseases of that 
day have subsequently joined the “well- 
known and well-defined” category, 
there are still some common conditions 
that are often missed or misinterpreted. 

One such syndrome, which afflicts 
only women, is idiopathic edema (or 
metabolic, cyclic, periodic, or distress 
edema). This syndrome, first reported 
less than 20 years ago, is still under- 
represented in the literature and under- 
diagnosed in practice, possibly because 
failure to demonstrate characteristic 
biochemical anomalies currently prej- 
udices the recognition and “respecta- 
bility” of a new syndrome. 

Admittedly, idiopathic edema also 
suffers from being ill-defined — in 
both senses of that term, since many 
of its clinical features are nonspecific 
and most published definitions are in 
negative terms, such as “edema without 
demonstrable cardiac, renal, hepatic, 
nutritional hypoproteinemic, or “ob- 
structive causes.” 


Definition 

Some 10 years ago, having observed 
the course of idiopathic edema in an 
initial study of 34 “classical” cases, 
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Idiopathic 


edema 


The author describes a syndrome that is prevalent among the female 
population, is rarely diagnosed, and is underestimated as a condition 
contributing to disorders of personality, mood, and behavior. 


J.B.R. McKendry, M.D., M.Sc., F.R.C.P. (C) 


we evolved a definition in more positive 
terms. This definition has withstood 
the test of clinical application in about 
200 subsequent cases: “An inexplicable 
non-pitting edema, not related to men- 
ses, which fluctuates in response to 
posture, emotional stress, and possibly 
other factors, and which principally 
affects emotionally labile, overweight 
women with diabetes or diabetic dia- 
thesis between ages 20 and 60.” 


Clinical presentation 

From the foregoing, we may surmise 
that patients with idiopathic edema 
symptoms are most likely to be seen 
by family physicians, gynecologists, 
psychiatrists, general internists, or 
endocrinologists. Also, many women 
who are more or less miserable from 
this syndrome probably diagnose their 
difficulties in terms of menses, meno- 
pause, “mood,” or stresses of modern 
life, without consulting a physician. 

It is of some importance, therefore, 
that women generally and health per- 
sonnel in particular be more aware of 
the general characteristics of this 
condition. An appropriate index of 
suspicion and a systematic approach 
to diagnosis can at least explain, if 
not entirely relieve, the spectrum of 
complaints of these sometimes difficult 


Dr. McKendry is Associate Professor of 
Medicine, University of Ottawa, and 
Chref of the Department of Metabolism 
at the G4tawa Civic Hospital, Ottawa. 


patients who can preempt an inordinate 
amount of medical and nursing services. 

The typical woman with idiopathic 
edema is somewhat overweight, young 
or middle-aged, with fatigue, irritabili- 
ty, depression, tension, and headaches. 
She usually has: a history of menstrual 
dysfunction or gynecological surgery; 
a personal or family history of diabetes; 
or such diabetes-related stigmata as big 
babies, reactive hypoglycemia, preco- 
cious coronary disease, or a history 
of pregnancy that includes hydramnios, 
toxemia, or late fetal death. 

The patient may or may not spon- 
taneously complain of swelling or 
puffiness. To elicit this vital clue, 
it is important to ask: “Are you subject 
to episodes of general swelling or 
puffiness involving face, hands, or 
body?” Women with simple obesity 
who may sometimes appear puffy will 
answer in the negative, while women 
with idiopathic edema will give a defi- 
nite affirmative response. 

In short, whether the examiner can 
appreciate it or not, women do know 
when they are swollen. Enquiry about 
this diagnostic clue should become part 
of every examination; for although 
edema is a sine qua non for diagnosis, 
some patients may never show visible 
signs of it, even though they have sub- 
jective puffiness or tightness of tissues 
of the limbs, face, or trunk, together 
with the abdominal bloating — that 
characteristically worsens as the day 
goes on. 

The edema seems to occur in all 
tissues available to inspection, although 
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change of posture there is some 
agonal effect on its esccibyiton: 


¢ pitting may be found around the 
ankles from associated venous insuf- 
ficiency or other cause. Presumably, 
‘internal organs share in the general 


edema, with involvement of the gut 
accounting for the abdominal distention 


and edema of the brain contributing 
to headaches and disturbance of mood 
and behavior. 

Facial puffiness, if apparent at all, 
is most readily seen in the early morn- 
ing, and pedal edema, in the evenings. 
Leg edema and foot edema are not 
included in our definition of the idio- 
pathic edema syndrome, as they are 
too prevalent a finding in women tc 
have much diagnostic value. 

Characteristically, swellings occur 
intermittently, usually accompanied by 
exacerbation of other symptoms, main- 
ly of central nervous system origin. 
The person’s social history may reveal 
unfortunate secondary effects, resulting 
from the emotional lability, irritability, 
hostility, and depression that resemble 
severe ,and persistent premenstrual 
syndrome. These patients may report 
frequent changes of job or marital 
disharmony, with a greater than normal 
likelihood of separation or divorce. 

‘Cigarettes and coffee were used to 
a greater than average degree by a 
majority of the women in our series. 
Use of alcohol, however, was not a 
problem, possibly because party-going 
often induces a troublesome exacerba- 
tion of edema and associated symptoms. 


Diagnosis 

Given a patient with some combin- 
ation of the foregoing features, a spon- 
taneous complaint or an evoked ad- 
mission of swelling, and a reasonable 
index of suspicion regarding idiopathic 
edema, the next step is to ask her to 
keep a record of body weight changes 
for a month. She should record weight 
to the nearest one-half pound after 
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dressing in the morning, and again 
some 12 hours later. 

Over 80 percent of women with 
idiopathic edema gain two or more 
pounds during at least one-third of 
the days in a month when symptoms of 
edema occur. This suggests that part of 
the mechanism of edema is exaggera- 
tion of the normal antidiuretic response 
to assumption of upright posture. 

Our studies on control groups of 
women, including obese women, indi- 
cate that this magnitude of moming- 
to-evening weight change does not 
occur in the absence of idiopathic 


edema syndrome. During more severe 
relapses, 8 to 10 pounds may be gained) 
or lost in a day. Occasionally, cases are’ 
seen in which diurnal gains over several 
days exceed nocturnal diuresis, until) 
this phase terminates with a spontane-. 
ous diuresis of some 8 to 15 pounds. 

The possibility of hepatic, renal, 
cardiac, or nutritional failure as con- 
tributing factors to the edema must be 
excluded by appropriate tests. How- 
ever, exclusion of other diagnoses 
does not establish a diagnosis. 

To foster a positive approach to the 
diagnosis of idiopathic edema and to 


INTERMITTENT IDIOPATHIC EDEMA ‘ 
core 4 
CLINICAL DIAGNOSTIC INDEX when Patient i 
present score i 
| 
1. Nonpitting edema of face, trunk, or upper 
limbs, unrelated to menses. 5 
2. Weight gain 8:00 a.m. — 8:00 p.m. of 2 or more 
pounds on a least 1/3 of days 5 
3. Weight gain in | day of 4 or more pounds, 
unrelated to menses 4 { 
4. Worsening or onset of nervous tension, ) 
depression, irritability, headache in 
phase with edema 4 
5. History of menstrual dysfunction 3 I 
| 
6. Personal history of diabetes, big babies, i 
glycosuria, functional hypoglycemia, or 
repeated abortions 3 
7. Family history of diabetes or big babies 
(9 pounds or more) 2 
8. Nervous temperament and/or autonomic 
instability ' > 


i. 


Life insurance tables) 


9. Overweight (15 percent or more over Metropolitan 


10. Onset 20 to 60 


Total Score 


ab 
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help quantitate its severity, we devel- 
oped a clinical diagnostic index (page 
42). The weight given to various scores 
is, in general, based on the frequency or 
uniqueness of the particular clinical 
feature or parameter. Total scores of 
15 or higher are virtually diagnostic of 
the idiopathic edema syndrome. 


Neuropsychogenic manifestations 

One of our earlier studies on per- 
sonality characteristics and psycho- 
logical changes in idiopathic edema 
indicated that intellectual capacity 
was good. This study also showed that 
the following were prevalent personality 
characteristics. “immature, demanding, 
and egocentric, with exaggerated needs 
for affection and sympathy; tendency 
to a hysteroid nature, usually with some 
secondary gain from symptoms; un- 
duly worried about health, home, 
family, and financial security in that 
order; preoccupied with body functions 
and with associated multiple chronic 
complaints, holding fixed notions as 
to their organic basis; tendency to over- 
control needs and impulses, and the 
inability to express emotions in a modu- 
lated adaptive way; overreacts to 
threats or makes emergency responses 
in the absence of real dangers; usually 
reasonably capable of appropriate 
social behavior and able to get along 
with others when this is sufficiently 
desired; minimal schizoid or psycho- 
pathic features.” 

Although many women with idio- 
pathic edema recognize they are diffi- 
cult to live with, particularly during 
relapses, they find it virtually impossi- 
ble to moderate the tenseness, depres- 
sion, hostility, and aggressiveness that 
mar interpersonal relationships. They 
commonly complain that they “yell 
at the children constantly,” “lose 
friends by picking fights,” and “wonder 
how my husband puts up with me.” 
_ Indeed, the morbidity resulting from 
_edema-related disturbances of mood, 
personality, and behavior constitutes 
_ the most serious clinical aspect. 
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Even the fabled forbearance of health 
professionals can be exhausted by per- 
sistent termagancy (a term more elegant 
than “bitchiness”). Some have been 
described as patients “whom nurses 
dislike having to care for,” and who 
are capable of “kindling feelings of 
aggression in the most urbane physi- 
cian.” But all are by no means term- 
agantish, and only a few are persistent- 
ly so— although extra efforts to main- 
tain equanimity may be required. 


Relation to diabetes 

The second most significant clinical 
aspect of this syndrome is its apparent 
association with diabetes. For well 
over a decade we have been collecting 
information about the co-occurence of 
these conditions. As we follow up our 
not-yet-diabetic patients, we find a 
high rate of development of diabetes. 
This leads us to believe we may soon 
be able to replace the term idiopathic 
with diabetic. Although the diabetes 
usually develops years after the first 
appearance of the edema, the reverse 
sequence also occurs quite frequently. 

The natural history of idiopathic 
edema is still not well known, but our 
experience suggests that it usually lasts 
a few years and rarely a few decades, 
and that it infrequently persists beyond 
age 60. The syndrome per se does not 
appear to reduce life expectancy; nor is 
it related to later development of renal 
disease or any other disorder except 
diabetes. 


Management 

Most women with idiopathic edema 
are greatly relieved when the diagnosis 
has been made and the nature of the 
condition — which has plagued them 
and often puzzled the doctor — has 
been explained. This provides the basis 
for understanding and acceptance of the 
problem by patient and family alike. 

Lacking any clear answers to ques- 
tions about even the elementary aspects 
of pathogenesis, there is no basis for 
specific therapy at this time; treatment 


pele 


is essentially symptomatic and support- 
ive. The edema is tackled by weight 
reduction where indicated; by sodium 
restriction of moderate degree; and 
by use of diuretics, usually of the thia- 
zide or aldosterone antagonist types. 
Tension, insomnia, depression, head- 
aches, and so on, are treated by seda- 
tives, antidepressants, and analgesics 
as indicated. 

During exacerbation, fairly frequent 
follow-up visits can provide useful 
supportive psychotherapy and_ the 
opportunity for adjustments to the 
regimen of symptomatic therapy. Be- 
cause of the liability to develop dia- 
betes, blood sugar monitoring is indicat- 
ed at intervals. 


Summary 

The idiopathic edema syndrome is 
rather prevalent among the female 
population, but is under-diagnosed 
and under-estimated as a condition 
contributing to significant disorders 
of personality, mood, and behavior. 
There is considerable evidence that 
it is somehow related to diabetes. 

The usual presentation and course 
of the constellation of clinical features 
has been described, together with a 
systematic approach to establishing 
the diagnosis on the basis of clinical 
data. On the grounds of its capacity to 
produce morbidity as well as the possi- 
ble insights to be derived about dia- 
betes from better understanding of 
idiopathic edema, this condition de- 
serves wider appreciation and more 
intensive investigation. e 
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rdisciplinary conference on “Un- 
derstanding and Helping Families in 


_ fee: $30. For further information, write 
to: Alumni Committee, Faculty of 
Nursing, Health Sciences Centre, U. 


of Western Ontario, London, Ontario. 


May 18-19, 1973 

Two-day conference on “Sexuality: The 
Professional and the Client,’’ sponsor- 
ed by Continuing Nursing Education, 
State University of New York at Buffalo, 
Schrafft’s Motor Inn, Niagara Falls, 
N.Y. For additional information, write 
to: Dept. of Continuing Education, 
School of Nursing, State U. of New 
York, Buffalo, N.Y. 14216, U.S.A. 


May 22, 1973 

Association of Nurses of Prince Ed- 
ward Island, annual meeting, Char- 
lottetown, P.E.1. 


May 27-29, 1973 

Manitoba Association of Registered 
Nurses, annual meeting and diamond 
jubilee, Red Oak Inn., Brandon, Man. 


May 29-30, 1973 

Seminar on ‘Engineering in Health 
Care,” sponsored by the Canadian 
Medical and Biological Engineering 
Society, Chateau Laurier Hotel, Otta- 
wa. Registration fee: $20. For further 
information, write to: Seminar Secre- 
tariat, Bldg. M-50, National Research 
Council, Ottawa, Ontario K1A OR8. 


May 29-31, 1973 

New Brunswick Association of Regis- 
tered Nurses, annual meeting, Hotel 
Beausejour, Moncton, N.B. 


June 4-5, 1973 

Course on “Production of Audiovisual 
and Television Resources.” Fee: $40. 
For further information, write to: Uni- 
versity of British Columbia Health 
Sciences, Vancouver, B.C. 
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June 10-13, 1973 

Third annual Canadian Educational 
Communications Conference, sponsor- 
ed by the Canadian Education Media 
Council, Hyatt Regency Hotel, Van- 
couver. For further information, con- 
tact: Wayne Blair, Douglas College, 
Box 2503, New Westminster, B.C. 


June 13-15, 1973 

Saskatchewan Registered Nurses’ As- 
sociation, annual meeting, Corona 
Motor Hotel, Yorkton, Saskatchewan. 


june 13-15, 1973 

Registered Nurses’ Association of 
Nova Scotia, annual meeting, Mount 
Seton Academic Centre, Mount Saint 
Vincent University, Halifax, Nova 
Scotia. 


June 14-15, 1973 

Course on ‘“‘Nursing Supervision” for 
nurses in middle management posi- 
tions. Fee: $30. For further information, 
write to: University of British Columbia 
Health Sciences, Vancouver, B.C. 


June 14-16, 1973 

Course on “Clinical Application of 
Sexuality in Nursing,” U. of Victoria, 
Victoria, B.C. For further information, 
write to: Registered Nurses’ Associa- 
tion of British Columbia Continuing 
Education Listings for Nurses, 2130 W. 
12th Ave., Vancouver, B.C. 


June 11-15, 1973 

Health care evaluation seminar, spon- 
sored by McGill University School of 
Nursing. The seminar is one of a series 
being held across Canada. Each appli- 
cant will be asked to submit a proposal 
for health care evaluation, to serve as 
a focus for his activities during the 
program. Tuition fee: $100; some schol- 
arships and travel awards are availa- 
ble. For further information and appli- 
cation forms, write to: Moyra Allen, 
Project Director, School of Nursing, 
McGill University, 3506 University St., 
Montreal 112, Quebec. 


June 11-15, August 27-31, 1973 
February 18-22, 1974 

One week course for nurses involved 
in prevention, control, and manage- 
ment of tuberculosis. The course, to 
be held in Ottawa, will be sponsored 
jointly by the University of Ottawa 
School of Nursing and the Canadian 
Tuberculosis and Respiratory Disease 
Association. For further information, 
write to: Ms. Lorette Morel, CTRDA, 
345 O’Connor Street, Ottawa, Ontario 
K2P 1V9. 


June 16, 1973 

Reunion of all graduates, and 25th 
anniversary of the opening of the 
Metropolitan (Demonstration) School 
of Nursing, Holiday Inn, Windsor, 
Ontario. For further information, write 
to: Violet M. Burchell, 98 Beechwood 
Cres., Fredericton, N.B. 


June 24-27, 1973 

Canadian Tuberculosis and Respira- 
tory Disease Association, 73rd annual 
meeting; Canadian Thoracic Society, 
15th annual meeting and 10th annual 
nurses’ institute, Palliser Inn, Calgary, 
Alberta. For further information, write 
to: Mr. H.E. Drouin, Executive Secre- 
tary, CTRDA, 345 O’Connor St., Ottawa. 


July 16-18, 1973 

Second national summer working 
conference, The American Society of 
Childbirth Educators, Philadelphia, 
Pennsylvania. Conference theme: 
“Childbirth Education: Crisis Interven- 
tion.” For further information, write 
to: American Society of Childbirth 
Educators, 19K-230 Riverside Dr., 
New York, N.Y. 10025. 


July 16-August 3, 1973 

Workshop on ‘Psychological Concepts 
of Human Sexuality as they Influence 
Family Planning and Sex Education,” 


Loyola of Montreal, Summer School. 


Fee: $100. For further information, 
write to: Ms. G. Lennox, Program 
Coordinator for 
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Health Education, — 
Loyola Evening Division, 7270 Sher- — 
brooke St., W., Montreal 262,P.Q. 
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new products 


Round mammary prosthesis 

Dow Corning has introduced a new 
silicone mammary prosthesis that is 
round in shape. Its soft, seamless enve- 
lope contains a low viscosity, translu- 
cent silicone gel that closely approxi- 
mates the softness, fluid-like mobility, 
and weight of the normal breast. Des- 
cription and instructions for its use 
are given in Dow’s bulletin 51-194. 

The shape of the new prosthesis 
makes it anatomically adaptable for 
cosmetic augmentation mammaplasty, 
replacement following the removal 
of another prosthesis, or restoration 
following subcutaneous mastectomy. 
The seamless, soft envelope helps eli- 
minate edge palpability of the implant. 
The medical grade silicone materials 
provide an extremely pliable implant 
that conforms to the desired surgical 
pocket and the overlying tissue. It 
will retain its original softness, will not 
harden or undergo physical alteration 
after implantation, and will resist ab- 
sorption and degeneration. 

Two versions of this Silastic pros- 
thesis are available: one has Dacron net 
tissue fixation patches on the back of 
the implant, which allows positive 
fixation of the prosthesis to the chest 
wall by tissue ingrowth through and 
around the patches; the other has a 
single orientation patch to help establish 
the desired alignment. Tissue ingrowth 
or fixation does not occur because 
there is no exposed Dacron. 

For more information, write to Dow 
Corning Silicones Inter-America Ltd., 
| Tippet Road, Downsview, Ontario. 


Pain-relieving gas mixture 

A gas mixture of 50/50 nitrous oxide 
and oxygen, known as Entonox, has 
been introduced in Canada by Cana- 
dian Oxygen Limited. Developed by 
the British Oxygen Company, it has 
been used for many years in the United 
Kingdom, primarily as an analgesic in 
childbirth. 

Cylinders of the gas mixture can be 
self-administered by the accident victim 
at the scene of an accident, on the way 
to hospital, and in other emergencies. 
The units weigh 13 + pounds each. 

According to Canox medical divi- 
sion, the main advantage of Entonox 
is that trained ambulance personnel 
can supervise self-administration, 
which involves turning on the gascand 
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breathing through a face mask or 
mouthpiece; a minimum of supervision 
is required. Analgesic and resuscitative 
properties are combined in one gas. 

Entonox also gives quick pain relief 
without masking signs or symptoms 
when the patient reaches hospital. With 
the 50 percent oxygen content, there is 
no risk of asphyxia. Patients who have 
lost blood can benefit. 

More information is available from 
Canadian Oxygen Limited, 355 Horner 
Ave., Toronto 14, Ontario. 


Bandafix 

ICN Canada has introduced Bandafix, 
a seamless elastic ‘net’ bandage. It is 
made of spun latex threads and twined 
cotton to replace hydrophilic gauze 
and adhesive plaster. It is particularly 
useful to secure dressings in places 
that otherwise are difficult to bandage. 

Bandafix is easy to use and saves 
time when applying, changing, and 
removing bandages. It stays securely 
in place, and comes in seven sizes 
to provide a fixation bandage for every 
part of the body. The same bandage 
may be used repeatedly; it is washable 
and can be autoclaved. 

This bandage is available in clinic 
packages of 25 meters per size. The 
handy roll box can be used alone, or 
can be placed in the chromium-plated 


“anada Ltd., 675 Montée de Liesse, 
Montréal 377, Quebec. d 


Intravenous product 
ICN Canada has announced a new in- ~ 
travenous product called ECWaSol. It 
is an extracellular water solution to re- } 
place extracellular water lost during | 
and after elective operations or acci- 
dental injury, other trauma or general 
shock; and to administer packed cells 
during blood transfusion. 

Since ECWaSol contains bicarbon- 
ate it can be offered in most situations 
where normal saline and/or its substi- 
tuted lactate. acetate, and other deriva- 
tives would be used. ECWaSol is packed 
in 500 ml intravenous bottles. 

More information is available from 
ICN Canada Limited, 675 Montée de 
Liesse, Montreal 377, Quebec. 


Epistaxis catheter 

The double balloon epistaxis catheter 
has been designed specifically for 
control of nasal hemorrhage. This 
catheter is easy to operate, and features 
total control and minimal discomfort 
to the patient. 

The instrument is passed through 
one nostril until the catheter tip reaches 
the postnasal wall. The fixed distal 
balloon is inflated with a hand syringe 
to the desired size. The mobile prox- 
imal balloon is then moved axially 
along the catheter until it is within 
the nasal vestibule. At this position it 
is inflated, offering instant control 
of nasal hemorrhage. 

The balloon is made of pure latex 
and is supplied sterile, ready for use. 
For further information, write to 
Herman Krone, American Hospital 
Supply (Canada) Limited, 1076 Lake- 
shore Road East, Mississauga, Ontario. 


Snack tray 

American Hospital Supply Corp. (Can- 
ada) Ltd. has introduced a practical 
snack and nourishment tray. It is 7+ 
x 10 inches in size, with an 8 oz. insu- 
lated bowl permanently molded onto 
it. Four Dinet trays fit onto a 15 x 20 
inch or 16 x 22 inch tray. The three 
colors are meant to pep up lagging 
appetites. 

According to the company, it is 
ideal for late meals, liquid meals, 
snacks, feeding between meals, and — 
the lighter meal of a four or five-meal — 
plan. The tray has a disposable lid. 

For further information, contact — 
Herman Krone, American Hospital 
Supply, 1076 Lakeshore Road East, — 
Mississauga, Ontario. ei 


names 


'New faculty members in the school of 
mursing, University of Calgary, have 
'been announced. 


Marjorie Anderson 


Marjorie C. Anderson (R.N., B.Sc., 
'U. of Alberta; M.N., U. of Washington, 
Seattle) has taught at the school of 
nursing, Medicine Hat General Hos- 
pital and has been staff nurse, head 
nurse, and supervisor of the intensive 
care unit at the Royal Alexandra 
Hospital, Edmonton. She has also 
worked as a staff nurse at St. Mary’s 
Hospital, Paddington, England. 

Sheila B. Embury (R.N., Calgary 
General H.; B.Sc., U. of Alberta) has 
taught at the school of nursing, The 
Calgary General Hospital; has been 
staff nurse at the Vancouver General, 
Royal Alexandra, Foothills and Peace 
River Municipal Hospitals; and 
municipal nurse employed by the town 
of Swan Hills, Alberta. She has held 
a number of offices with the Alberta 
Association of Registered Nurses. 


a 
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Norma Karlinsky Peggy Webb 
Norma Karlinsky (R.N., Winnipeg 
General H.; Cert. Psych. Nursing, 
Allan Memorial Inst., Montreal; B.N., 
McGill U.) has held a variety of posi- 
tions at the Allan Memorial Institute 
of Psychiatry, including team leader, 
assistant head nurse, and clinical 
instructor. She recently lived on a 
kibbutz in Israel and studied Hebrew. 
M. (Peggy) R. Webb (R.N., Winnipeg 
General H.; B.N., U. of Man.) has 
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been public health nurse with the 
Manitoba Department of Health and 
Montreal Health Department; staff 
nurse at the Winnipeg General Hos- 
pital and the Victoria General Hospital; 
and has taught in the schools of nurs- 
ing at the Winnipeg General Hospital, 
the Calgary General Hospital, and 
St. Joseph’s school of nursing, Hotel 
Dieu Hospital, Kingston, Ontario. 


Margaret Hardy, senior nursing con- 
sultant, occupational health services 
of the Ontario Ministry of Health, 
Toronto, was elected a vice-president 
of the Permanent Commission and In- 
ternational Association of Occupation- 
al Health at its meeting in Buenos 
Aires. With headquarters in Milan, 
Italy, this association will hold its next 
triennial conference in 1975 in Brigh- 
ton, England. 


Jo Brazel, a third-year student in the 
B.Sc.N. program at Mount St. Vincent 
University, Halifax, was elected nation- 
al chairman of the Canadian University 
Nursing Students Association at its 
annual conference in Halifax. She is the 
official representative of CUNSA to the 
International Council of Nurses con- 
gress in Mexico City. 

Atlantic, Quebec, Ontario, and 
Western regional chairmen elected are: 
Glenda Doucet, Dalhousie U.; Jackie 
Bayreuther, McGill U.; Vicki McGuire, 
Laurentian U.; and Gerri Trerise, U. 
of British Columbia. 


Brenda Marion Allt is now director of 
nursing service, Halifax Infirmary. 
She is a graduate in nursing of St. 
Mary’s Hospital, Portsmouth, England; 
has a diploma for teaching in schools 
of nursing from Dalhousie U., Halifax; 
and a B.Sc.N. from Mount St. Vincent 
U., Halifax. 

Her career, since she and her husband 
came to Canada in 1957, has included 
case room work and teaching of obstet- 
rics and medical-surgical nursing at the 
Halifax Infirmary. 

Ms. Allt has been a member of the 
RNANS committee on nursing education 
and is currently on the Canadian Testing 
Service blueprint subcommittee on 
obstetrical nursing. 


William 
Sutherland 


Winnifred 
Sutherland 


Winifred McLean Sutherland and her 
surgeon husband, Dr. William Suther- 
land, have left for Solo, Indonesia, to 
serve for two years with MEDICO, a 
service of CARE. Their 18-year-old 
daughter, Mary Jane, has accompanied 
them. 

Born in Vancouver, Ms. Sutherland 
attended the University of British 
Columbia from 1936 to 1938 and 
trained in nursing at the Royal Colum- 
bia Hospital in New Westminster, B.C. 
She met her husband during World 
War II while a nursing sister in the 
Canadian army medical corps. After 
her marriage, she returned to UBC to 
earn her B.A. and B.S.W. She has been 
matron in a boys’ industrial school in 
Vancouver and, more recently, she 
resumed studies at UBC, majoring 
in theater set and costume design. 

The expanded program in Solo now 
includes teaching of medical students 
at nearby universities; training of 
surgical nurses and personnel to offer 
physiotherapy, x-ray service, and so 
on; and a general upgrading of labo- 
ratory and hospital services. 


Carole Ross (R.N., Royal Victoria H., 
Montreal; B.N., McGill U.) has been 
appointed assistant director of nursing, 
children’s services, Douglas Hospital, 
Verdun, Quebec. 

Git Ms. Ross has been 
on staff at the Allan 
Memorial Institute 
and has taught at 
Vanier College in 
Montreal. While on 
scholarship from 
Vanier College in 
1972, she worked 
with the director of 

McLean’s Hospital, 


education at 
Boston, Mass. 
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ecision Making in the Coronary Care 
Unit by William P. Hamilton and 
_ Mary Ann Lavin. 150 pages. St. 
_ Louis, Mosby, 1972. 

Reviewed by Jane K. Lenhardt, Fac- 
-ulty of Nursing, University of West- 

ern Ontario, London, Ontario. 


This is a workbook of problems to 
‘sharpen the decision-making skills of 
coronary care nurses. Each chapter 
presents six to ten cases — real situa- 
tions the authors were confronted with 
in a coronary care unit. They explain 
the actions they took in each situation, 
and why they were taken, not as a 
directive on how to handle any one 
situation, but to stimulate thought on 
the part of the reader. 

The book has nine chapters; the 
first seven present a type of problem 
frequently encountered in the coronary 
care unit. Each problem is approached 
from a patient-centered point of view, 
as one would gather from the chapter 
headings that begin “Care of the patient 
with. .. .” The problems discussed are: 
cardiac pain, an irregular pulse, a fast 
pulse, a slow pulse, a transvenous pace- 
maker, low blood pressure, and short- 
ness of breath. 

Chapter eight is entitled “Sudden 
Death,” and examines some nonmedical 
aspects of this problem, as well as the 
more usual medical responsibilities. 
Chapter, nine, ‘Practical Exercises,” 
includes 60 varied situations. 

The book is well organized for its 
purpose. Each chapter begins with a 
brief discussion of a problem. Each 
clinical situation includes a short back- 
ground to the case, a short description 
of the situation at the time the problem 
arose, and a rhythm strip. Each case is 
no more than two pages. 

The clinical situations are quite 
varied. Patients with cardiac histories, 
as well as those with no history of 
cardiac disease, are included. The dif- 
ferences:in the treatment of these two 
kinds of patients, even when they have 
the same problem, are carefully point- 
ed out. Many of the clinical situations 
lead the authors to emphasize the im- 
portance of relieving the anxiety of a 
patient with cardiac problems — some- 
thing worth emphasizing. 

A few of the comments on the clin- 
ical situations presented should be 
taken with caution. The authors con- 
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sider certain actions to be nursing 
responsibility, although a reader’s hos- 
pital might regard them as medical 
responsibility. The authors mention 
that legal clarification might be needed 
concerning some aspects of care, by 
the reader in her particular situation. 

There is an error on page 106 (clin- 
ical situation number 4). The ECG 
rhythm strip is interpreted as ven- 
tricular bigeminy. It is, rather, nodal 
bigeminy — the premature beats are 
of junctional origin, as indicated by 
the P wave in the ST segment. Treat- 
ment with Lidocaine is contraindicat- 
ed. It could, in fact, cause block. 

This book is designed to be used as 
a teaching tool in the coronary care 
unit; as such the authors have done a 
fine job. Advanced nursing students, 
registered nurses in general practice, 
and instructors will also find it useful. 


Cookbook for Diabetics and All the 
Family, 2ed. 169 pages. Don Mills, 
Ont., Burns & MacEachern, 1972. 
Reviewed by Marilyn Steels, Lec- 
turer, McMaster University School 
of Nursing, and Mary Henley, As- 
sistant Director, Department of 
Nutrition Services, McMaster Uni- 
versity Medical Centre, Hamilton, 
Ontario. 


This book is a valuable revision of the 
Cookbook for Diabetics published in 
1963. The change in the book’s title 
reflects a new emphasis on the philo- 
sophy that a diabetic diet is simply a 
well-balanced controlled diet. The 
diabetic family member need not be 
isolated from the rest of the family in 
the psychosocially important activity 
of eating. 

The format of this revision is essen- 
tially unchanged. However, the use 
of plain type may enhance its readabil- 
ity for persons with decreased visual 
acuity due to retinopathy. The one 
major fault of the book is its lack of an 
index to individual recipes. Consider- 
able page-flipping might be required 
to find clam chowder under “For the 
Gourmet” instead of “Soups.” 

Most diabetics on controlled diets 
are taught the exchange list system for 
meal planning. With knowledge of the 
number of servings a recipe should 
yield and the number of exchanges 


from each list per serving, a diabetic 
can safely include any food in his diet. 

The cakes, cookies, and quick breads 
section reflects a realistic use of sugar 
— something new in this edition of the 
book. The inclusion of a wide variety 
of sandwich fillings and cookies should 
help make lunch box menus more in- 
teresting. The recipes for hors d’oeu- 
vres, exchange list values for popular 
nibble foods, and numerous party sug- 
gestions should make _ entertaining 
easier and more enjoyable. All family 
members, young and old, can enjoy 
such treats as fudge, milk shakes, and 
ice cream floats. 

In addition to recipes for many 
foods that diabetics have traditionally 
considered to be forbidden, this book 
includes recipes for many dishes that 
diabetics may have felt were too com- 
plicated to prepare safely within the 
limits of their diet. A comprehensive 
gourmet section tells the diabetic exact- 
ly what he is getting in terms of ex- 
changes when he prepares gourmet 
delights, such as crab fondue, and coq 
au vin. Particularly valuable is the 
inclusion of a good selection of dishes 
to please families of various ethnic 
origins. German sour red cabbage, 
Ukrainian borsch, and French Cana- 
dian tourtiére are but a few examples. 

Although this book employs artifi- 
cial sweeteners in many recipes, the 
tips on freezing, canning, and prepa- 
ration of such things as salad dressing 
should help minimize the diabetic’s 
use of special dietetic foods. This will 
cut down on expense and make the 
diabetic’s diet more acceptable as gen- 
eral family fare. It should also mini- 
mize problems related to indiscrimi- 
nate use of prepared dietetic foods, 
which many diabetics assume are 
appropriate without really knowing 
what they contain. 

Other features that make this book a 
useful basic cookbook for anyone, 
diabetic or not, are a section on the 
use of recipes, measurement techni- 
ques, abbreviations, and equivalent 
measures; tips on sodium and fat res- 
triction; suggestions for the prepara- 
tion of liquid and soft diets for use in. 
illness; suggestions for the care and 
handling of meat, fish, and poultry; and 
a comprehensive section on seasonings, 
sauces, and stuffings. : 

In sum, this excellent new book — 
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_ lives up to its new name. It is a cook- 

book for the whole family and as such 
should be acceptable in any diet-cons- 
cious household, with or without a 
diabetic family member. 


Nutrition and Its Disorders by Donald 

S. McLaren. 280 pages. London, 
Churchill Livingstone, 1972. Cana- 
dian Agent: Longmans, Don Mills, 
Ontario. 
Reviewed by Elizabeth Lambie, 
Lecturer in Nutrition, School of 
Nursing, Dalhousie — University, 
Halifax, Nova Scotia. 


This small, inexpensive paperback is 
highly recommended for the libraries 
of schools of nursing. It would also as- 
sist students in medical school. 

Nutrition touches many parts of 
medicine in varying degrees and should 
be part of the curriculum in physiology 
and biochemistry, pathology, pediatrics, 
internal medicine, obstetrics, and, of 
course, in community medicine or pub- 
lic health. 

The text is divided into four sections 
to follow these needs: normal nutrition, 
primary nutritional disorders (under 
and overnutrition), secondary nutrition- 
al disorders, and community nutrition. 
In discussing systemic nutritional dis- 
orders, the author covers the liver; the 
intestines; diabetes mellitus; disorders 
of lipid, purine, amino acid metabolism; 
the endocrine system; the cardio- 
vascular system; the renal system; 
blood; nervous system; skin; eyes; and 
teeth. 

There is good discussion on nutri- 
tion and other conditions, such as aller- 
gy, pregnancy, injury, alcoholism, and 
cancer. Special mention should be 
made of the forward thinking section 
on parenteral nutrition. “... the starv- 
ing patient presents a problem no less 
important than patients with such con- 
ditions as acute cardiac, pulmonary or 
renal failure. The great attention given 
to maintaining fluid and electrolyte 
balance has tended to obscure the need 
to supply energy and nutrients.” 

The author uses the agent-host-en- 
vironment concept throughout; _ its 
application to the last section, nutrition 
in the community, is unique. 

This book is published in the United 
Kingdom and naturally uses the recom- 
mended daily intakes of energy and 
nutrients for the U.K. If we are teach- 
ing and practicing in Canada, it is ad- 
visable to use the recommendations of 
the Canadian Dietary Standard. It has 
been demonstrated that Canadians can 
be satisfactorily nourished on far lower 
intakes of protein than those suggested 
on page 88. There are too many people 
in our society who are not affluent, and 
protein is our most expensive food 
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commodity. A copy of the Dietary 
Standard for Canada is available 
from Information Canada bookstores. 

Hypervitaminosis D is discussed; it 
was a frequently reported condition 
following World War II when a wide 
range of foods was fortified with vita- 
min D in Great Britain. Other countries 
have learned from this over-exuber- 
ance. Today in Canada, under law, only 
margarine, milks, and formulae prod- 
ucts are allowed to have vitamin D 
supplementation, making it impossible 
for a Canadian to receive too much 
from food. 

Perhaps the introduction of wider 
information on nutrition and the in- 
clusion of this small text would help 
Canada to get on the bandwagon for 
correct nutrition information. 


Operations Research in Hospitals: 
Diagnosis and Prognosis by David 
H. Stimson and Ruth H. Stimson. 
110 pages. Chicago, Hospital Re- 
search and Educational Trust, 1972. 


In this book the authors seek to answer 
two questions: What does the opera- 
tions researcher have to offer hospitals 
at a time when mounting criticism is 
forcing hospital and health care admin- 
istrators to seek new ways of improv- 
ing services? What relationship be- 
tween the operations researcher and 
the administrator is desirable if opera- 
tions research studies in hospitals are 
to be useful and implemented success- 
fully? 

The authors assess the accomplish- 
ments and shortcomings of operations 
research in hospitals over the past 20 
years. They acknowledge that the stu- 
dies cited in the book are primarily 
those published in professional journals 
and books. 

After reviewing the operations re- 
search studies, the authors discuss 
some of the reasons for difficulties in 
implementation of study findings, such 


as the omission of the doctor or the pa- 
tient from hospital studies and the 
failure to assess the complexities in- 
volved in applying computer-based 
technology in the hospital. 

The final section of this short book 
deals with factors affecting the relation- 
ship between operation researcher and 
hospital administrator, and some sug- 
gestions for changing the relationship. 

This book will be valuable in the 
library of hospitals or other health 
care agencies that are involved with 
operations research. It is of general 
interest to nurses with administrative 
responsibilities or students in graduate 
programs in nursing. 


Research Planning and Action for the 
Elderly, edited by Donald P. Kent, 
Robert Kastenbaum, and Sylvia 
Sherwood. 569 pages. New York, 
Behavioral Publications, Inc., 1972. 
Reviewed by Moyra Allen, Profes- 
sor of Nursing, and Margaret Hoo- 
ton, Assistant Professor of Nursing, 
McGill University, School of Nurs- 
ing, Montreal, Quebec. 


This book is a collection of 31 papers 
presented or developed by one or more 
persons associated with research, plan- 
ning, or action for the elderly. In the 
introduction, the authors contend that 
the present level of knowledge of the 
elderly is an inadequate base from 
which direction can be taken to pro- 
vide services for the elderly. They also 
acknowledge that the practitioner is 
under pressure to solve problems and 
to act. 

Their proposed solution to this bind 
is the adoption of an action-research 
framework that would bring theory, 
practice, and research together in a 
type of process research whereby treat- 
ment process is linked to outcome 
goals. They take a look at the whole 
field of social gerontology and suggest 
the necessary research _ strategies. 
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it y in three parts: focus on theory, prin- 
_ ciples, and broadest use of social re- 
me search and social action; focus on re- 
search strategies and techniques; and 
focus on studies, substantive findings, 
and research reports with implications 
ae, _ for practice. 
: In their discussion of the theoretical 
' approaches, they attempt to present an 
interdisciplinary perspective. In their 
desire to do this, they include such a 
variety of viewpoints that one has dif- 
ficulty holding them in order to assess 
them. At the same time, the authors do 
not suggest a method for doing this, 
except in the social sciences. The final 
chapter of the first section is devoted to 
a consideration of the social science 
theories in terms of the authors’ re- 
search-action viewpoint. However, to 
approach the study of the elderly from 
an interdisciplinary perspective, one 
might have expected that other sources 
would be included, such as biologists, 
novelists, and other observers of the 
aged, for example, Simone de Beauvoir. 


The discussion of research strategies 
and techniques provides the reader 
with ways to gain information and data 
on the problems of the aged. Since this 
field of Study is in its infancy, one is 
not surprised to note the scattering of 
research téchniques presented. This 
same factor may account for the non- 
critical approach adopted toward re- 
search methods. Some of the specific 
aspects of the elderly about which 
questions are asked, include: compe- 
tence, social adjustment, interviewing 
behavior, greeting behavior, and pro- 
jective techniques. Certainly these 
areas of investigation reveal data, but 
one would anticipate that, as this area 
of knowledge develops, the problems 
of the aged would be attacked at a 
higher level, that is, within the context 
of society and culture. 

When one reads some of the studies 
presented in the final section of the 
book, for example, Physical Impair- 
ments in Aging or Socialization and 
Social Adjustment in Five Resident 
Settings, one is struck by the rather 
simplistic notion that specific ideas of 
theory can be easily applied to solve a 
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rnot of ‘riewledge 

Pad build | practice around them. 
__ In the introduction to the book, the 
point is made that ideas arise out of 
practice and out of the study of a par- 
ticular problem. Yet, the research 
techniques and studies that have been 
done on the aged population do not ap- 
pear to have used the aged as their ini- 
tial and primary source from which to 
derive beginning notions in this field. 
In other words, most of the ideas that 
are applied in practice stem from a 
given theoretical position. 

Owing to the vastness of the problem 
and to the goals the authors set them- 
selves, the book must provide a rather 
cursory overview at present. The book 
and, apparently, the state of knowledge 
of the elderly at this moment suffer 
el from the assumption that we 

now the problems confronting the 
aged person, and that we also unders- 
tand how he is experiencing his situa- 
tion. It is this assumption that unfortu- 
nately forms the basis for action for 
the most part, but the authors do not 
identify this as a problem. 
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problem in a more critical way, it will, 
e useful as a reference. However, 
additional sources of data need to be | 
used, some of which should come from 
developmental research studies. & 


AV aids 


FILMS 
Two new health films on hearing loss 
are available from Educational Film 
Distributors Limited, 191 Eglinton 
Avenue East, Toronto M4P IKI. 
O) Listen While You Can (color, 21 
mins., $290) stresses the importance 
of self-protection against noise. The 
film demonstrates the type of hearing 
loss sustained from working in areas 
of noise hazard. Sound frequency, cycle 
and intensity, and use of the oscillo- 
scope in sound measurements are 
explained. There are also explanations 
of the structure of the ear, use of an 
audiometer and audiogram, different 
types of dangerous noise, and means of 
reducing noise that is hazardous to the 
worker. 
C) Hearing Conservation (color, 22 
mins., $300) emphasizes the impor- 
tance of evaluating noise before it 
produces hearing loss. The film sug- 
gests improvements to reduce noise 
levels. 


VISUAL AIDS 

0 “Health begins at home” is the 
theme for world health day in 1973, 
the year the World Health Organiza- 
tion is celebrating its 25th anniversary. 
The 25 best photographs on this theme 
from the WHO collection are available 
free of charge for exhibition or publica- 
tion in 8 x 10 inch size. Duplicate 
negatives can be sent on request for 
larger sizes. The photographs are cap- 
tioned on the back. Color transparencies 
on most subjects are also available for 
publication at a cost of $10 (U.S.) per 
transparency for one-time reproduction. 
There are also || illustrations available. 
These depict the history of international 
cooperation in health. For more infor- 
mation, write to WHO, 1211 Geneva 
2H; Switzerland. 


OO Castrol Oils (Canada) Limited has 
available a new wall poster entitled 
“Skin Welfare — Your Action.” The 
poster, which is free of charge, measures ~ 
25 x 35 inches and gives info nation — 
about preventing common skin com- 


‘| 
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poster, write to D.J. Weston, Coordina- 
tor, Advertising & Publicity Services, 
Castrol Oils (Canada) Limited, 3660 
Lakeshore Blvd., West, Toronto, Ont. 
M8W IP2. 
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_ TAPES ON TELEPHONE 

© At the 1972 American Medical 
Association Communications Clinic, 
the executive director of the San 
Bernardino County Medical Society 
in California described Tel-Med, a 
method of giving health care informa- 
tion over the public telephone system 
by recorded tapes. His description of 
Tel-Med appeared in the March 15 
issue of Channels, published in New 
York by the National Public Relations 
Council. 

There are over 100 tapes in the 
society’s library; each runs from three 
to five minutes. When a person phones 
a number, an operator answers. If the 
person does not have a list of the tapes 
with their titles and numbers, he can 
ask for a tape on a topic such as heart 
disease. The tape is then plugged into 
the telephone system. When the tape is 
finished the line is automatically 
terminated. 

The medical society received 
21,000 calls for Tel-Med during its 
first four months of operation. 


CLOSED CIRCUIT TV 
OO Inservice coordinators at Halifax 
and Dartmouth, Nova Scotia, hospitals 
recently combined their talents to use 
closed circuit television in hospitals as 

a teaching aid. 

Using the facilities of Dalhousie 
University’s audiovisual department, 
they produced their first program, “The 
Nursing Team Conference.” Their 
second program, “Problem Solving in 
the Nursing Process,” should be com- 
pleted before the summer of 1973. 
The tapes feature role playing by 
members of the inservice committee, 
who have functioned as a group for 
special projects during the past few 
years. These tapes are considered to be 
a valuable nursing instruction aid. 

Another recent project of this group 
was a two-day workshop on progressive 
team leadership, specifically designed 
for general staff nurses in the Halifax- 
Dartmouth area. The program was well 
attended and most successful. 


LITERATURE AVAILABLE 

O The Vanier Institute of the Family 

has published a bilingual Catalog of 

Canadian Resources on the Family, 

which gives an annotated listing of 

Canadian print and audiovisual 
_ materials. The Institute plans to update 
_ the catalog from time to time. 


ata des 1 
tapes, and records. The printed mate- 
rial includes books, articles, periodicals, 
and pamphlets. Most of the resource 
material found here has been produc- 
ed since 1965. 

Divided into seven sections, the 
catalog contains material on the Cana- 
dian family; social policy; family living; 
special pressures on the family; educa- 
tion for family living; bibliographies 
and film catalogs; and addresses of the 
publishers, associations, agencies, 
companies, and other groups whose 
resources are listed. 

For further information about this 
catalog, write to The Vanier Institute 
of the Family, 151 Slater St., Ottawa 
K1P 5H3. Cost of the catalog is $2.50. 


[1] The November-December 1972 
issue of Public Health Currents, 
published by Ross Laboratories in 
Columbus, Ohio, was devoted to audio- 
visuals in health education. Included 
was background material, considera- 
tions in using and producing audio- 
visuals, factors in selecting AV hard- 
ware, and a source list of selected 
educational audiovisuals. 

Copies of a suggested audiovisual 
presentation checklist can be obtained 
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Immediate staff positions to $904/mo. 
($10,848.a) plus major benefits. Other open- 
ings/salary commensurate to education and 
experience. 

U.S. entry & work permit (yearly term) obtain- 
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accommodations & relocation assistance. 
Airfare advanced. 
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mation and an application form. 
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O The Third Eye, a 34-page 
tion of the Ontario Educational 
munications Authority, cover: 
basic principles of the portabl 

tape recorder/camera. Copies of 
guide to the use of the portapak 
inch VTR are available for $1 fro 
OECA Publications, P.O. Box 
Postal Station “R,” Toronto 352. 


VIPS Catalogue, a two-part videotape — 
program service with more than 1,500 
programs. About 800 of these programs 
are aimed at school audiences. : 


VIDEO NEWS 


O) Reading the National Film Board’s 
Challenge for Change publication is 
always an eye-opener. In the autumn 
1972 issue, a letter from Mike Goldberg 
of the Vancouver Art Gallery described 
some innovations in the everchanging 
world of videotape. For example, he 
described the setting up of a non- 


commercial, international videotape 
exchange directory. 
Another interesting development 


mentioned in this letter was an informal 
storefront videotheater in the Japan- 
town area of Vancouver, “where locals 
pay $1 to view tapes of broadcast TV 
imported from home.” 

The description of this Pacific 
videotheater continues: “‘A lot of activi- 
ty is picking up within a two-block 
radius due to the advancing edge of 
the Gastown Tourist Development. 
With two information centers, two 
native Indians’ centers, two underground 
papers, the Sally Ann and _ other 
evangelical chapels and shops, Inter- 
media, second-hand stores, Japanese 
restaurants and groceries, it is an ideal 
setting for a videotheater.” 

If you would like to receive this 
NFB communications grab bag, write 
to Challenge for Change, National 
Film Board of Canada, P.O. Box 
6100, Montreal 101, Quebec. w 


accession list 


Publications on this list have been 
received recently in the CNA library 
and are listed in language of source. 
Material on this list, except reference 
items, may be borrowed by CNA 
members, schools of nursing and other 
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r ant ecko do not go out 
1 loan. Theses (also R) are on Reserve 
id may go out on Interlibrary loan 


est for loans should be made 
e “Request Form for Accession 
and should be addressed to: The 
, Canadian Nurses’ Association, 
he Driveway, Ottawa, Ont. K2P 


BOOKS AND DOCUMENTS 

1. Almanach du peuple; petite encyclopé- 
die familiale publiée depuis 1869, 104. éd. 
Montréal, Beauchemin, 1972. 576 p. 

2. The anesthesiologists handbook, by Do- 
nald G. Catron. Baltimore, Md., University 
Park Press, 1972. 158p. 

3. Approaches to national health planning, 
by Herman E. Hilleboe et al. Geneva, World 
Health Organization, 1972. 108p. (WHO 
Public health papers no.46) 

4. Les assistants médicaux; colloque du 20 
avril 1971. Québec, Université du Québec, 
1972? 122p. (Les Colloques de l'Université 
du Québec, no.3) 

5. Background papers for Conference on 
Continuing Nursing Education, Vancouver, 
B.C., Nov. 28, 1972. Vancouver, B.C. Uni- 
versity of British Columbia, Dept. of 
Continuing Education, 1972. 1 vol. 

6. Body fluids and electrolytes; a program- 
med presentation, by Norma Jean Weldy. 
St. Louis, Mosby, 1972. 101p. 

7. Cookbook for diabetics and all the family. 
2ed. Toronto, Burns & MacEachern, 1972. 
169p. 

8. Community health centre handbook. To- 
ronto, Wayland Workshops, 1972. 65p. 

9. Conference planning. Edited by W. War- 
ner Burke and Richard Beckhard. 2ed. 
Washington, NTL Institute for Applied 
Behavioral Science, 1970. 174p. 


10. Constitution and by-laws. Karachi, La- 
hore, Pakistan Nurses’ Federation, 1972. 
7T7p. 


11. Credit by examination in nursing; pro- 
ceedings from a Western Regional Confer- 
ence, 1972. Edited by Jo Eleanor Elliott et 
al. Boulder, Col., Western Interstate Com- 
mission for Higher Education, 1972. 71p. 

12. Curriculum guides for family life and 
sex education; an annotated bibliography, 
edited by Joyce Lang. Portland, Or., E.C. 
Brown Foundation, 1972. 56p. 

13. Dictionnaire des termes techniques de 
médecine, par Marcel Garnier et Valery 
Delamare. 19. éd. Paris, Maloine, 1972. 
1215p. 

14. Ear, nose and throat nursing, by Susanna 
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16. Eléments de statistique médicale et 
biologique, a l’usage des étudiants en pro- 
pédeutique médicale (P.C.E.M.) par Daniel 
Schwartz et Philippe Lazar. 4. éd. Paris, 
Flammarion, 1971. 144p. 

17. Forum lectures; anthropology, by Voice 
of America. Washington, U.S. Information 
Agency, 1964? 18Ip. 

18. Forum lectures; the family series, by 
the Voice of America. Washington, U.S. 
Information Agency, 1964. 16 volumes in 1. 
19. Genetic disorders: prevention, treatment, 
and rehabilitation; report of a WHO Scien- 
tific Group. Geneva, World Health Orga- 
nization, 1972. 46p. (WHO Technical report 
series no. 497) 

20. Glossaire de psychiatrie, par Pierre 
Marchais, avec le concours du Conseil 
international de la langue frangaise. Paris, 
Masson, 1970. 238p. 

21. Guerilla television, by Michael Sham- 
berg. New York, Holt, Rinehart and Winston 
1971. 108p. 

22. Gynaecology illustrated, by Matthew M. 
Garrey et al. London, Churchill Living- 
stone, 1972. 492p. 

23. Harrap’s new standard French and 
English dictionary. Rev. and edited by R.P. 
L. Ledésert and Margaret Ledésert. London, 
Harrap, 1962-1972. 2 pts in3.R 

24. How to divide medical words; over 
twenty-five thousand words in common 
usage showing their spellings and combina- 
tions into syllables, by Richard V. Lee and 
Doris J. Hofer. Carbondale, 111., Southern 
Illinois Univ. Press., 1972. 229p. 

25. The management and nursing of burns, 
by J. Ellsworth Laing and Joyce Harvey. 
London, English Universities Press, 1971. 
116p. 

26. Management of the alcoholic patient. 


Vancouver, B.C., St. Paul’s Hospital, 1972. 
74p. 
27. Methods of establishing. equivalences 


between degrees and diplomas, by Inter- 
national Association of Universities. Paris, 
Unesco, 1970. 143p. 

28. Notions élémentaires d’anesthésie, par 
P. Radiguet de la Bastaie. Paris, Arnette, 
1972. 238p. 

30. Nous et les gargons, par T. McGinnis. 
Traduction de Jacques Mignon. Paris, 
Resma, 1971. 199p. 

31. Le nursing; aspects fondamentaux des 
soins, par Marie-Claire Rheault. 5. éd. 
Montréal, Renouveau Pédagogique, 1973. 
360p. 

32. Nursing care of the cancer patient, by 
Rosemary Bouchard and Norma F. Owens. 
2ed. St. Louis, Mosby, 1972. 290p. 

33. Nursing care of the patient with gastro- 
intestinal disorders, by Barbara A. Given 
and Sandra J. Simmons. St. Louis, Mosby, 
1971. 27I1p. 

34. Nursing skills and techniques; instruc- 
tor’s guide, by Crystal M. Lange and Caroline 


! of housebou i 
oy. AN. ‘Exton-Smith et al. London, eae 4 
Edward’s Hospital Fund for London, 
1972. 68p. 

36. Of time, tides, and inner clocks; taking — 
advantage of the natural rhythms of life, 
by Henry Still. Harrisburg, Pa., Stackpole 
Books, 1972. 21 8p. 

37. Patients, hospitals and _ operational 
research, by G.M. Luck et al. London, 
Tavistock Publications, 1971. 210p. 

38. The pill; a true perspective, by James C. 
Paupst. Toronto, Clarke, Irwin, 1972. 106p. 
39. Pratique médicale a l'usage infirmieres, 
par Armand Denis Joseph Molinier. Paris, 
Doin, 1971. 263p. 

40. Pregnancy, birth and the newborn baby; 
a publication for parents, by the Boston 
Children’s Hospital Medical Center. New 
York, Delacorte, 1971. 474p. 

41. Pre-nursing course in science, by John — 
M. Munro. 3ed. London, Churchill Living- 
stone, 1972. 152p. 

42. Proceedings of Health of the Nation 
Conference, Karachi, Pakistan, 21 Mar.-8 
Apr. 1971. Edited by Hakim Mohammed 
Said. Karachi, 1971. 505p. (Hamdard med- 
ical digest v.15, no.3/4) 

43. Report 1971. New York, The Population 
Council, 1972. 155p. 

44. Les réves, miroir de la vie,. d’aprés 
Freud; notre propre sexe et le sexe opposé, 
maturation et transformation. Sherbrooke, 
P.Q., Editions Paulines, 1972. 214p. 

45. To serve is to love: the Canadian story 
of the Sisters Servants of Mary Immaculate, 
by Sister Claudia Helen Popowich. Toronto, 
Sisters Servants of Mary Immaculate, 1971. 
355p. 

46. Topics; information on significant pro- 
grams and issues on health care. Chicago, 
American Medical Association, 1972. 185p. 
47. Understanding electrocardiography; phy- 
siological and interpretive concepts, by 
Edwin G. Zalis and Mary H. Conover. St. 
Louis, Mosby, 1972. 192p. 

48. Women and madness, by Phyllis Ches- 
ler. Garden City, N.Y., Doubleday, 1972. 
359p. 


PAMPHLETS 

49. Air quality criteria and guides for urban 

air pollutants; report of a WHO Expert 

Committee. Geneva, World Health Orga- 

nization, 1972. 35p. (WHO Technical report 

series no. 506) 

50. Document on staff development, by Pa- 

tricia M. Wadsworth. Prepared for the 

Canadian Nurses’ Association. Ottawa, 

Canadian Nurses’ Association, 1972. 1 5p. 

51. Le dossier médical, par Rollande Gagné, 

éditeur et Guy Pothier. Montréal, Inter- 

monde, 1972. 43p. 

52. International Nursing Index. Repertoire — 
de titres frangais. New York, American — 
Journal of Nursing Company, 1970. 17p.R 
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health Rocha bogs: report of a WHO 
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study guide no. 8 — Sexuality and the life 
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60. Siecus study guide no. 12 — Sexual life 
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61. Suggested basic list of books and jour- 
nals. Toronto, Ontario Medical Association, 
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1972. 4p. 
62. The theoretical framework, diploma 
nursing program, by Marguerite E. Schuma- 
cher. Red Deer, Alberta, Red Deer College, 
1972. 27p. (Monograph no. 2) 
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Canada, |971. 5Op. 

65.—.Report of National Conference on 
Health Manpower, 2nd, Oct. 19-22, 1971. 
Ottawa, 1972. 205p. 

66. Ministry of State for Science and Tech- 
nology. Scientific activities; federal govern- 
ment costs and expenditures 1963-64 to 
1972-73. Ottawa, Information Canada, 1972. 
40p. 

67. Science Council of Canada. Innovation 
and the structure of Canadian industry, by 
Pierre L. Bourgault. Ottawa, Information 
Canada, 1972. 135p. (Its Special study no. 
23) 

68. —.National engineering, scientific and 
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ground study by Allen S. West; perspectives 
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356p. 
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Toronto, 1972. 201p. Sis 
Quebec fakes 
75. Régie de l’assurance-maladie. Rappor 
1971/72. Québec, 1972. 46p. 


STUDIES DEPOSITED IN CNA REPOSITORY 
COLLECTION 


76. An analysis of home visits by public te 


health nurses. Project 1, an exploratory 
study of home visits by public health nurses 
to patients with cardiac disorders, by Rosella 
Cunningham. Toronto, Faculty of Nursing, 
University of Toronto, 1972. 90p. R 

77. The influence of a human relations 
laboratory on the effectiveness of third-year 
psychiatric nurses, by Kenneth Lloyd Check- 
ley. Edmonton, 1971. 131p. (Thesis— AI- 
berta)R 

78. A survey to determine the perceptions 
of a selected group of head nurses and super- 
visors concerning the channels of communi- 
cation existing within a hospital, by Deborah 
Margaret Hoeffler. Seattle, Wash., 1971. 
99p. (Thesis (M.N.) — Washington) R 4 
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CIATE OR FULL PROFESS‘ 
RECT iS IN NEW TWO- 
NURSING MASTER'S PROGRAM 
IN ACUTE 

VANCED CLINIC 

NCE IN THESIS ADVISEMENT RE- 


t a ‘ 


RED NURSES required for a 30-bed Gen- 
ospital, salary and Personnel Policies as per 
. Location of hospital, 80 miles east of Lacom- 

oe, No. 12. For more information write or 
ne -3434, Director of Nursing, Our Lady of the 
Hospital, Castor, Alberta. 


_ REGISTERED NURSES required immediately for 72- 
_ bed accredited, active treatment hospital. (Vacancies 
on all units) AARN — AHA contract in force. Apply: 
Director of Nursing, Providence Hospital, High 
Prairie, TOG 10, Alberta. 


Myrnam Municipal Hospital requires 2 GENERAL 
DUTY NURSES. Salaries in accordance with AARN 
recommendations and recognition granted for past 
experience. Lodging available in nearby nurses 
residence. Excellent communication to Edmonton 
‘and other major cities. Area provides boating, fishing 
“ and golfing facilities. Apply to: Mrs; R. Marko, N/S, 
or phone 366-3870, Myrnam, Alberta. 


ADVERTISING 
RATES 


FOR ALL 
CLASSIFIED ADVERTISING 


$15.00 for 6 lines or less 
$2.56 for each additional line 


Rates for display 
advertisements on request 


Closing date for copy and cancellation is 
6 weeks prior to Ist day of publication 
month. 


The Canadian Nurses’ Association does 
not review the personnel policies of 
the hospitals and agencies advertising 
in the Journal. For authentic information, 
prospective applicants should apply to 
the Registered Nurses’ Association of the 
Province in which they are interested 
in working. 


Address correspondence to: 


The : 
Canadian 
Nurse 
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BRITISH COLUMBIA 


NOVA SCOTIA 


DIRECTOR OF NURSING: Applications are invited 
for the position of Director of Nursing for a modern 
fifty-six bed hospital in the Lakes District of the 
Central Interior of B.C. Applicants holding a degree 
in Nursing or a University diploma in Supervision 
preferable. Satisfactory administrative experience 
essential. Apply to: (Miss) Doris O.R. Allin, Adminis- 
trator, Burns Lake and District Hospital, Box 479, 
Burns Lake, British Columbia. 


OPERATING ROOM NURSE wanted for active mo- 
dern acute hospital. Four Certified Surgeons on 
attending statt. Experience or training desirable. 
Must be eligible for B.C. Registration. Nurses 
residence available. Salary $687 per month starting. 
Apply to: Director of Nursing, Mills Memorial Hospi- 
tal, 2711 Tetrault St., Terrace, British Columbia. 


GENERAL DUTY AND OPERATING ROOM NURSES 
for modern 450-bed hospital with School of Nursing. 
RNABC policies in effect. Credit for past experience 
and postgraduate training. B.C. Registration required. 
For particulars write to: Acting Director of Nursing 
Service, Victoria General Hospital, Victoria, British 
Columbia. 


REGISTERED NURSES required for Nicola Valley 
General Hospital, located in the Southwestern part 
of B.C. Starting salary from $672.00 to $740.00 
depending on experience. Residence available. 
Apply to: Director of Nursing, N.V.G.H., P.O. Box 129, 
Merritt, British Columbia. 


EXPERIENCED NURSES required in 409-bed acute 
Hospital with School of Nursing. Vacancies in 
medical, surgical, obstetric, operating room, pediat- 
ric and Intensive Care areas. Basic salary $672. — 
$842. B.C. Registration required. Apply: Director 
of Nursing, Royal Columbian Hospital, New West- 
minster, British Columbia. 


EXPERIENCED GENERAL DUTY NURSES — required 
for small up-coast hospital. Salaries start at $672.00. 
Residence accommodation at $25.00 per month. 20 
days annual vacation. Transportation paid from 
Vancouver, B.C. Apply: Director of Nursing, St. 
George's Hospital, Alert Bay, British Columbia. 


GENERAL DUTY NURSE wanted for 87-bed modern 
hospital. Nurses Residence. Salary $646.00 per 
month for BC Registered. Apply: Director of Nursing, 
Mills Memorial Hospital, Terrace, British Columbia. 


MANITOBA 


REGISTERED NURSES are required for the following 
positions in a 68-bed General Hospital: Evening 
Supervisor, Night Supervisor, Head Nurse in Combin- 
ed Medical and Surgical Ward and Pediatric Ward, 
and General Duty Nurses. Salaries in accordance 
with M.H.S.C. approved rates. For further information 
apply: Administrator, Ste Rose General Hospital, Ste 
Rose, Manitoba. 
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COORDINATOR OF NURSING PROGRAM required 

Mount Saint Vincent University to coordinate 
undergraduate degree program and post R.N. pro- 
gram. Qualifications: M.S. or M.S.N. Effective date 
of appointment: July 1, 1973. it's Rca for appli- 
cations: when position is filled. ply to: Sister 
Margaret Molloy, Academic Dean, Mount Saint Vin- 
cent University, Halifax, Nova Scotia. 


ONTARIO 


REGISTERED NURSES — Let's bring our profession 
into the twentieth century and see that it survives to 
the twenty-first! VOTE Enid Harris, for Council, 
College of Nurses of Ontario. 781-2606. Please put 
this notice on your bulletin board. * 


DIRECTOR OF PUBLIC HEALTH NURSING for gener- 
alized programme, in a progressive Health Unit. 
Position requires Diploma in Advanced Public Health 
Nursing and Supervision. Personnel Policies include 
Car Expense, Omers, Canada Pension Plans, Group 
Life Insurance, 66-2/3% of OHIC, Cumulative Sick 
Leave Plan and Liberal Vacation. Apply to: Dr. C.R. 
Lenk, Director, Medical Officer of Health, Hastings 
& Prince Edward Counties Health Unit, Shopping 
Plaza, 470 Dundas Street East, Belleville, Ontario. 
K8N 1E9. This position will be available in mid 
oo owing to the retirement of the present 
Director. 


SUPERVISOR OF PUBLIC HEALTH NURSING: For 
progressive Health Unit, for generalized program. 
Nursing degree essential. Excellent personnel 
policies. Apply: Dr. V. Soudek, Medical Officer of 
Health, Leeds, Grenville and Lanark District Health 
Unit, Box 130, Brockville, Ontario. 


REGISTERED NURSES required by 70-bed General 
Hospital situated in Northern Ontario, Salary scale — 
$610.00 — $720.00 allowance for experience. Shift 
differential, annual increment, 40 hour week. 
Excellent personnel policies. For particulars apply: 
Director of Nursing, Lady Minto Hospital at Cochrane, 
Cochrane, Ontario. 


REGISTERED NURSES for 34-bed General Hospital. 
Salary $525. per month to $625. plus experience al- 
lowance. Excellent personnel policies. Apply to: 
Director of Nursing Englehart & District Hospital 
Inc., Englehart, Ontario. 


REGISTERED NURSES required for a new 79-bed 
General Hospital in bilingual community of North- 
ern Ontario, French language an asset, but not 
compulsory. Salary is $645. to $758. monthly with 
allowance for past experience, 4 weeks vacation 
after 1 year and 18 sick leave days per year. Unused 
sick leave days paid at 100% every year. Master 
rotation in effect. Rooming accommodations available 
in town. Excellent personnel policies. Apply to: Per- 
sonnel Director, Notre-Dame Hospital, P.O. Box 850, 
Hearst, Ont. 


REGISTERED NURSES required by a modern well- 

equipped hospital. Situated in a progressive Com- 
munity in Northern Ontario. Excellent employee 

benefits and worki conditions. Apply to Director 
4 Nursing, Sensenbrenner Hospital, Kapuskasing, 
ntario. 


REGISTERED NURSES for al! units, including operat- j 
65-bed © 


ing room, reqyired for a newly expanded 
hospital. Excellent personnel policies. Apply to: 
Director of Nursing, Meaford General Hospital, 


Meaford Ontario, NOH 1Y0. 


nt 

REGISTERED NURSES with experience for 37-bed 

fully accredited hospital in North Western Onan 

PM 
fe ir 

Hospital, Box 37, Nipigon, 
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Red Cross outpost nursing 
in the ’40s 


staff nurse involvement 
in research 
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Who makes surgeons’ 
gloves for the giants 
of skill who are 
small in stature 


and wear 
size 52 


Perry!. . Naturally! But why? —Because small in stature doesn’t mean small in the 
appreciation of proper fit and other features and benefits that have made Perry the 
most widely used latex surgeons’ gloves—in any size! Like all Perry Latex Surgeons’ 
Gloves, size 52s have beaded wrists for added protection and strength, whisper thin 
palms to lessen hand fatigue, exclusive Dermashield® process that provides a durable 
hypo-allergenic finish and packaging to fit your preferred dispensing technique. If 
you'd like a sample of Perry Latex Surgeons’ Gloves, please write us. By the way, you 
don't have to wear size 5%, we'll send you the size gloves that fit you. 


erry gloves 


A PRODUCT OF 


AFFILIATED MEDICAL PRODUCTS LIMITED 


90 Commercial Ave., Ajax, Ontario 
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A New Book! Bevis 
CURRICULUM BUILDING IN 


NURSING: A Process 


This volume is directed toward the educator interested in 
developing a new nursing curriculum or modifying an 
existing one. It provides essential educational theory and 
then makes direct applications to the special needs of the 
nursing curriculum. Topics considered include: future 
nursing functions; learning strategies; task groups; and 
much more. 


By EM OLIVIA BEVIS, R.N., B.S., M.A. August, 1973. Approx. 
232 pages, 7” x 10”, 34 illustrations in 28 figures. About $6.75. 


A New Book! 


NURSING AND THE PROCESS OF 
CONTINUING EDUCATION 


As a book of readings, this volume provides a convenient 
reference to available resources, designs, methods of im- 
plementation, learning aids, and innovations which have 
proved successful in continuing education programs. Each 
article has been carefully selected by experts, and each is 
preceded by an introduction which puts the material in 
perspective. 

Edited by ELDA S. POPIEL, R.N., B.S., M.S., with 32 contributors. 


July, 1973. Approx. 214 pages, 642” x 9%”, 6 illustrations. About 
$6.95. 


New 2nd Edition! Burrell-Burrell 


INTENSIVE NURSING CARE 


A completely current new edition includes two new 
chapters: one on basic anatomy and physiology of the 
nervous system; the other on burns, prepared with the 
expert assistance of another Mosby author, Florence 
Jacoby. Other material covers salient points of physical 
examination; mechanisms of shock; new electrode placing; 
and central venous pressure monitoring. 

By LENETTE OWENS BURRELL, R.N., B.S., M.S.N.; and ZEB L. 
BURRELL, Jr., A.B., M.D., F.A.C.P. June, 1973. 2nd edition, 


approx. 320 pages, 7” x 10”, 84 illustrations, drawings by WEONA 
WRIGHT. About $9.75. 


A New Book! F owkes-Hunn 
CLINICAL ASSESSMENT FOR 


THE NURSE PRACTITIONER 


Recognizing the fact that nurses face increased responsi- 
bility for patient care, the authors provide an overview of 
the clinical diagnostic process. Discussions include: the 
essentials of patient history-taking; performing a physical 
examination; keeping meaningful patient records; and 
ordering and interpreting appropriate laboratory studies. 

By WILLIAM C. FOWKES, Jr., M.D.; and VIRGINIA K. HUNN, 


R.N., B.S.N. August, 1973. Approx. 192 pages, 7” x 10”, 36 
illustrations. About $5.75. 


A New Book! 
READINGS IN GERONTOLOGY 


A multi-disciplinary approach to the study of the aged, this 
new anthology is organized to provide students with an 
understanding of the relationship between theory, research, 
and practice. The contributors emphasize sociological, 
developmental, and emotional factors in the on-going 
process of aging. Specific articles explore assessment of the 
elderly, nutrition and aging, management of grief and 
suicide. 

Edited by VIRGINIA M. BRANTL, Ph.D.; and SISTER MARIE 


RAYMOND BROWN, R.S.M., M.N.Ed. July, 1973. Approx. 120 
pages, 6” x 9”. About $3.95. 


INSTRUCTORS NOTE: To receive a complimentary copy for 
firsthand evaluation, write to the Textbook Department, mention- 
ing your position, course, and enrollment. 


MOSBY 


TIMES MIRROR 
THE C. V. MOSBY COMPANY, LTO 
86 NORTHLINE ROAD 
TORONTO, ONTARIO 
M4B 3E5 
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of death notices lately, | 2d 
repeat part of an editorial tk a 
wrote several yearsago. 

The obituary column last app 
ed in The Canadian Nurse in Jt 
1966. Even so, many nurses wt O 


wish to honor the memory of a 


friend, a relative, or a colleague _ 


continue to send death notices i 
us for publication. We realize these 
readers are disappointed by our | 


present policy, which limits the 
publication of obituaries to those 
nurses who are known nationally 
and internationally. 

The decision to discontinue the 
obituary column was based on two 
reasons. First, we believed that the 
appearance of a person’s obituary 
in this magazine was seldom 
“news” to those who knew her or 
him. By the time the notice was 
published, acquaintances of the 
deceased had read about the death 
in the local newspaper, in the pro- 
vincial nurses’ association bulletin, 
or in the alumni gazette; close 
friends had been informed earlier 
by word of mouth or by letter. 

Second, notices of death that 
were submitted by persons unknown 
to the editorial staff had to be ver- 
ified before being published. This 
rule was adhered to rigidly, espe- 
cially after one of our “listings” 
turned out to be very much alive — 
and very angry. 

To prevent such embarrassments 
— and to foil would-be pranksters 
—a member of the editorial staff 
would write to the registrar of the 
nurses’ association in the province 
where the deceased had lived, 
asking that the report of the death 
be confirmed. In many instances 
the registrar was unable to confirm 
the report, and the obituary was not 
printed. 

Although death notices are no 
longer published in the journal, they 
are required by the journal’s circu- 
lation department. When you notify 
the circulation department of a 
member's death, we ask that you 
enclose the registration number 
and the last known address of the 
deceased. The listing is then can- 
celled — a procedure that takes at 
least six weeks to go into effect. 

—VA.L 
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An important announcement to nurses from ASTRA 
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Here isa 


new, fast and sterile 


way to prepare Xylocaine infusions 
for life threatening arrhythmias 


ek sgl 


(Lidocaine Hydrochloride Injection, Astra Std.) 


One Gram = 


e The special 5 ml transfer syringe 
contains 200 mg/ml Xylocaine and can be 
added to infusion set-ups without removing 
solution from infusion flask or bag 


e Cuts preparation time in half 

e Easy and convenient to use 

e Adds another link to the sterility chain 
© Disposable 

@ Clearly labeled for positive 


safeguard against error ~ S- / 
< an original from = 
ASTRA Pharmaceutical Division, 
Mississauga, Ontario A % T a A 
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Special Committee On Research 
Continued By CNA Directors 

Ottawa — At the board meeting on 
April 11, 1973, directors of the Cana- 
dian Nurses’ Association voted to 
extend the special committee on re- 
search for a further two years. The role 
and activities of the special committee 
are to be reviewed and assessed by the 
directors in 1975. 

The directors revised the terms of 
reference for the research committee. 
They are now: To assist the association 
in the implementation of its research 
policy, to make recommendations to 
the board regarding the association’s 
role with respect to nursing research, 
to serve in a consultative and advisory 
capacity to the board of directors, and 
to carry out such other activities as may 
be assigned to it by the board. 

CNA’s policy on nursing research 
was printed in News, August 1972, 
page 13. 

Directors empowered the officers of 
CNA to name 10 members of the com- 
mittee for 1973-75 from the nomina- 
tions made by provincial associations. 
Each provincial association is invited 
to nominate nurses skilled in conduct- 
ing research, implementing or diffusing 
research findings. The officers will 
choose the committee members to 
provide a mix of skills. In addition to 
these 10 members, the CNA executive 
director, the principal nursing officer 
and a nurse research consultant from 
Health and Welfare Canada, are to be 
members of the committee. 

After discussion, the CNA directors 
agreed the research committee’s terms 
of reference do not include regional 
representation. That is, members of the 
committee do not represent their prov- 
incial association; they are members of 
a national committee. 

Dr. Shirley Stinson, chairman of the 
research committee for 1971-73, told 
the board that a committee on research 
is a useful mechanism at this time, 
better than a task force, since there 
are many facets to research. 

Directors accepted a recommenda- 
tion that they examine various research 
activity ideas cited in the report of the 
committee and initiate activity in those 
areas considered to have priority. 

Members of the research committee 
for the past two years, in addition to 
Dr. Stinson, Edmonton, were: Dr. 
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Shirley Alcoe, Fredericton, N.B.; Dr. 
Moyra Allen, Montreal; Dr. Margaret 
Cahoon and Dr. Josephine Flaherty, 
Toronto; Dr. Helen Glass, Winnipeg; 
Dr. Floris King, Halifax; Huguette La- 
belle, Ottawa; Sr. Marie Simone Roach, 
Antigonish, N.S.; and Dr. Lucy Willis, 
Saskatoon, Saskatchewan. 


CNA Membership Reverses Decision 
On Eligibility For CNATS Board 


Ottawa — Voting delegates at the 1973 
annual meeting of the Canadian Nurses’ 
Association, held on April 12, 1973, 
reversed an earlier decision of the CNA 
directors that members of the test ser- 
vice board and committees must be 
currently licensed/registered, but need 
not be members of a provincial asso- 
ciation. (News, March 1973, page 11.) 

The resolution carried at the annual 
meeting is: “Whereas the recent deci- 
sion by the board of directors regard- 
ing eligibility for the test service board 
and test service committees appears to 
allow decisions in the test service to 
be made by nurses who do not belong 
to their professional association; and 
whereas the CNA is the parent body 
whose primary aim is to foster the 
development and unity of professional 
nursing; be it resolved that nurse 
members of the test service board be 
required to be members of CNA.” 

The motion originally called for 
nurse members of the test service board 
to be members of their provincial 
nurses’ association. It was pointed out 
that CNA can more appropriately 
require members of a CNA special 
committee (the test service board) to be 
its own members than to be members of 
another organization. Membership in 
a provincial nursing association is the 
prerequisite to CNA membership. 

A second resolution passed by the 
voting delegates at the 1973 annual 
meeting asked CNA to urge the govern- 
ment of Canada to take steps to ensure 
that federal regulations for the adequate 
equipping and safe operation of air- 
craft transporting patients and health 
workers are enforced, and to inform 
nurses of their rights and_ respons- 
ibilities to insist that their patients are 
transported only by properly certificat- 
ed air carriers. 

The _ resolution’s 
Josephine Flaherty, sai 


ae tee 
ederal tots 


tions are complete in themselves but 


these regulations are not being adhered _ 


to, especially with respect to small air- 
craft, 

Voting delegates also accepted a 
resolution asking CNA’s directors to 
consider a reduction in fee for CNA 
members taking the extension course 
in nursing unit administration. The 
course is cosponsored by CNA and the 
Canadian Hospital Association. 

Accreditation was the topic of a 
workshop held during the afternoon 
session of the annual meeting. Arising 
from the workshop was a resolution ask- 
ing that nurses be included as full part- 
ners in the work of the Canadian Coun- 
cil of Hospital Accreditation (CCHA) 
survey teams. CNA is now a full mem- 
ber of the CCHA. (News, October 1972, 
page 8.) The resolution, accepted by 
voting delegates, specified full partner- 
ship for nurses as participants in the 
preparatory seminars before survey 
visits, contributors to the selection of 
survey team members, and as partici- 
pants in the survey process and on-site 
visits. 

In addition to workshops on ac- 
creditation and legislation, a workshop 
was held on specialization in nursing. 

In her presidential address, Mar- 
guerite Schumacher said: “In my opin- 
ion, CNA is frequently one step behind. 
In the next year, can we be ahead in 
identifying and presenting issues?” 


ANPQ Success In Defining Nursing 
Explained At CNA Annual Meeting 
Ottawa — At a workshop on legisla- 
tion, held during the annual meeting of 
the Canadian Nurses’ Association 
April 12, nurses from various prov- 
inces wanted to know the same thing: 
how did the Association of Nurses of 
the Province of Quebec get agreement 
on a definition of nursing and how did 
it mobilize its membership to get its 
voice heard? 

The nurses present heard the back- 
ground story of Bill 250 (the Profes- 
sional Code) and Bill 273 (the Nurses’ 
Act) from Nicole Du Mouchel, execu- 
tive director and secretary registrar of 
ANPQ. She explained that when the 
association was given 30 days in De- 
cember 1971 to reply to the govern- 
ment’s proposed Nurses’ Act, “we had 
10 days to define nursing. Either 
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40,000 people agreed to nursing in 
Quebec, legally, or we would die.” This 
was the first time the Quebec legislature 
attempted to define the act of nursing. 

In January 1972, an ad hoc commit- 
tee, set up to define the act of nursing, 
came up with a definition. 4 working 
paper was then prepared und sent to 
some 200 nurses in the province; the 
result was a new definition, which dis- 
tinguished between dependent and 
independent functions. 

In June 1972, ANPQ sent 10,000 
questionnaires on the act of nursing 
to nurses across the province, and there 
was a 73 percent return, Ms. Du Mou- 
chel pointed out. The purpose of the 
questionnaire was to show the activities 
that are on the border between the 
practice of medicine and the practice 
of nursing. 

“We are now doing a complete 
analysis of these questionnaires,” Ms. 
Du Mouchel said. From this analysis, 
she explained, “we were able to prove 
that in Mr. Castonguay’s riding, nurses 
were giving injections —a medical 
act.” She also said ANPQ must prove 
the definition of nursing according to 
scientific research “‘so no one can chal- 
lenge it.” 

With 40,000 ANPQ members and 
only 108 members of the legislature, 
“we get what we want in the long run,” 
said Ms. Du Mouchel. But she noted, 
“we use a very constructive approach.” 
Explaining that “the educational lob- 
bying has been the secret,” she said 
ANPQ representatives have attended all 
sessions of the National Assembly that 
have dealt with legislation affecting 
nursing. 

In her explanation of strategy, Ms. 
Du Mouchel pointed to the role of 
ANPQ’s public relations officer, who is 
a nurse. “She opens the door, gets us 
appointments [with members of the 
legislature], and makes the major 
points.” 

Throughout 1972, Ms. Du Mouchel, 
ANPQ president Rachel Bureau, the 
public relations officer, and other 
ANPQ representatives attended meet- 
ings of the parliamentary committee on 
the professional code and met with 
various members of the National As- 
sembly. The importance of this was 
made clear by Ms. Du Mouchel, who 
explained that the legislators didn’t 
know anything about nursing before the 
legislation was introduced. “Now they 
refer a lot to research the nurses have 
done.” 

When the first reprint of Bill 273 
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Reception In Honor Of New 


Jeanne Mance Stamp 


oe 


A reception was held at the Hotel-Dieu de Montréal Hospital on April 18, the 
day the stamp honoring Jeanne Mance was issued. A special folio on the new 
stamp, given to the Canadian Nurses’ Association at the reception, is displayed 
in the archives of CNA House. At the reception were left to right Claire Bigué, 
editor of L’infirmiére canadienne, representing CNA; Raymond Bellemare, 
designer of the stamp; and Esther Foy, representing the Association of Nurses 
of the Province of Quebec. Ms. Bigué is shown holding the special folio. 


was presented in the National Assembly 
in first reading in December 1972, “it 
was almost the definition [of the act 
of nursing] we had proposed,” Ms. Du 
Mouchel told the workshop. One of the 
tips she had for the nurses present 
concerned sending briefs to legislators. 
The secret is not to send a summary at 
the same time the brief is sent, she said, 
because the summary won't be read. 
A summary should be sent a few days 
later, she advised. 

Conferences and meetings were held 


throughout 1972 to help keep all nurses 
up-to-date on the legislation, to give 
them information on ANPQ’s position, 
and to request their support. Written 
news was also sent to the nurses 
regularly. An ANPQ special general 
meeting in August 1972, which allow- 
ed some 2,000 members in eight cities 
to participate through a telephone hook- 
up, brought unanimous support for the 
association’s position on the definition 
of nursing, Ms. Du Mouchel said. 


(Continued on page 10) 
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\ The Gentle) 
\\ Ones / 


Minimize trauma to sensitive mucosa with 
the Gentle Ones — Davol’s unexcelled quality 
22” 20”, 18” and 16” rubber suction catheters. 
Made of soft, gentle, X-ray opaque red latex, 

with specially formed tips. 


But don’t be fooled. The Gentle Ones are also 
strong. With properly proportioned eyes 
for aspirating thick, tenacious exudate. 
Sturdy, full-flared funnels to allow 
quick, positive connections to suction 
tubing. Control valves for manual 
control of suction, raised to prevent 
finger contamination by the exudate. And strong, 

pliable, uniformly smooth surfaces to make insertion easy. 


Davol single-use latex catheters are now available ina 

greater choice of lengths and French sizes; there’s anew 

22” catheter with control vent to complete the line. 

And they come sterile in individual see-through, 
peel-back packages. 


So make a point to ask your Davol Dealer 

™ Salesman about the Gentle Ones. Davol Inc., 
Providence, Rhode Island 02901. A Subsidiary 

of International Paper Company. 


DROP ONE. No breakage. No spillage. No dangerous 
mess... No cleanup. 


FEEL HOW MUCH LIGHTER a plastic container with 3000 
ml of solution is .. . 30% lighter than glass. 


HANDLE THE SOFT FLEXIBLE CONTAINER. Note how 
easy it is to get a good grip on it—even when wet. 


FORGET THE GLASS BOTTLE JUGGLING ACT. Change- 
over during surgery is accomplished easily and safely 
with the UROMATIC containers still hung in the in-use 
position. 


NOTICE THAT THE SOLUTION HAS FEWER BUBBLES. 
This is a closed system. Air venting is not required so 
the urologist has greater assurance of a clear, bubble- 
free view through the scope during the procedure. 


DISPOSE OF THE EMPTIES. Soft, flat, practically 
weightless, ready to drop into any nearby receptacle. 
Floors are free from the hazards and nuisance of 
empty bottles. 


You probably have enough reasons right now to switch 
from bottles to the Baxter UROMATIC plastic 

containers. But here are just a few more. There’s the 

time you don’t spend cleaning up a mess of empty bottles 
or shattered glass. The fingers you don’t cut on metal 
caps and glass fragments. There’s the storage space 

you save with UROMATIC containers. They require 
approximately 30% less shelf space than glass. And then 
there’s the extra dividend of better dispositions that come 
with DE-GLASSIFICATION. 


So why stay stuck in the glass age, fighting the battle of 
the bottle? Why not talk to your Baxter representative 
today and discover how much easier life can be? 


xK BAXTER 


BAXTER LABORATORIES OF CANADA 


DIVISION OF TRAVENOL LABORATORIES, INC. 
6405 Northam Drive, Malton, Ontario 
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In September 1972, when Ms. Du 
Mouchel and Ms. Bureau presented a 
brief on Bills 250 and 273 to the 
parliamentary committee on the pro- 
fessional code, more than 350 nurses 
were there to applaud (News, Novem- 
ber 1972, page 14). 

The importance of press coverage 
was also stressed by Ms. Du Mouchel. 
“We're quoted regularly. We’re getting 
a lot of press coverage — nursing is 
being talked about. Silence is dangerous 
at this point.” 

In 1973, ANPQ representatives — 
including the executive director, pres- 
ident, first vice-president (English) 
and consultants in continuing education 
and legislation — have taken part in 
a number of English and French- 
language radio and television programs. 
They have also been interviewed by 
newspaper reporters. In this way, the 
public has been kept informed on 
ANPQ’s positions respecting the new 
legislation. 

ANPQ’s executive director also spoke 


of the importance of a strong profes- 
sional voice at the national level. “If 
there is strong national body . . . taking 
stands on health and making them 
known by doing a lot of publicity and 
speaking loudly for nursing, we will 
have a much easier task in our own 
provinces.” 

Nurses at the workshop agreed that 
the Canadian Nurses’ Association 
should use Quebec as a model for what 
other provinces can do. It was suggest- 
ed that CNA ask the other provinces to 
react to ANPQ’s definition of nursing 
practice. 

Ms. Du Mouchel said it is CNA’s job 
to publicize what is being done in the 
nursing profession in Canada. “The 

ublicity done in Quebec helped the 
egislators know what is being done,” 
she noted. 

Summing up her advice, she said: 
“Never take ‘no’ for an answer. If at 
first you don’t succeed, try again and, 
even if you get a negative answer, some- 
thing positive will come out.” 


Preparing Nurses For Community 

Is Topic Of Fall Conference 

Ottawa — A national conference on 
the preparation of nurses for community 
service is being planned by the Cana- 
dian Nurses’ Association to take place 


Smith & Nephew Ltd. 
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in Ottawa November 13 to 16, 1973. 
CNA has applied to the federal govern- 
ment for a national health grant to 
finance the conference. 

This will be a closed meeting, with 
participation by invitation only. Be- 
tween 150 and 200 persons are expect- 
ed to attend, including representatives 
of each provincial nurses’ association, 
provincial health and provincial educa- 
tion departments, national health 
associations, and nursing students. 

On the first day of the conference, 
which will begin at 1:30 P.M. there 
will be a keynote address, followed by 
a consumers panel. A variety of people 
representing consumers will include, 
for example, a mother, a_ recently 
hospitalized person, and a_ senior 
citizen. 

The second day will focus on the 
nursing care needs in health agencies. 
Representatives of hospital, long-term 
care, public health, and primary care 
nursing will take part in a_ panel 
discussion. 

Education day, which will focus on 
innovative programs, will follow on the 
third day of the conference. A panel on 
“preparing nurses for health care 
needs” will include nursing educators 
from a primary care nursing program, 
a CEGEP program, a university pro- 
gram, and continuing education. 

The emphasis on the second and 
third days will be innovative thinking 
in the use and preparation of nursing 
personnel. 

On the final morning, there will be 
reports from the workshops held on 
the previous afternoon, an open forum, 
and a summary. 

Names of the 12 panel members and 
each day’s chairman, coordinator, and 
summarizer will be published in the 
near future. The conference fee has not 
yet been decided. 


1,755 Nurses Discuss Legislation 

At ANPQ Meeting Via Phone Relays 
Montreal — On April 18, the Associa- 
tion of Nurses of the Province of 
Quebec (ANPQ) held an information 
meeting in Montreal and eight other 
Quebec communities, using telephone 
relays to enable 1,755 nurses to hear 
presentations on action taken by ANPQ 
and to ask questions about current 
health legislation in Quebec. 

Besides more than 800 nurses meet- 
ing in Montreal, nurses gathered in 
Sherbrooke, Hull, Quebec City, Rouyn, 
Three Rivers, Chicoutimi, Mont-Joli, 
and Sept-Iles. The closed circuit 
voice network of telephones and amp- 
lifiers made it possible for a nurse in 
Mont-Joli, for example, to ask a ques- 
tion; the nurse in Montreal to answer 
it; and nurses in all eight centers to 

(Continued on page 12) 
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A capsule account of some issues being examined by the 
Canadian Nurses’ Association’s board of directors at their 
meetings on April 11 and 12, 1973. 


e@ Overuse of drugs: The resolution from the 1972 annual 
meeting on overuse of drugs and misuse of prescription 
drugs (Report, September 1972, page 31), was discussed 
by the joint committee of Canadian Hospital Association 
(CHA), Canadian Medical Association (CMA), and CNA in 
February 1973. All members of the joint committee sup- 
ported the resolution. Directors of all three associations 
have been asked by Health and Welfare Canada to support 
its health protection branch’s campaign to reduce advertis- 
ing of pharmaceuticals. CNA directors agreed to support the 
health protection branch in this. 


e Proliferation of health workers: The joint CHA/CMA/ 
CNA committee at its February 1973 meeting supported a 
CNA proposal to promote a full-scale multidisciplinary 
study of the proliferation of health workers. The executive 
director, Dr. Mussallem, reported to the board that CNA 
staff is working with a doctoral student who plans to 
conduct research on this subject for his dissertation. 


e Specialization in nursing: A position paper on this sub- 
ject, prepared by staff, is to be revised to include comments 
from the workshop at the annual meeting; it will be present- 
ed to the October board meeting. 


@ CNA liaison with other nursing groups: Directors named 

a committee of three to develop a discussion paper on CNA 
_ liaison with such groups as: national associations of special- 
_ ty nurses; nonregistered nurses, the national association of 
/ nursing assistants, psychiatric nurses; and _ provincial 
associations of student nurses. 


e Three major roles of a professional organization: Since 
many changes are going on, the directors decided not to 
issue a statement on the major roles of a professional organ- 
ization. A working paper on this topic is available from 
CNA House. (News, March 1973, page 17.) 


e@ Accreditation of programs in nursing education: A meet- 
ing has been held of representatives of nursing and general 
education. Considerable doubt was expressed as to whether 
accreditation is the sole answer to improvement of educa- 
tion programs for nurses. The committee recommended 
that the climate for accreditation should be tested by a 
questionnaire addressed to provincial nurses’ associations. 
The directors agreed the sampling should be tried. 


e Participation in Canadian Council on Hospital Accredi- 
tation: To support Isobel MacLeod, CNA’s representative 
on the CCHA, the directors agreed to invite Ms. MacLeod 
to attend the October board meeting and to send inform- 
ation on current CCHA issues to board members before 
the meeting. 


@ CNA position on smoking: A position statement on smok- 
ing, accepted by the directors, is printed on page 15. 


@ CNA position statement on the primary care nurse: 
Directors accepted a CNA position on the primary care 
nurse, printed on page 13, which goes beyond the joint 
CNAI/CMA statement (May 1972, page 23.) 
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meeting resolutions: At the board meeting follow- 
1973 annual meeting, directors took action on the 
s accepted. (News, June 1973, page 11). Statf 
elop a brief and present it to the government, 

2 aircraft transporting patients and health work- 
. The resolution on fees for the nursing unit admin- 
m (NUA) course will be forwarded to the CNA/CHA 


letter will be sent to the CNA test service board re- 
‘ing that henceforth suggestions of names of potential 
st service board members be submitted to the CNA board 
_ for appointment; the CNA board will be responsible for 


. e@ Nursing requirements study: A study of methods of fore- 


casting the numbers of nurses and nursing assistants need- 
ed over the next five years has been completed and submit- 
ted to Health and Welfare Canada who requested it. CNA 
has applied for a federal grant to develop a microsimulation 
of the forecasting model presented in the CNA study. 


@ CNA test service: Directors established a three-member 
committee, made up of individuals not directly involved 
with the CNA test service, to study the test service relation 
to CNA; the committee is to report with a plan of action 
within one year. Directors gave the director of administra- 
tion, test service, the authority and responsibility to invest 
surplus funds in the test service bank account in accord- 


1 
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ascertaining that they are CNA members. A copy of the 


ance with the general investment policies of CNA. 


(Continued from page 10) 


hear both question and answer. 

Ata special meeting in August 1972, 
voting delegates supported the ANPQ’s 
stand on changes needed in regulations 
to implement Quebec’s Bill 65, the 
act transferring all health services to 
public control. (News, October 1972, 
page 8.) 

On April 18, ANPQ members heard 
that most of the changes supported by 
membership in August have been ac- 
cepted by the government. Most notable 
is the requirement that each hospital 
center must have a department of nurs- 
ing service, headed by a nurse director 
who is responsible to the general 
manager of the hospital. Prior to the 
change, the nursing department was 
not a requirement and, if it existed, the 
head of the department was responsible 
to the chief of hospital services, under 
the general manager. 

The definition of the act of nursing, 
as published in the reprint of the first 
reading of Bill 273 (the Nurses’ Act) 
is: “Every act the object of which is to 
identify the health needs of persons, 
contribute to methods of diagnosis. 
provide and control the nursing care 
required for the promotion of health, 
prevention of illness, treatment and 
rehabilitation, and to provide care 
according to a medical prescription 
constitutes the profession of nursing.” 

It was pointed out, at the April 18 
meeting, that the functions of education 
and planning are not included in the 
revised definition; the ANPQ insist on 
their inclusion. 

Rachel Bureau, president of ANPQ, 
told members at the information 
session: “We were disappointed not to 
find, in the reprint of Bill 273, first 
reading, any clause assuring the 
Corporation [ANPQ] of the right to 
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oversee the basic nursing course. This 
right is in our present Act. If the legis- 
lature does not accede to our request, 
we will not be able to answer to the 
public for the quality of the training of 
our members. In the interests of the 
Quebec people, we will either have to 
refuse admission[to registration exam- 
inations ] to these students or else sub- 
ject them to courses and/or additional 
clinical experience; in both instances, 
these students will be penalized. 

“We have made several requests in 
relation to the management of the 
Corporation. These requests have not 
been included in the reprint of Bill 
273. However, in his speech introduc- 
ing the Bill in second reading, Mr. 
Castonguay, minister of social affairs, 
stated that several amendments would 
be made to the Bill enabling the ANPQ 
to function, taking into account its 
40,000 members spread out in all 
regions of the province.” 

The requests are that a system of 
voting delegates be used to make deci- 
sions at the annual meeting (the Bill 
provides for universal suffrage); that 
the expenses of voting delegates be 
met by the association (the Bill makes 
no such provision to enable association 
members to attend annual meetings 
held a distance from their homes); and 
that the association collect members’ 
dues and remit a per capita fee to the 
district (the Bill provides for the dis- 
tricts to fix their own fees and send a 
fixed amount to the provincial associa- 
tion). 

Ms. Bureau said serious attempts 
have been made to have management 
nurses included in the section of Chap- 
ter 48 (the Act concerning health ser- 
vices and sqcial services) dealing with 
arbitration procedures provided for 


encroachments on the rights of doctors 
and dentists. Members of the nursing 
profession at management level have 
no job security. ANPQ has made numer- 
ous representations to the department 
of social affairs, to no avail. “We will 
keep on with our petitions, as these 
members must be protected,” Ms. 
Bureau said. 

Priorities of the ANPQ for the 
remainder of 1973 were discussed at 
the information day. They include 
illustrating and substantiating the 
definition of the act of nursing; research 
on acts delegated to nursing and new 
nursing roles: work inherent in Bills 
250 (code of the professions) and 273 
(the Nurses’ Act), such as developing 
methods of inspection of nursing 
practice, preparing bylaws to incorpor- 
ate responsibilities given ANPQ by the 
two bills, and writing a code of ethics, 
required by Bill 250. 

The ANPQ has also given priority to 
basic and continuing education pro- 
jects, including evaluation of: nursing 
education in the CEGEPs, Clinical 
resources, and college programs with 
a view to accreditation; decentralizing 
the locations for examinations; justify- 
ing exams as the evaluation tool for 
admission to the profession; preparing 
model classes; and carrying out pilot 
projects in two colleges. 

A continuing priority of the ANPQ 
is information on members, other dis- 
ciplines, government, and the public. 

At the close of the information 
session, Sheila O'Neill, first vice- 
president (English) of ANPQ_ said: 
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CNA Policy Statements 
on 
The Primary Care Nurse 


CNA believes that accessibility to and effectiveness of Canadian health services 
can be increased through expansion of the roles of nurses. For example, nurses 
should have an enlarged role in primary health care. 

Three areas in which immediate action could be taken to utilize nurses more 
effectively are: 

1. primary care for ambulatory patients 

2. continuing care for convalescent and long-term patients 

3. preventive care toward conservation of health. 


CNA believes that preparation for primary care nursing should be part of basic 
nursing education. 


CNA believes that until preparation for primary care is included in basic nurs- 
ing education, both long- and short-term courses shall be available to prepare 
nurses to function in primary care settings. Where possible, these courses shall 
be developed and implemented in university health science centers. The admin- 
istrative authority shall rest with the faculties of nursing. 


CNA believes that remuneration for the primary care nurse should be on a 
salary basis. This salary shall be adequate, competitive, and include recogni- 
tion of responsibility, experience, educational qualification, seniority, as well 


as income security benefits, such as sick leave and pensions. 


Registered Nurses’ Association 
Formed In Northwest Territories 
Yellowknife, N.W.T.—A_ registered 
nurses’ association now exists in the 
Northwest Territories. In March 1973, 
nurses in the Territories received the 
final draft of the constitution and by- 
laws for the voluntary association, 
Northwest Territories Registered 
Nurses’ Association (NWTRNA). 

In the summer of 1972, nurses from 
the Yellowknife Nurses’ Association, in 
consultation with the Fort Smith 
Nurses’ Association, produced a cons- 
titution and bylaws “to allow nurses 
the privilege of speaking as a body.” 
The nurses wanted to be able to speak 
as an Official group at the January 
1973 Territorial Council session, when 
legislation for registered nurses and 
certified nursing assistants came before 
it. A Nursing Ordinance was passed. 

There will be mandatory licensing 
for registered nurses in the Territories, 
with an initial operation fee of $10. 
Being licensed under the N.W.T 
Nurses’ Ordinance will eliminate the 
need for nurses to belong to a prov- 
incial association while they are em- 
ployed in the Northwest Territories 
(News, August 1972, page 8). 

Doctors, too, are presently licensed 
in the Northwest Territories through 
the territorial government. 

A steering committee, composed of 
three members from Yellowknife Dis- 
trict and Fort Smith District, will 
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guide the NWTRNA until its first gen- 
eral meeting, expected to be held in 
March or April 1974, in Yellowknife. 
At this meeting, members will be able 
to elect a president, president-elect, 
and chairmen of education and nursing 
administration committees. 

Plans for the new association include 
clude a workshop in conjunction with 
the annual meeting, and a newsletter. 
This year there will be no fee to join 
the association. Almost 60 members 
are expected to belong in the begin- 
ning. 


Colloquium On Nursing Research 
Held At McGill University 
Montreal — Forty-five nurse research- 
ers attended a national colloquium 
sponsored by the schools of nursing 
of McGill University, the University 
of Montreal, and Laval University on 
March 28 to 30, 1973. Participants 
came from all provinces except New- 
foundland and P.E.1. 

The colloquium was held to allow 
a group of nurses actually working in 
research to discuss common problems 
in the projects in which they are engag- 
ed. Presentations were recorded on 
videotape for use by advanced students 
of nursing and other health profes- 
sionals across Canada. 

Money for the colloquium was ob- 
tained by a national health grant, 
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It’s not that you should : 
do more. It’s just that ee 
KETO-DIASTIX* Reagent 
Strips require the /east 
amount of effort in testing 

for glucose and ketones in 
urine. Simply dip into urine 
and get a semiquantitative 
reading for glucose and 
ketones in 30 seconds. What 
could be easier and less 
troublesome for you and the 
patient? Useful all around 

the hospital. On wards, at the 
bedside, in patient teaching 
centers, and in the O.P.D. 
Also, a good test to recom- 
mend for the patient to use 

at home after discharge. 
Obtain full details on 
KETO-DIASTIX by calling 
your Ames Systems Special- 
ist or by writing to the 
address below. It’s the Jeast 
work you can do in diabetic 
urine testing. 


Keto-Diastix 
amos Compan 


Fae Division Miles Laboratories, Ltd. 
77 Belfield Road, Rexdale, Ontario 


“Chemical and biological information systems 
serving Medicine and Industry” a 


SCOPE SACK neatly carries and pro- 
tects Nursescope or any scope. Double-thick 
frosted flexible plastic, white vinyl binding. 442” 
x 9%”. Your own initials help prevent loss. 

No. 223 Sack. . . 1.00 ea. 6 or more 75¢ ea. 
Your initials gold-stamped, add 50¢ per sack. 


NURSES PERSONALIZED 
ANEROID SPHYG. 


A superb instrument especially 
designed for nurses! Imported from pre- 
cision craftsmen in W. Germany. Easy- 
to-attach Velcro cuff, lightweight, com- 
pact, fits into soft sim. leather os 
case 24%" x 4” x 7”. Dial calibra- 
ted to 320 mm., 10-year accuracy 
guaranteed to +3 mm. Serviced by 
Reeves if ever required. Your ini- 
tials engraved on manometer and 
gold stamped on case FREE, for 
permanent identification and 
distinction. A wise investment for 
a lifetime of dependable service! 


No. 106 Sphyg. . . . 32.95 ea. 


IT’S EASY TO ORDER REEVES NAME PINS FOR YOURSELF OR FRIENDS! 
Choose style you want, shown left. Print name (and 2nd bottom left. Attach extra sheet for additional pins. 
ailored line if desired) on dotted lines below. Check other info in 
boxes on chart, clip this section and attach to coupon 
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NOTE SAVINGS ON 2 IDENTICAL PINS... 
Spare in case of loss. 


more convenient, 
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*Please add 25¢ per order for 3 pins or less. 


MEDI-CARD SET tandiest reference 
ever! 6 smooth plastic cards (34” x 54”) cram- 
med with information, including Equivalencies of 
Apothecary to Metric to Household Meas., Temp. 
°C to °F, Prescrip. Abbr., Urinalysis, Body Chem., 
Blood Chem., Liver Tests, Bone Marrow, Disease 
Incub. Periods, Adult Wets., Child’s Dosages, etc. 
Allin white vinyl holder with ik stamped 
caduceus. No. 289 Card Set . . .-1.50 ea. 
6 or more 1.25ea. 12 or more 1.10 ea. 
Your initials gold-stamped on holder, 
add 50¢ per set. 


CAP TOTE keeps your caps crisp and clean . 
while stored or carried. Flexible clear plastic, white ~————— 


trim, zipper, carrying strap, hang loop. Stores flat. Also | eer 
for wiglets, curlers, etc. 842” dia., 6” high. ’ 
No. 333 Tote . . 2.65 ea., 6 or more . . 2.35 ea. —_ 


Your initials gold-stamped, add 50¢ per Tote. 


WHITE CAP CLIPS holds caps 
firmly in place! Hard-to-find white bobbie pins, 
enamel on fine spring steel. Eight 2” and eight 
3” clips included in plastic snap box. 

No. 529 Clips . . 3 boxes for 1.95, 


6 for 3.25, 12 for 49¢ ea. 


MOLDED CAP TACS 


Replace cap band instantly. Tiny plastic tac, 
dainty caduceus. Choose Black, Blue, White 
or Crystal with Gold Caduceus; or all Black g 
(plain). The neater way to fasten bands. P 
No. 200 Set of 6 Tacs .. . 1.25 per set. 
12 or more sets 1.00 per set 


i ee METAL CAP TACS air of dainty 

RNY jewelry-quality Tacs with grippers, holds cap 

3 bands securely. Sculptured metal, gold finish, 

oN approx. %” wide. Choose RN, LPN, LVN, RN 
anes or Plain Caduceus, Gift boxed 

WAN em Ni No. CT-1 (Specify Initials), No. CT-2 (Plain 


Cad.) or No. CT-3 (RN Cad.) . 
SEL-FIX CAP BAND Black velvet | 


band material. Self-adhesive, presses on 
pulis off; no sewing. or pinning. Reusable 
several times. Each band 20” long, pre-cut to 
popular widths: 4%” (12 per plastic box) 4%” 
(8 per box) %” (6 per box) 1” (6 per bbx) 
Specify width under ITEM column on coupon 
No. 6343 Band. . .1.75 per box 


- 2.95 pr. 
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3 or more. . 
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Use extra sheet for additional items or orders 


INITIALS as desired: ee 
(Good idea . . . for distinctive identification) 


TO ORDER NAME PINS, fill out all information in box top 
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| enclose $ (Mass. residents add 3% S. T,) 
Sorry, no COD's or billing terms available 


KELLY FORCEPS 50 handy for 
r every nurse! 5%” stainless steel, fully 
J guaranteed. Ideal for clamping off tubing. Your 
gs own initials help prevent loss. 
_ CARD No, 25-72 Forceps...2.75 ea. 6 or more 2.50 ea. 
an Your initials engraved, add 50¢ per forceps. 


Free Initials and Scope Sack 
with your own 


Littmann ee 


Famous Littmann nurses’ 
diaphragm stethoscope... 
a fine precision instrument, 
with high sensitivity for 
blood pressures, apical pulse 
rate. Only 2 ozs., fits in 
pocket, with gray vinyl anti- 
collapse tubing, non-chilling 
epoxy diaphragm. 28” over- 
all. Non-rotating angled ear 
tubes and chest piece beau- 
tifully styled in choice of 5 
jewel-like colors: Goldtone, 
Silvertone, Blue, Green, Pink.* 


FREE INITIALS AND SACK! 
Your initials engraved FREE 
on chest piece; lend individ- 
ual distinction and help pre- 
vent loss. Also FREE SCOPE 
SACK included, worth $1. as 
described above right. (Free 
sacks not personalized; add 
50¢ if initials desired.) Ideal 
for group gifts! Note big sav- 
ings on quantity orders (left). 


6-11...12.80 ea. 12 0r more...11.80 ea. 

Group Discounts include free Initials and Sack! 
*IMPORTANT NEW FEATURE: New ‘‘Medallion’’ styling 
includes tubing in colors to match metal parts. If desired, 
please add $1. ea. to all prices above, and add ‘‘M’’ to 
Order No. (No. 216M) on coupon. Duty free 


No. 216 Nursescope... 
13.80 ea. ppd. 


me Duty free 


QUANTITY DISCOUNTS: 10-24 pins, deduct 10%; 
25-99 pins, 15%; 100 or more pins, 20%. 
ag ales made nperieg forged mel 
SCISSORS Tquality: > yaar’. 
3¥2” LISTER MINI-SCISSORS 
Tiny, handy, slip into uniform pocket or 
purse. Choose jewelers Gold or gleaming 
Chrome plate finish on coupon 
@Beb No. 3500 Mini-Scissors . . . 2.75 ea. 
42" or 5¥2” LISTER SCISSORS 
As above, but larger for bigger jobs. Chrome finish only 
No. 4500 (4%2”) or No. 5500 (5%) Scissors . . . 2.75 
5¥2” OPERATING SCISSORS 
Stainless steel, with sharp/ blunt ac FED “ 
points. Beautifully polished finish. e. 
No. 705 OR Scissors . . . 2.75 ea. . 
All scissors above: 1 doz. or more (any style) . . . 2.00 ea. 
Your initials engraved, add 50c per scissors. 
CLAYTON DUAL STETHOSCOPE tight. 
weight imported dual scope; highest sensitivity for apical. —~ 
pulse rate. Chromed head tubes and chest piece with 
1%” bell and 1%” diaphragm, grey anti-collapse 
tubing. 4 0z., 29” long. Extra ear plugs and 
diaphragm included. Two initials engraved free. 
No. 413 Dual Steth........ 17.95 ea. 
R NURSES CHARMS 
Finest sculptured Fisher charms; 
Sterling or Gold Filled (specify under COLOR on coupon) 
For bracelet or pendant chain. Add to your collection! 
No. 263 Caduceus; No. 164 Cap; No. 68 
Grad. Hat; No. 8. Band. Scissors . . 3.49 ea. a 
Lake 14K PIERCED EARRINGS 
Dainty, detailed 14K Gold styles, for on or 
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fully gift boxed 

Birthstone Colors (specify on coupon): JAN 

o *& Garnet, FEB Amethyst, MAR Aqua, APR Crys- 

tal, MAY Emerald, JUNE Alexandrite, JULY 

\ Ruby, AUG Peridot, SEPT Sapphire, OCT 

Rose Zircon, NOV Topaz, DEC Blue Zircon. 

No. 13/297 Caduceus; No. 13/276 Cross; ; 

No. 1/010 Gen. Cultured Pearl; No. 6/247 Birthstone }5.95 per pair. 
oe 

PIN GUARD sculptured caduceus, chained 

to your professional letters, each with pinback/ 


= 
safety catch. Or replace either with class pin 4 
for safety. Gold finish, gift boxed. Choose RN he aN] 
LPN or LVN. NO. 3420 Pin Guard... . . 2.95 ea. we 


Dime-sized, pin-back. Specify RN, LPN, PN, 
RPh. on coupon. 
No. 205 Enam. Pin 1.95 ea., 12 or more 1.50 ea. 


ENAMELED PINS Beautifully sculptured status 
insignia, 2-color keyed, hard-fired enamel on fn wk ee 


Prevent stains and wear! 
Smooth, pliable pure white vinyl. Ideal 
low-cost group gifts or favors. 
No. 210-E (right), two compartments 
with be stamped caduceus... | 
6 for 1 25 or more 20¢ ea. | 


No. 791 (left) Deluxe Saver, 3 compt. 
change pocket & key chain... 
6 for 2.98, 25 or more 35¢ ea. 


Nurses’ POCKET PAL KIT 


Handiest for busy nurses. Includes white Deluxe. 
Pocket Saver, with 5” Bandage Shear (both shown 
opposite page), Tri-Color ball-point pen, plus 
handsome little pen light .. . all silver finished. 
Change compartment, key chain, 


No. 291 Pal Kit 4.95 @ 
3 Initials engraved on shears, add 50¢ per hit 


Bzzz MEMO-TIMER Time hot packs, heat 
lamps, park meters. Remember to check vital signs, 
give medication, etc. Lightweight, compact (142” a), 
sets to buzz 5 to 60 min. Key ring. Swiss made. 

No, M-22 Timer....... 4.95 ea. 

3 or more 3.95 ea.; 6 or more 3.50 ea. 


White barrel with caduceus imprint, aluminum 
j band and clip. 5” long, U.S. made, batteries included (re- 
placement batteries available any store). Your own light, gift boxed. 


No. 007 Penlight . . . 3.98 ea. Your Initials engraved, add 50¢ per light. 
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ly lightweight professi 
the new “bottom” look. Smart, 
le lace-up heel oxford over __ 
toe last. Thick simulated cork 
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upper leather, tricot- 
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» Very latest... 
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ge. No. 638 Kork-Lite Shoe . . . 16.95 pr. 
All-Weather NURSES’ CAPE 
) 4 Stay snug in cool weather, dry in the rain. 


Traditional Navy with Bright Red lining. 
Finest tailoring of 65% Dacron polyester, 
35% combed cotton. Zepel treated. 100% 
Nylon Duralyn lining. Snap fasteners, arm 
openings. Matching head scarf. SMALL (up to 
34 bust), MEDIUM (35-38,) or LARGE (39-42) 
... Specify size on coupon. 


No. 658 Cape....... 14.95 ea. 
i 3 Gold Initials on collar, add 1.00 per cape. 


HTINGALE LAMP 


}euthentic, unique favor, gift or engraved 

bord! Ceramic off-white candleholder with 

huine gold leaf trim. Recessed candle 
\(candle not included). 7” long. 


fF100S Lamp . . 6.95 ea., 12 or more 4.95 ea. 
pee and date engraved on gold plaque... 
1,00 per lamp. 


AUTO INSIGNIA Fulicolor enam- 
elled RN insignia (left) on bronze-plated 
medallion. Easy to attach to registra- 
tion plate. Weather-proof, distinctive. 
No. 210 Medallion . .. . 5.95 ea. 
4-color decal with RN emblem, transfers 
easily to inside car window. 442” dia. 
No. 621 Decal....... 1.25 ea. 


Endura NURSE’S WATCH Fine swiss-made 
waterproof timepiece. Raised easy-to-read white numerals 
and hands on black dial, luminous markings. Red sweep- 
second hand. Chrome finish, stainless back. Includes 


fe black velvet strap. Gift-boxed, with 1 year guarantee. 
Very dependable. Includes 3 initials engraved FREE! 
Ad No. 1093 Nurses Watch........... 19.95 ea. 


CA NURSES BAG A litetime of service 
for visiting nurses! Finest black Ye” thick 
genuine cowhide, beautifully crafted with 
rugged stitched and rivet construction 
Water repellant. Roomy interior, with snap- 
in washable liner and compartments to 
organize contents. Snap strap holds top 
open during use. Name card holder on end. 
Two rugged carrying straps. 6” x 8” x 12”. 
Your initials gold embossed FREE on top. An 
outstanding value of superb quality. 

No. 1544-1 Bag (with liner). . 37.95 ea. 
Extra liner No. 4415........ 6.95 ea. 


Fast-Action TOURNIQUET Strong, lightweight 


Velcro® strap applies, adjusts and releases instantly 


( on any limb. Positive holding power, self-adjusting 
tension, eliminates “pinch”. For blood samples, 
emergencies. ‘Duty free 
No. 2017-1 Tourniquet'...... 2.69 ea. 
OSS PEN "x Natalie B. Havens 
Worid-famous ballpoint, with ~ (¥) 
‘sculptured caduceus emblem. Full name ~ 


)FREE engraved on barrel (include name with coupon). a 
§Refills avail. everywhere. Lifetime guarantee. 


. 3502 Chrome 8.00 ea. No. 6602 12kt. G.F. 11.50 ea. 
=—=—— TRI-COLOR BALL PEN 


Write in black, red and blue with one ball point pen. 

» of the thumb changes point (and color). Steno fine point (excellent 
) charts). Polished chrome finish. A handy accessory for every nurse! 

EROMU PON soo ecu scar ccsesstesceces 1.95 ea. 

« 292-R 3-color Refills ........0-0 eee eeeeee 50¢ ea. 


HORSESHOE KEY RING clever, unusual 

e design: one knob unscrews for inserting keys. Fine 
sterling silver throughout, with sterling sculptured 
caduceus charm. No bead chain to break! 

— No. 96 Key Ring.......--.45- 4.95 ea. 


| mw Pull-Out KEY-KEEPER 

End fumbling for keys! Pin key-keeper on uni- 

- form or in bag. Attach keys to bead chain. Pull 

CBC LD out to use key, rewinds automatically. Neat, 

» ay convenient. Silver finish. In plastic gift case. 

No. 155 Keeper....... 2.49 ea. 
6-11 2.25 ea. 12 or more, 2.00 ea. 

___ 3 initials engraved, add 50¢ per Kee 
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Problems raised by participants e@ more and more nurses are working on ry 


included questions regarding the  interdisciplinary research teams in 
validity and accuracy of tools used for which researchers from different dis-— 
investigation, methods of classifying ciplines are experiencing difficulties 
data, and problems of introducing in communicating and in coordinating 
research projects into the clinical efforts; 

situation without affecting the quality e nursing is becoming more concern- 


CNA Policy Statement 
on Smoking 


Acknowledging the avoidable dangers of smoking to both smoker and non- 
smoker, CNA believes that: 


1. Associations of health professionals should play a leading role in initiating 
projects to create a nonsmoking society. 


tO 


. A concerted effort should be made by education- and health-related agen- 
cies, in conjunction with specialized government and voluntary agencies 
across Canada, to develop and implement a comprehensive program of 
research, education, treatment, and scientific evaluation, to prevent the 
commencement and continuation of smoking. 


3. Students in health and teaching professions must receive sufficient indoctrin- 
ation to make them enlightened and zealous educators. Treatment clinics 
should be made available to staff and students who smoke. 


4. Health workers, educators, and community leaders have a responsibility to 
be exemplars to the public and to take every measure to prevent and reduce 
smoking, especially among young people. 


5. Hospitals, health departments, and health-related services and_ facilities 
should, in the next 12 months, take action to protect the health of staff and 
patients by designating smoking areas and by prohibiting the sale of tobacco 
products within the agency. 


6. All recommendations of the Standing Committee on Health, Welfare and 
Social Affairs on Tobacco and Cigarette Smoking should be implemented 
within the next 18 months. These recommendations include: 

e counseling and treatment services, education, research, and scientific 
programs of evaluation aimed at prevention and reduction of smoking and 
at rendering smoking less hazardous to health and property; 

e special screening, diagnostic, counseling, and treatment services for those 
at particular risk, that is, miners, asthamatics, those with existing or 
family history of hypertension, diabetes, cardiovascular, or gastric ail- 
ments; 

e elimination of cigarette and tobacco sales promotion; 

@ assistance to tobacco growers and workers to diversify their activities from 
the tobacco industry. 
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ed with action research, projects that 
study new methods of giving care. 

Dr. Moyra Allen told The Canadian 
Nurse that the idea of a meeting for 
nurse researchers only was discussed 
after the first national conference on 
nursing research, held in February 
1971. She said participants invited 


to the colloquium were selected accord- 
ing to the relevance of the problems 
they were researching. 


Sask. Labor Relations Board Told 

To Rehear Nurses’ Application 
Regina, Sask. —The Saskatchewan 
Court of Appeal has ruled against a 
labor relations board decision that 
dismissed an application for certifica- 
tion by the Nipawin District Staff 
Nurses’ Association (News, March 
1973, page 11). The court has also 
instructed the board to rehear the case. 


Just Press the Clip and It's Sealed 


it takes but a moment to identify your pa- 
tient, positively and permanently, with 
Ident-A-Band. Then just a glance is all you'll 
need to be sure that this is the right patient. 


Ident-A-Band 


a HOLLISTER 


HOLLISTER LIMITED » 332 CONSUMERS ROAD, WILLOWDALE, ONTARIO 
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It was expected that the Nipawin 
application would come before the 
board during its next sitting, which 
was to begin May | in Saskatoon. 

However, on April 25 it was learn- 
ed that the union opposing the nurses’ 
application has appealed the decision 
to the Supreme Court of Canada. The 
present sitting of the Supreme Court 
ends June 30 and the fall sitting begins 
October 1. 

In 1972, the Nipawin association 
applied to be the bargaining agent for 
the nurses at Nipawin Union Hospital 
and Pineview Lodge Nursing Home in 
Nipawin. The Service Employees Inter- 
national Union opposed the nurses’ 
application. The labor relations board 
rejected the association’s bid because 
it said the Nipawin group was domi- 
nated by the Saskatchewan Registered 
Nurses’ Association. The Nipawin as- 
sociation appealed the decision. 

In a written judgment, Saskatchewan 
Chief Justice E.M. Culliton said the 
board acted outside its jurisdiction in 
finding the Nipawin association to be 
company-dominated. The chief justice 
said the board has the right to determine 
whether an applicant is a company- 
dominated organization, but it must do 
so according to the definition of such 
an organization as outlined in the 
Trade Union Act. He noted “it was 
incumbent upon the board to say 
whether the Saskatchewan Registered 
Nurses’ Association was an employer 
or an employer’s agent” within the 
terms as defined by the act. 

The chief justice said it was obvious 
from a review of the board’s reasons 
that the board did not find the SRNA 
to be an employer or an employer’s 
agent. “Nowhere in the reasons of the 
board is it suggested the SRNA in its 
association with the applicant, was 
acting for or on behalf of the employer 
named in the application, nor that it 
was acting for or on behalf of any 
other employer.” 

Chief Justice Culliton also said the 
inquiry made by the board and the 
decision it reached were not founded 
on the provisions of the Trade Union 
Act, but upon the board’s view of what 
constituted a company-dominated 
organization. “This the board was not 
empowered to do and thus acted in 
excess of its jurisdiction,” he added. 

According to the chief justice: “The 
board, if it did make a finding that the 
SRNA was an employer’s agent, did so 
because it found that from time to time 
the council of that organization was 
made up of people who, in their private 
and personal employment, could be 
classified as management personnel 
and not as employees within the Trade 
Union Act.” He said “This test is 
neither authorized by the act nor is it 
right in principle.” 
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SRNA, SMA, SHA Conference 
Supports Joint Health Planning 
Saskatoon, Sask. — At a two-day con- 
ference in March 1973, the Saskatche- 
wan Medical Association, Saskatche- 
wan Registered Nurses’ Association, 
and Saskatchewan Hospital Associa- 
tion agreed to support a joint approach 
to planning and coordination of health 
services. 

They agreed that a joint approach 
could be achieved only by forming a 
provincial health sciences council, 
which would initially have representa- 
tion from the three associations. 

This council is seen as an autono- 
mous body that would attempt to es- 
tablish its credibility with government, 
the public, and the member associations. 
It would start as a small group and 
gradually expand to include other 
health-oriented associations and so- 
cieties as it becomes firmly established 
as a voluntary health planning agency. 

Nurses, doctors, hospital trustees, 
government and consumer representa- 
tives, and members of the media at- 
tended the conference, which was pat- 
terned after a conference of the three 
national associations at Mont Gabriel, 
Quebec, in 1972. The national confer- 
ence recommended that their provin- 
cial counterparts hold the same type of 
conference; Saskatchewan was the first 
to do so. 

Six discussion groups identified the 
major general problem as the apparent 
lack of knowledge concerning the pres- 
ent health system. It was agreed that 
this was the result of an isolationist 
approach, in which each group of 
providers has developed its own areas 
of expertise and has functioned within 
them without paying enough attention 
to what other groups were doing. 

After study of the recommendations 
of the Hastings Report on community 
health and social centers, there was 
agreement that Saskatchewan, with its 
diverse population densities, did not 
need a completely new system. It was 
suggested that pilot projects, based on 
the recommended system, be undertak- 
en in selected rural and urban areas. 

Noting a serious lack of adequate 
programs and facilities for the proper 
care of senior citizens, the conference 
agreed that the health professions, the 
public, and government must place 
greater emphasis on this aspect of ser- 
vices. The conference expressed regret, 
too, at the low priority given to preven- 
tive health care. 

Also pointed out was the lack of op- 
portunity health professionals have to 
make their expertise available to gov- 
ernments before new policies and pro- 
grams are set up for health care. The 
conference recognized that although 
governments have been anxious to get 
expert advice on health matters for 
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planning and operational purposes, 
they have worried that organized, vest- 
ed interest groups may not provide 
them with the best advice. 


ina General Nurses’ Alumnae 

ers Graduates $500 Scholarship 
SRS Sask. — This year the Regina 
General Hospital Nurses’ Alumnae is 
again offering a $500 scholarship for 
postbasic study at any university school 
of nursing. 

Applicants for this scholarship must 
be graduates of the Regina General 


ea 


Hospital school of nioee act an 
engaged in nursing, and a ee oral 
member of the RGH nurses’ alumnae. — A 
A letter of acceptance from the univer- 
sity of the applicant’s choice must ac- — 
company the application. The deadline 
for applications is June 30, 1973. 
Further information and application 
forms can be obtained from Roberta 
Walker, chairman of the scholarship 
committee, Suite 21, 1811 — 8th Ave- 
nue N., Regina, Saskatchewan. Mem- 
bership in the alumnae is available for 
$1 from Ms. J.E. Garvey, 2178 Argyle 


Street, Regina. &% 
S 


As well as being safe 
for use in hazardous 
locations, the model 
929 surgical suction 
unit, illustrated, is 
engineered with 
typical Gomco 
reliability. Virtually 
maintenance-free, 
it’s easy to keep 
clean, easy to move, 
and easy to operate. 


MODEL 929 


Rooms and Emergency Rooms. 


operation. 


~ 
SURGICAL SUCTION UNIT 


The pumps large volume of suction creates 0” to 27”4+ of vacuum in 
seconds. Ideal for use in Operating Rooms, Delivery Rooms, Recovery 


Suction can be precisely controlled. Conveniently located gauge, cali- 
brated in both centimeters and inches, and regulator valve simplify 


; Gomco Aerovent® Overflow Protection prevents damage to pump from 
flooding without the necessity of constant supervision. 
Baked Lumitone® enamel finish with stainless steel top. All fittings are 
of chrome plated brass, all rubber parts, including large ball-bearing 
casters, are electrically conductive. Approved 3-conductor cord with 
explosion-proof plug is standard equipment. 


GOMCO SURGICAL 


MANUFACTURING CORPORATION 
6828 East Ferry Street 


Buffalo, New York 14211 
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Forearm Walker Attachments 


Forearm walker attachments 

Lumex, Inc. has introduced forearm 
walker attachments to provide com- 
fortable support and added safety for 
the patient with weak or arthritic 
hands and wrists. The attachments 
are made for easy installation on 
Lumex walker models 6000, 6010, 
6030, and 6080, and on other makes of 
walkers of similar dimensions. 

The attachments, which extend six 
inches above the walker handgrip level, 
feature padded and contoured forearm 
rests. Adjustable Velcro straps provide 
nonbinding, forearm loops that help 
the patient lift the walker for ambula- 
tion. Each handgrip of the paired 
attachments can be adjusted to the 
patient’s positioning requirements. 

For further information, write to 
Lumex Inc.. 100 Spence St., Bay Shore, 
N.Y. 11706, U.S.A 


Laparotomy sponges 
A line of sterile, disposable laparotomy 
sponges has been added to Sparta In- 


strument Corporation’s line of products. 


Highly absorptive and lint free, the 
sponges are made of four-ply quilted 
cotton gauze, with an x-ray detectable 
element sewn into each sponge. They 


18 THE CANADIAN NURSE 


are available in four sizes with and 
without a radio-opaque ring, which is 
color coded for instant identification 
of size. 

The sponges are double-wrapped 
with a peel-down outer envelope for 
aseptic removal. Five i sia are pack- 
aged per envelope, 10 envelopes (or 
50 sponges) in each case. 

Product literature and further infor- 
mation may be obtained by writing to 
Sparta Instrument Corporation, 305 
Fairfield Avenue, Fairfield, New Jersey 
07006, U.S.A. 


Elbow sleeve 

Posey Company has introduced an el- 
bow sleeve of polyester fabric, designed 
to minimize sheet burns. It may also 


Elbow Sleeve 


be worn on the knees to prevent them 
from rubbing together or to keep them 
warm. 

Inquiries or orders regarding this 
product (No. 6221) can be directed to 
Enns & Gilmore Limited, 1033 Range- 
view Road, Port Credit, Ontario. 


Tracheotomy tubes 
Dittmar and Penn Corporation, Phila- 
delphia, has announced a new line of 
stainless steel tracheotomy tubes. 
“Tru-Arc” is the name of the new 
tubes, which are interchangeable with- 
in units of the same size. They feature 
ultra-thin walls for maximum passage 
of air through the cannula, welded 
construction for durability, and mecha- 
nical finishing to ensure smooth edges 
and corrosion resistance. 


The Tru-Arc line comes in sizes 
one through nine in regular and short 
length. A choice of locks is also offered. 
The tubes are available in styles de- 
signed for use with standard |.P.P.B. 
equipment, and can be adapted for use 
with respirators or fenestrated as 
required. 

According to the company, precise 
mating has been achieved; this allows 
for the interchangeability of parts. For 
example, within units of the same size, 
an inhalation inner cannula will fit a 
Jackson Improved outer cannula. This 
will allow mixing or matching of parts. 


Stoma cap 

The stoma cap, a new product from 
Hollister Limited, is a protective cover 
for an irrigation-controlled colostomy. 
It relieves gas pressure through a deo- 
dorizing filter (raised disc in photo), 
but absorbs mucus and other occasional 
secretions in a sealed, odor-barrier 
pouch. 

About the size of a folded hand- 
kerchief, the stoma cap requires no 
taping, supplementary adhesive, or 
special skin preparation. 

More information can be obtained 
from Hollister Limited, 332 Consumers 
Road, Willowdale, Ontario. 


Dermhydran powder 


The Purdue Frederick Company (Can- 
ada) Limited, Toronto, has announced 
a new product, dermhydran powder. 

This yellow powder forms a pale 
yellow suspension when mixed with 
warm water. Because of a special in- 
gredient, a uniform film is formed when 
the suspension is applied to the skin. 
This film permits a more intimate 
contact of all components with the skin 
and helps retain the volatile agent. 

Dermhydran powder produces a sus- 
pension that has a drying and mild 
dermal desquamating action, ideal 
for treating oily skin and its effects. 
With its use, the formation of come- 
dones is reduced and the typical acne 
pimple dries and disappears within 
a few days. 

The powder is indicated in all stages 
of acne vulgaris. It has been tried with 
success in a small number of cases of 
seborrhea, psoriasis, and lichen planus. 

The contents of each I gm packet 
include 250 mg zinc sulphate monohy- 
drate, 400 mg sulphurated potash N.F., 
and a binding agent. Contraindications 
are known sensitivity to any of its com- 
ponents. It should not be used with any 
topical preparation containing mercury, 
because of the formation of mercuric 
sulphide. The powder should be kept 
away from eyes and mouth. If undue 
skin irritation develops, it should be 
used less frequently or discontinued. 

It is supplied in treatment kits that 
contain 1 gm packets of the powder, 
one measuring cup and stirring rod. 

In Quebec, the agent for this product 
is Laboratoire Sigma Limitée, 6655 
P.E. Lamarche, Montréal. 


Intensive care monitoring 


Bourns Life Systems of California has 
introduced the Model LS112-2 respira- 
tion rate apnea monitor. Designed 
especially for intensive care monitoring, 
this model provides continuous moni- 
toring and meter display of respiration 
rate; an audio and visual apnea alarm 
is adjustable for a 10 or 20 second 
delay. The alarm deactivates if the pa- 
tient resumes normal breathing. An 
indicator light continuously monitors 
the condition of electrode-to-skin inter- 
face, with no switches to throw to test 
electrode continuity. 

When properly attached to a patient, 
the meter displays average breathing 
rate, a panel light flashes with each 
detected breath, and audiovisual alarms 
alert personnel in case of apnea. The 
audio alarm volume is adjustable. 

Complete specifications, price, and 
delivery are available trom the Cana- 
dian distributors: E-I-L, Inc., 1565 
Louvain St. W., Montreal 11, Quebec, 
and Mid-Canada Medical, 1244 Albert 
St., Regina, Sask. wo 
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POSEY FOR PATIENT COMFORT 


The new Posey products shown 
here are but a few included in the 
complete Posey Line. Since the 
introduction of the original Posey 
Safety Belt .in 1937, the Posey 
Company has specialized in 
hospital and nursing products 
which provide maximum patient 
protection and ease of care. To 
insure the original quality product, 
always specify the Posey brand 
name when ordering. 


The Posey “Swiss Cheese” Heel 
Protector has new hook and eye 
fasteners for easy application and 
sure fit. Available in convoluted 
porous foam or synthetic fur lin- 
ing. #6721 (fur lining), #6122 
(foam), $4.80 pr. 


Pog « eee 


The Posey Foot Elevator protects 
pressure sensitive feet by keeping The Posey Elbow Protector helps 


them completely off sheets. A eliminate pressure sores and fric- 
washable flannel liner protects the tion burns. Three models are avail- 
ankle. Soft polyurethane foam ring ae #6220 (synthetic fur w/out 
with slick plastic shell allows pa- plastic_lining), $5.25 pair. 

tient to move his foot freely. 
#6530 (4 inch width ), $7.80. 


The Posey Ventilated Heel Pro- 
tector helps prevent friction and 


The Posey Foot-Guard with new skin breakdown while allowing 
“T” bar stabilizer simultaneously free movement. The newly devel- 
keeps weight of bedding off foot, oped closure holds hee protector 
helps prevent foot drop and foot on the most restless patient. #6710 
rotation. #6412, $21.00. (w/plastic shell), $7.80 pr. 


Send for the free all new POSEY catalog — supersedes all previous editions. 


Please insist on Posey Quality — specify the Posey Brand name. 


Send your Order today! 


POSEY PRODUCTS 
Stocked in Canada 


Pp 
°o 
te A ENNS & GILMORE LIMITED 
¥ 1033 Rangeview Road 
Quality Port Credit, Ontario, Canada 
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Pam 
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both 


break 


Keeps | 
him drier 


Instead of holding 
moisture, Pampers 
hydrophobic top sheet 
allows it to pass 
through and get 
“trapped” in the 
absorbent wadding 
underneath. The inner 
sheet stays drier, and 
baby’s bottom stays 
drier than it would in 


cloth diapers. 


e 
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Saves 
you time 


Pampers construction 
helps prevent moisture 
from soaking through 
and soiling linens. As a 
result of this superior 
containment, shirts, 
sheets, blankets and 
bed pads don’t have to 
be changed as often 

as they would with 
conventional cloth 
diapers. And when less 
time is spent changing 
linens, those who take 
care of babies have 
more time to spend on 
other tasks. 


PROCTER & GAMBLE CAR-322 


In this paper I will look at the patient 
as a partner on the health team in the 
following three roles: as a partner with 
the professional in the therapeutic rela- 
tionship, as a member of the therapeutic 
community, and as a representative 
of the whole community. 


Patient as a partner 

When I speak of a therapeutic rela- 
tionship, I do not necessarily mean only 
formal psychotherapy or analysis, but 
all those interactions between the staff 
and the patient that are supposed to 
lead the patient toward improved 
health. There are, of course, two sides 
to a partnership. Whether we are basi- 
cally willing to engage in a partnership 
with patients may largely depend on 
our basic attitude toward them. 

At the start of a therapeutic rela- 
tionship, the patient is likely to present 
himself as someone who suffers and 
who sees himself as powerless to do 
anything effective about it. He expects 
us to remove what ails him and make 
him feel well as soon as possible. All 
the power he feels he lacks seems to be 
invested in us. Or, a patient may resent 
being under our care, for he cannot see 
there is anything wrong with him. 

Both the patient’s extreme submis- 
Siveness and extreme rebellion are 
symptomatic of the initial phase of the 
therapeutic relationship, when he has 
not yet assumed responsibility for his 
part. One cannot expect him to do so, as 
he still finds himself in a stage of emo- 
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The patient as 
an equal partner 


Whether it is in a one-to-one or in a group relationship, the professional 

in community mental health must help the patient become a full partner 
on the team. The author explains why token power is devastating for a 
patient's self-esteem, and describes problems with therapeutic communities 


she has seen. 


Gertrud B. Ujhely, R.N., Ph.D. 


tional development in which he is 
identified, to a large extent, with his 
pathology. Although he wants to get 
rid of his suffering or of his lack of 
freedom, he does not really want to 
change. 

The professional must not accept 
the power handed to him by the patient 
or provoked in him by the patient’s 
attitude of rebellion. This is not easy, 
for who among us does not want to be 
the personified healer who has the 
power to work miracles, or at least 
is seen as such in the eyes of the other? 

According to Jungian theory, human 
beings can never become God-like, or 
become the personification of the 
“great healer.” All we can do is become 
aware of the healing principle in each 
of us, including the patient. This healing 
principle is bipolar, consisting of the 
wound and the healing force. 

If we allow the patient to endow us 
solely with the power of healing, we 
allow him to project his own healing 
force upon us; at the same time, we get 
rid of the suffering pole in ourselves 
and project it on him. This makes him 
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the suffering one, while we enjoy super- 
human power at his expense. 

Furthermore, if we succumb to the 
flattery, we succumb to a kind of self- 
inflation or exaggerated pride. If we 
are to preserve our image of the “great 
healer,” the patient had better improve, 
and improve fast. If he has some sense, 
he will try to get out of our clutches. 
Or he may have to hide his pathology, 
for fear we shall be disappointed. It 
does not take much imagination to 
realize such action can have disastrous 
results in the long run. 

On the other hand, if we can see 
ourselves and the patient as truly 
human, we can empathize with his 
suffering through our own capacity for 
experiencing pain, and we can evoke 
the healing powers in him by trying 
to serve the healing principle in our- 
selves. This establishes a genuine part- 
nership between us and the patient, in 
spite of his apparent lack of responsi- 
bility. This way, the patient will sooner 
or later move from the initial phase and 
realize his condition did not simply 
happen to him, but that his own attitude 
toward life and toward himself and 
others had quite a bit to do with his 
plight. 

In the second. or “ethical phase,”2 
both patient and professional expe- 
rience their partnership. The patient 
assumes responsibility for his work 
with the therapeutic agent and begins 
to use him as consultant and validator, 
rather than as the great authority. 
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too, the person treating the 
y not like to be seen as merely 
human being, one with more 

dge and experience, perhaps, 

ut still devoid of the halo around his 
id or the devil's horns. If he needs 
1¢ glory to compensate for his own 


try to keep the patient in his previous 


bondage and discourage any clumsy 


attempts by the patient to establish a 


two-way relationship. 

If the professional can accept the 
patient’s forward movement, he will 
find the patient has begun to move into 
the next and culminating phase — “the 
religious” one.? In this phase, the pa- 
tient realizes he can assume responsibil- 
ity for his attitudes and actions, but not 
for what happens to him, nor for the 
pains he must endure. He begins to 
realize there are powers greater than 
his own ego, upon whose grace he must 
draw. 

When the patient has reached this 
phase, the partnership can continue, 
but the roles between therapist and 
patient will have changed again: both 
serve the healing principle consciously 
in a joint endeavor. Since it is difficult 
in Our society to talk about one’s spirit- 
ual experiences, the therapist might 
serve as the one person with whom the 
patient can fully share his feelings 
without needing to be afraid of ridicule 
or of misunderstanding. 

Here, too, there is danger. The ther- 
apist may not be willing to accord the 
patient the glory, as he sees it, of depth 
experiences of this kind. He may want 
to preserve the privilege of enlighten- 
ment for himself. Or, he might not 
have the capacity to experience powers 
beyond those of his own ego and may 
not appreciate what the patient is going 
through. 


Patient in therapeutic community 

With the first use of tranquilizers, 
some 20 years ago, we came to be a 
little less afraid of patients’ actual or 
potential violence. In addition, a gen- 
eral reaction to political restrictions in 
the early fifties in this country and to 
work done abroad, especially in Eng- 
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land, gave mental hospital administra- 
tors the idea that patients should have 
some say in the decision’ making con- 
cerning them. Actually, the staff usually 
made the decisions, but patients were 
at least told their requests were unrealis- 
tic. In matters that did not really affect 
policy, patients were allowed to make 
decisions. 

Token therapeutic communities — 
in which patients are told they are 
full partners on the health team with a 
voice in decision making, yet have only 
a pseudo voice — perpetuate the con- 
fusion and deception that led to their 
condition in the first place. 

Those responsible for instituting 
therapeutic communities must be clear 
about the extent of the patients’ deci- 
sion making in the administration of 
the community, and must communicate 
their intent to the patients. A clear 
spelling out of the parameters of the 
patients’ freedom, which may be deter- 
mined by the staff alone or in conjunc- 
tion with the patients, is, in the long 
run, more important for the patients’ 
mental health than the degree of free- 
dom they actually have. 

Token power is devastating for the 
self-esteem a patient might still have, 
as it implies he is not being taken 
seriously and is treated as a child to 
be calmed down at any price. 

There are serious issues involved 
in giving the patient full freedom of 
determination on the interdisciplinary 
team. Besides, he does not make deci- 
sions only for himself. If the therapeutic 
community is a genuine one, he is also 
called on to make decisions concerning 
other patients, decisions that may in- 
volve visiting privileges and even 
discharge of patients from the unit. 

The problem with the therapeutic 
communities I have seen is that the 
staff does not trust the patients. Be- 
cause the patient does not function 
properly in some areas and lacks judg- 
ment, he is considered unable to 
function in any other area. | believe 
this assumption is a fallacy. | know of 
many examples where patients showed 
not only excellent judgment and res- 
ponsibility where their companions’ 


fate was concerned, but also could 
affect their behavior much more 
quickly and deeply than the staff had 
been able to do. 

If there is a genuine therapeutic 
community, the patient will, before 
long, experience the support of his 
peers and the staff as a force that 
surrounds him from the outside and 
helps pull him together within. He 
may perceive the others as the roots 
of his own damaged tree, and before 
long will begin to grow his own roots. 

Instead of feeling powerless, as he 
likely did in the situation that caused 
his illness, the patient now feels he can 
influence his environment. Or, instead 
of having to be afraid of his unlimited 
power over the members of his family, 
which scared him half to death because 
of its potential of unlimited violence, 
he now feels a secure ring of benevolent 
forces around him, forces that will 
recognize his voice while raising their 
own in an attempt to balance his for 
the good of the whole. 

At first, staff are seen as all-power- 
ful, unapproachable, or too busy to 
care. But, just as with individual pa- 
tients, the staff do not have to imper- 
sonate this image. Nor do they have to 
be quiet if they disagree with what the 
patients say, for fear of intimidating 
them. They must learn to trust in the 
group’s reasoning power and in its 
healthy balance of judgment, in spite 
of individual patients’ pathology. 

Why do groups lose control? It is 
important for the staff, together with 
the patients, to set up norms that are 
genuine and workable. Further, it is 
important that these norms be continued 
in spite of attribution or additions of 
staff and patients. 

If group cohesion is strong, one 
disruptive person can probably be 


absorbed into the atmosphere and is — 


likely to change gradually under group 


pressure. But if cohesion is poor, if 


there are factions among the group, or 
if the overt messages do not coincide 
with the covert ones, one newcomer 


with a different ideology can Steal? 


the entire ward. : 
It is the professional's respon: 


j 


to be alert to problems in communica- 
tion and group cohesion. But that does 
not mean he carries responsibility for 
the therapeutic community as such. This 
he must share openly and wholeheart- 
edly with the patients. 


The community and the professional 

In community mental health, prob- 
lems abound over the issue of equal 
partnership between lay persons and 
professionals. The overall themes of 
love of power and mistrust are mutual. 

Different kinds of communities 
and different problems can be found. 
For example, there is the community 
that is so passive it does not make use 
of mental health programs and facili- 
ties. On the other hand, there is the 
highly belligerent community that is 
unwilling to relinquish its confron- 
tation tactics and begin a dialogue with 
well-meaning professionals. There are 
situations where the professionals plan 
programs and offer them to the commu- 
nity, and others where the community 
makes demands the professionals do 
not recognize. 

The neediest community is often 
the one least equipped to express its 
needs in a way the professional can 
understand. This reinforces the pro- 
fessional’s belief that the community is 
ignorant, has neither the training nor 
understanding to appreciate its prob- 
lems, and therefore should listen to 
the expert. 

In many cases, the members of the 
community lack sophistication and do 
not dare expose their ignorance before 
the professional. We must help them 
reach a point of awareness and level of 
objectivity and abstraction that will 
enable them to communicate their 
needs in a way intelligible to us and 
others. 

In many cases we may have to edu- 
cate our clients before admitting them 
to equal partnership in the healing 
process. This does not mean, however, 
that we usurp responsibility for the 
therapeutic process or the programming 
of services, or that we are the active 
agents and our clients the passive ones. 
Such an attitude on our part is not easy, 
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for it requires respect for something 
that is not yet evident. 

Some professionals make the oppo- 
site error by giving the community re- 
sponsibility it cannot yet assume. They 
treat their clients as if they were already 
prepared to assume full partnership, 
even though they still need some educa- 
tion to express their needs. The cause 
of this dilemma is the misconception 
that only one or the other has the 
power of decision making, that either 
the professional must do what the 
community says or the community 
must do what the professional says. 

Is it not rather a matter of dialogue, 
in which each must say what he sees 
and each must respond to what the 
other says, after having allowed him- 
self to be affected by it as fully as he 
can bear? This is not easy if the pro- 
fessional sees himself as the sole expert; 
nor is it easy if the community sees 
itself exploited and misunderstood by 
the professional. 

The professional must use all his 
knowledge of group process to keep 
communication open and discussion 
moving. Even then, it does not always 
work. If the professional has done 
everything he can, he may learn from 
his failure. The fault may not be all 
his, for his good intentions at dialogue 
may have been diverted into a confron- 
tation of powers, which is the style of 
our day.4 

Another problem lies in a confusion 
of the roles of professional and com- 
munity. The professional is an expert 
in his field, but this does not entitle 
him to determine the values and prior- 
ities of the community. He can try to 
influence them in light of his knowledge 
and values, but the decision about pro- 
grams is legitimately the community’s. 
On the other hand, it is up to the expert 
to judge how programs should be imple- 
mented. 

The outcome of this confusion of 
roles depends largely on the human 
relationships that can be established as 
underpinnings of the program structure. 
If the relationships are solid, trusting, 
and allow for dialogue, they will carry 
the program; if they are tenuous, sus- 


picious, and hostile, the programs 
likely collapse, no matter how good ~ 
they look. : une 


Conclusion - 
I have attempted to draw some pic- 
tures of the partnership between the 
patient and the professional in the 
mental health field. | have spoken of 
the danger of inflation on the part of 
the professional, of his mistrust and 
implied derogation of the client’s po- 
tential, and of the role division between 
the layman and expert. I hope I have 
made it clear that even when the patient 
is not ready to carry his full load, part- 
nership is not only possible, but is 
essential in the healing and health 
process, whether it be in the one-to-one 
relationship, the therapeutic commu- 
nity of a unit, or the community at 
large. 
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Red Cross outpost nursing 
in New Brunswick 


As a nursing student at the Saskatoon 
City Hospital, | was assigned the care 
of a patient who had done outpost 
nursing in Saskatchewan. | remember 
being fascinated with her stories, 
resolving that at some point I would 
explore the possibilities of outpost 
nursing. 

About five years later, when I was 
director of nursing education at a school 
of nursing in Ontario, | received a letter 
trom my brother, a theological student, 
asking if | would be interested in open- 
ing a Red Cross outpost at Miscou Is- 
land, New Brunswick, where he had 
been assigned for summer experience. 

This was in 1946. There was no 
doctor on the Island. My brother had 
been in touch with the provincial 
division of the Red Cross and had 
found they needed a nurse. As well, 
he had located a house at the harbor, 
which could be used as a nursing sta- 
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The personal memoirs of an outpost nurse — 25 years later. 


tion. Would I be remotely interested? 

I responded immediately that I 
would be interested. Soon after, I re- 
ceived from him a clearer picture of 
what would be involved. 

There were 1,300 people on the 
island, 90 percent of whom were French 
speaking; a further 3,000 people lived 
on Shippegan Island. Two channels of 
water had to be crossed before arriving 
on the mainland. There was no access 
to the outer island for two weeks in the 
spring and fall, when the ice broke and 
formed. There were no electric lights 
on the island, and only two telephones. 

I wrote back saying I was still inter- 
ested. A short time later | received a 
wire from the New Brunswick division 
of the Red Cross, advising me I had 
been employed at a salary of $100 a 
month, my duties to commence as soon 
as I could come. 


Willing to learn 

Shortly after my appointment as 
Red Cross nurse, | was invited to attend 
a meeting in the local school house on | 
the island to meet some of t ple. 


During the meeting, a 


with the Red Cross in their selection of 
an English-speaking nurse. “Over 90 
percent of the people speak only 
French,” he said, “and the women who 
need the nurse most do not speak any 
English at all.” Undaunted, I approach- 
ed this gentleman following the meeting 
and told him that since I was already 
appointed, | had no intention of resign- 
ing. If he would teach me to speak 
French, | would be willing to learn, I 
said. 

I arrived on the island in the fall, 
full of enthusiasm, but with a minimum 
of supplies. | set about unpacking and 
sorting out what supplies I had. There 
were several large, war-time parcels 
from the Red Cross, including medical 
supplies long outdated, any number of 
water pails, pitchers, glasses, plus 48 
dozen tins of Campbell’s vegetable 
soup! 

The small white house at the harbor, 
selected as the nursing station, had to 
be completely cleaned. Patients began 
to arrive almost immediately by foot, 
bicycle, or horse-drawn buggy, to seek 
advice, assistance, or simply to see 
what the new Red Cross nurse looked 
like and what she had to offer. 

These were busy but exciting days. I 
soon discovered the need to have at 
least two fully equipped “baby bags” 
on hand for immediate action. I made 
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endless trips to the harbor, where I 
called the doctor on the mainland 
about patients’ needs. In many ins- 
tances I had to proceed according to 
my own judgment following examin- 
ation of patients, and then report to the 
doctor after the fact. 

At the end of one month. the Roth- 
esay branch of the New Brunswick 
division of the Red Cross made ar- 
rangements to purchase a horse, “Nellie 
Rothesay,” which was to be my means 
of transportation. When the islanders 
learned that the Red Cross nurse was 
to be equipped with a horse, they set 
about with great energy and much care 
to prepare the barn for the horse’s 
arrival — even papering the cracks with 
cardboard. | wondered if this were a 
measure of my acceptance by the is- 
landers. At any rate, it seemed to me 
that in a short time I had won their 
confidence and support, and certainly 
they had won my respect and admira- 
tion. 


A good winter for gossip 

On visits to one or other of the 
islands, | would often find a whole 
series of families suffering from in- 
fluenza, diarrhea, or some other ail- 
ment. Frequently, because of a storm, 
it would be necessary for me to stay 
overnight. And in every instance the 


islanders did their best to make me 
comfortable and at home. 

During that first year, it seemed 
that every home I visited would have 
more than its share of neighbors who 
would come to call, presumably to get 
a look at the nurse. | remember an 
instance in which one man looked me 
up and down, dressed as I was in parka 
and slacks for winter, and then said, 
frankly, “My God, you are tall! I’ve 
never before seen so tall a woman!” 

Often when I would go into the local 
store to purchase supplies for the nurs- 
ing station, the pot-bellied stove would 
be surrounded by local fishermen dis- 
cussing the latest news. Undoubtedly, 
the advent of the first Red Cross nurse 
on the island made it a good winter for 
gossip. 

Since the island people had never 
had available any type of local medical 
service, it was understandable that news 
would spread concerning actions the 
nurse had taken and her seeming suc- 
cesses and failures in treating people. 
Penicillin was fairly new at the time, 
and I remember some rather dramatic 
intramuscular injections of this drug. 
After these “miracles,” as they were 
perceived to be, I would get a whole 
series of patients coming to the nursing 
station with long-term back pain, aching 


joints, and so on, absolutely convinced 
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n many instances, 


i Oe ca would cure them. 

1 continued to do the best I could. 

I found myself 
king judgments and taking action 
in normal situations | would not 

- have dared to make or take! 

_ Although I always had access to 


_ the doctor on the mainland, I usually 


called a doctor in Bathurst, approx- 


| 


_ imately 100 miles away, when I was 
really in doubt about a patient. | didn’t 
meet this man until the following year, 
but I had a tremendous sense of confi- 
dence in his ability to make a different- 
ial diagnosis and relieve me of the 
awesome burden of what to do next for 
a critically ill patient. 


Emergency care 

On one occasion | remember a man 
driving his sleigh to the door, then 
coming in and asking if I could come 
quickly to the other island to visit 
a seriously ill woman. He had no idea 
what the problem was, and could tell me 
nothing more than that I was needed 
urgently. On impulse, | picked up one 
of the “baby bags” as well as my regular 
kit, and off we started across the ice 


by sleigh. 
When I arrived in the patient's 
home, | found her barely conscious, 


surrounded by 10 to 12 neighbors who 
were bemoaning her fate, but doing 
nothing to assist her. Her husband was 
sobbing. 

The woman had obviously had a 
spontaneous abortion. Her pulse was 
barely perceptible, indicating she was 
probably still bleeding. I raised the 
foot of the bed, put an ice pack on her 
abdomen, made her as comfortable 
as possible, and then began to think of 
alternate ways to restore her cons- 
ciousness or at least her pulse. I don’t 
recall the exact measures I took, but | 
do know that at one point I realized 
her only hope for survival was a blood 
transfusion. At the same time I realized 
she would probably not be able to sur- 
vive a trip to the hospital, one hundred 
miles from her home. 
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I remember making several attempts 
to get from the patient's house to 
the house across the road so I could 
telephone the doctor. I had given the 
husband a white diaper to wave so | 
could come back immediately if there 
were any change in her condition. When 
I finally made it to the phone, | found 
the doctor most helpful. He established 
the exact location where a plane could 
land, then advised me the approximate 
time I could expect medical assistance. 
I directed some of the neighbors down 
with lanterns to wave the plane in, 
while I continued to care for the 
patient. 

When the doctor finally arrived, 
I remember him saying he had never 
seen a woman so blanched and yet 
still alive. He started a transfusion 
immediately, provided me with direc- 
tions for her care, left the medicines 
I would need, and gave me the reassur- 
ance | required to carry on, before he 
departed by plane into the darkness of 
the night. 

| am happy to report that this patient 
gradually recovered. About one year 
later I delivered her of a healthy male 
child. 

One other occasion that comes vivid- 
ly to mind is a phone call I received 
from the priest, saying there had been 
a shooting accident and. the victim’s 
hand had been badly mutilated. The 
island was inaccessible at the time, so 
a local resident (who had been trained 
as a licensed practical nurse) and I set 
about to get emergency supplies ready. 
We ended up suturing the man’s hand 
in the kitchen of the nursing station, 
using obstetrical sutures following the 
administration of morphine to ease 
his pain, and putting sulfathiazole 
powder in the wound to prevent infec- 
tion. I believe we administered whiffs 
of chloroform, all without a doctor’s 
order. But after all, this was an emer- 
gency! The phone was one and one-half 
miles away, the island was inaccessible, 
so what else could we do? 

Because of the severe mutilation 


of this patient's hand, | feared gangrene 
might set in. For the next two weeks | 
visited his home by sleigh daily to 
observe the process of healing and to 
change the dressing. 

By the time it was possible for 
the patient to visit the doctor on the 
mainland, | was relieved to note that 
healing seemed to have progressed 
normally without infection. The only 
problem was that the patient’s middle 
finger wouldn't straighten out; nor 
could he close his hand. When he told 
me the doctor had advised him to have 
the finger removed, I objected strenu- 
ously. After all, hadn’t / saved his hand? 

I begged the man to let me work 
with him. throughout the summer 
months to see if we couldn’t get some 
flexibility into the finger before he 
decided to have it removed. I initiated 
a daily regimen of exercises for him, 
followed by regular massaging with 
warm oil. He visited the nursing station 
on a weekly basis for assessment, en- 
couragement, and support. By fall, he 
was able to straighten and close his 
hand, and although the finger remained 
somewhat stiff, he did not have to have 
it removed. 


Nellie replaced by Chevvy 

At the end of one year, | had come 
to the conclusion that unless certain 
changes were made, I would not stay 
longer. When the director of outpost 
services visited, I told her what we 
needed: a telephone in the nursing 
station; a second nurse; and a car. 

As these conditions were met, I 
decided to remain for a second year. 
At this point, a French-speaking nurse 
from Bathurst joined forces with me. 
Since she did not drive, we usually 
made calls together. What a joy it was 
to have her with me for company and 
consultation, as well as for assistance! 

The telephone in the nursing station 
made a tremendous difference in my 
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hooked up to the radio in the local grocery store. 


phone had been observed by many of 
the fishermen at the harbor. Imagine 
my surprise, during one lengthy ride 
by sleigh, to discover the driver re- 
peating almost verbatim the content of 
a telephone call I had made to the 
doctor about one of my patients. When 
I questioned him further, he volunteered 
the information that the cable had been 
located and hooked up to the radio in 
the local grocery store. 

In other words, the hot-stove league 
had been provided with a new source 
of information and gossip, which be- 
came particularly distressing when 
the calls were personal and the patients 
known. Fortunately, a call to the main 
telephone operator resulted in a private 
line being established — a considerable 
cost to the company, but a great relief 
to the nurses! 

The advent of the car—a brand 
new Chevrolet right off the assembly 
line — made it possible to extend our 
services immeasurably. We were able 
to plan regular prenatal visits, get 
patients into Bathurst for chest x-rays, 
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take critically ill patients to hospital, 
and make follow-up visits to older 
patients to check on their diets and 
supervise their health care. 


Conclusion 


I am convinced that only through 
personal experience can one fully 
appreciate the significance of the work 
of the Canadian Red Cross. Its philo- 
sophy of moving in to provide a service 
in response to need, then continuing 
that service only until another agency 
takes over, has always appealed to me 
as being sound and as keeping the 
Society flexible in a time when needs 
and resources can change so rapidly. 

I have long believed that the Red 
Cross outpost nursing service fills an 
invaluable need, while at the same time 
giving its nurses an opportunity to 
function at a level they would not other- 
wise dream possible. The point I would 
like to make has relevance, | believe, 
for the dilemma facing the nursing 
profession today. I have often asked 


: the telephone cable had been 


myself, following my outpost nursing 
experience in New Brunswick, whether 
or not society as a whole is prepared 
to allow the nurse to function at her 
full capacity. And if not, why not? Why, 
for instance, was I able to do so much 
for patients in an outpost setting that 
I would not be allowed to do in an 
urban setting? 

I believe that patients today, wher- 
ever they may come for assistance, are 
less interested in the category or the 
sex of the person to whom they come 
for help, than they are in the compas- 
sion and competence of the «persons 
who provide that help. Is there a lesson 
here that could be learned in relation 
to the proposed community health 
clinics? If so, perhaps Canada’s Red 
Cross nurses can be counted on to con- 
tribute richly to the development of 
such clinics. Certainly they have a 
unique contribution to make that should 
not be discounted by the official and 
unofficial bodies charged with the de- 
velopment of new systems of health 
care. 
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Staff nurse involvement 
in research 


— myth or reality? 


Is staff nurse involvement in research only a bandwagon theme, or is it a 
practical necessity? A look at a few of the myths and realities surrounding 
some dimensions of research as they pertain to staff nurses can help us 
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answer this question. 


Shirley M. Stinson, R.N., Ed.D. 


This article is intended for nursing 
administrators, educators, and research- 
ers as well as for staff nurses, since the 
degree to which staff nurse involvement 
in research is myth or reality depends 
not only on how staff nurses perceive 
that question, but also how others per- 
ceive it. 


What is Nursing Research? 


Myths: Nursing research is a highly 
scientific enterprise carried out by a 
trained few. 
Realities: 1f we look at nursing re- 
search as a “thing,” a tangible product, 
such as a report, an article, or a book, 
a reality is that few staff nurses seem to 
be involved directly; if we view it as a 
systematic, detailed process, it is still a 
comparative rarity for practitioners, 
including staff nurses, to participate 
directly in designing and/or carrying 
out research studies. But if we think of 
nursing research in the sense of its 
being an attitude, what are the realities? 
First and foremost, research is an 
attitude. This is, and has been, a major 
theme in the literature: being a profes- 
sional implies being a person who 


Dr. Stinson is Professor and Senior Health 
Research Scientist. Division of Health 
Services Administration, University of 
Alberta, Edmonton. She is also Chairman 
of the Canadian Nurses’ Association's 
Special Committee on Research. 


constantly tests ideas and approaches 
and persistently tries to explain why 
the ideas are or are not valid, and why 
some approaches work under certain 
circumstances and some do not.! 


Is it a myth to think that most staff 


nurses possess a research attitude — 
or is it a reality? Much research centers 
around specific hypothesis testing. For 
example, “patients given preoperative 
teaching will have a shorter hospital 
stay than comparable patients who do 
not.” In a more general way, we can 
think of a hypothesis as a question: “I 
wonder what would happen if... .?” 
Although to some extent we know 
beginning answers to such questions as 
“what would happen if helpless pa- 
tients are left unturned for long periods 
“we do not know much about 
what would happen if medicare pay- 
ments covered nurse practitioner ser- 
vices in doctors’ offices, or what would 


happen if all nurses were capable of 


and would give active support to dying 
patients and their families. Nor do we 
know what would happen if hospital 
and public health nurses had authority 
to make direct patient referrals to one 
another, 

Is it a reality that most staff nurses 
employ a “research attitude” in their 
day-to-day practice? This we do not 
know. What we do know is that most 
staff nurses have had little preparation 
in the art of problem solving, an inher- 
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ent part of research attitudes and prac- 
tices. But even with nurses prepared in 
problem solving, there is some evidence 
to indicate that they soon lose much of 
their tendency to try new ideas or take 
professional initiative. 2 

Why? Any nurse is subject to the 
values and pressures of the people with 
whom she works, particularly her peers. 
Further, if nursing service administra- 
tive staff turn thumbs down on the 
questioning staff nurse, she is likely to 
retreat to the status quo. I have known 
sound research ideas to emerge from 
staff nurses, only to be quashed by their 
supervisors and/or nursing directors. 
But there is another side to this coin: 
I have also known nursing administra- 
tors to respond (they are, after all, 
human!) when staff nurses hold on to 
the value of testing new (and challeng- 
ing old) ideas. 

Whether we regard research from 
any of the standpoints of product, pro- 
cess, or attitude, the need for full-time 
“trained researchers” is a reality; but 
these people, however necessary, cons- 
titute only a tiny and insufficient por- 
tion of the research component of any 
profession. Ultimately it is practitioners 
who.-produce a truly research-oriented 
profession. 


Is Research “Practical?” 


Myths: Nursing research, including a 
research attitude, is impractical. It is a 
luxury item. What really matters is 
getting today’s work done. 

Realities: Much research, including 
nursing research, may have relatively 
low immediate payoff. For example, 
if systematic study indicated that what 
student nurses are taught bears little 
relation to today’s service needs, the 
immediate payoff from that type of re- 
search would be relatively limited; the 
big “practical” job, that of re-designing 
curricula, retraining faculty, and up- 
grading practitioners’ knowledge, would 
still need to be done. 

But low immediate payoff from 
nursing research need not always be 
true. Let’s look at an example of a 
study in which the payoff potential was 
Staring us in the face: It is now four 
years since Poole published her defin- 
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itive study of TPR’sS; yet, to my know- 
ledge, few hospital nursing departments 
have applied her findings — findings 
that could not only save nursing time, 
but could also improve the accuracy of 
nursing care. 

The above example of a “research- 
practice gap,” that is, of lag between 
the publication of research findings 
and the business of implementing the 
findings is, in principle, not unique to 
nursing; this problem exists in one form 
or another in all professions. But that 
does not make the problem any less 
serious in nursing. There is not much 
point in producing more and more re- 
search findings unless we make provi- 
sion for implementing them; otherwise 
nursing research is not practical in 
terms of giving direct patient care. 


What Kinds of Research are Needed? 


Myths: Only experimental research is 
needed in nursing. Further, unless a 
researcher employs complex statistics, 
his research is not really scientific. 
Realities: Of the three basic research 
approaches: survey, historical, and 
experimental, all are applicable in 
nursing.4 According to Fox, the survey 
(descriptive) approach, particularly in 
relation to function studies, has been 
the most widely employed to date. (An 
example of the survey approach would 
be time and activity studies on what 
head nurses and staff nurses do.) 

The reason the survey approach is 
so important is that only through sys- 
tematically describing events can we 
become aware of the crucial compo- 
nents in those events.5 We think we 
know quite a bit “for sure.” But do we? 
For example, we “know” that mothers 
of stillborn infants need support from 
nursing staff; but a systematic descrip- 
tion of nurse-patient interactions in 
your hospital or health unit might indi- 
cate, as Field found in her study, that 
nurses tend to avoid those patients.® 

Taking this illustration to its logical 
opposite, it is also possible that there 
are some factors operating in your ins- 
titution or health unit that tend to 
yield an entirely different picture: per- 
haps in your agency these mothers do 
get the support they need. But we must 


THE CANADIAN 


NURSE 29 


, 0 


I ents we might best try to modify 
(that i is, experiment with) in an attempt 


i to improve nursing practice. Staff 
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nurses can play a vital role in descrip- 
_ tive research, for they are far more 
likely than most researchers to be 


familiar with the clinical intricacies 


and special problems of direct patient 
care in their specialty areas. 

In general, as we move from de- 
scribing the nursing care of one hyster- 
ectomy case, for example, to, say, a 
hundred-hysterectomy patients, the use 
of statistics becomes greater. But even 
“large” studies do not always require 
the use of statistics. It is as mythical to 
think that “nonstatistical” research is 
unscientific as to think the reverse. 

The principle to keep in mind is that 
if statistical techniques help us to ex- 
amine and interpret the data more 
meaningfully, we should use them; if 
not, it is not only silly and pedantic to 
employ them, but also misleading. 

Along these lines, it is important to 
realize that one of the most difficult 
parts of research has also nothing to 
do with statistics: the identification of 
meaningful, “researchable” ideas. 
Although often a complex, skill-de- 
manding business, the subsequent 
development of the design of a study 
(including the question of appropriate 
statistics), is necessarily a secondary 
matter. 

Some think of historical research 
as being irrelevant. But is it? Phenix 
says persons who have no interest in 
the past are, in effect, denying the 
significance of the present.’ Historical 
nursing research can take many forms, 
not the least of which is the recording 
of first-person accounts. 

There is currently a hue and cry 
that staff nurses should give “direct” 
nursing care. There are several thou- 
sand older nurses, still living, whose 
whole earlier nursing experience was 
in the realm of direct patient care. Yet, 
it would now seem that the bulk of 
their valuable insights and recollections 


“will be lost, not only to nursing, but 
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also to society, for lack of encourage- 
ment to put their experiences down in 
writing and/or failure of nurse re- 
searchers to see the experienced, 
almost-retired nurse as a valuable data 


source. 

Another form that historical research 
can take is the writing of current his- 
tory. For example, through writing 
about their recollections and impres- 
sions, nurses who worked with patients 
who had the first legal abortions have 
much to offer new graduates who take 
this practice for granted. Staff nurses 
now practicing in expanded roles in 
community clinics have much to offer 
to historical nursing research, if they 
would record and publish observations 
and insights about the conflicts and 
compatabilities they experience in 
working with other health professionals. 

Too, there is historical value in 
securing, labeling, and safekeeping 
artifacts that are so easily taken for 
granted. Tomorrow’s society may look 
with wonder on the glass syringe and 
the Thomas splint in the way we now 
look at feeding cups and alcohol lamp 
needle sterilizers. Artifacts do not 
constitute historical research per se, 
but they assist in conserving and trans- 
mitting values and practices of the 
past — and that is the essence of his- 
tory. 

Many of today’s staff nurses still 
have copies of what are quickly be- 
coming rare textbooks: their own and/ 
or others’ passed down to them from 
older nurses. These can be valuable to 
researchers. Nursing historians often 
rely on earlier texts in tracing the 
development of nursing knowledge, 
and nursing librarians are continually 
trying to improve their collections. 

The Canadian Nurses’ Association’s 
library has a fine beginning collection; 
but rare copies are still needed, as is 
true to an even greater extent with 
university nursing school libraries. 

What may also not be obvious, yet 
valuable from a research standpoint, 
is the careful preservation of docu- 
ments, many of which might seem 
currently useless: original minutes of 
staff nurse association meetings, a 
staff nurse’s account of a_ hospital 
disaster, an actual nursing care plan, 


and a copy of the staff nurse evaluation 
form. It is from such threads that the 
fabric of nursing history can ultima- 
tely be woven. 

Experimental nursing research re- 
quires controls that are difficult to im- 
plement; further, the problems in this 
type of research are intensified by lack 
of adequate instruments to measure 
change.8 But the staff nurse is frequent- 
ly involved directly or indirectly in 
experimental research. She may be a 
“subject” herself, such as in Hibberd’s 
analysis of staff attitudes toward the 
compressed work week; her observa- 
tions can be of crucial importance in 
“double blind” tests of therapeutic 
drugs and different types of nursing 
interventions; she can also be an origi- 
nator of ideas for the conduct of expe- 
riments.* 

Throughout the health care system, 
in all kinds of research the staff nurse 
has a particular role to play in relation 
to the protection of human rights, 
including the right to privacy and the 
right to informed consent.? This is a 
crucial role in research and one that 
the staff nurse, due to her close contact 
with individuals, patients, and clients, 
can and must shoulder. 


Is All Published Nursing 
Research Reliable and Valid? 


Myths: Yes, or the research would not 
be published. 

Realities: No, and there are several 
reasons why this is so. First, much 
nursing research — as is true for other 
types of research—is only of an 
exploratory character and the findings 


* Hibberd, Judith. “Compressed” work 
week for nursing staff: a field experiment. 
Edmonton, 1972. (Thesis(M.H.A.) — 
Alberta) 

Bendall, Eve. Nurses and research. Nurs. 
Times 66:49:181-4, Dec. 3, 1970. (Occa- 
sional paper) 

Russell, J.K. The midwife’s role in re- 
search projects. Midwives Chron. 85: 
1003:276-7, Aug. 1971. 

Ellis, Rosemary. The nurse as investigator 
and member of the research team. Ann. 
N.Y. Acad. Sci. 169:435-41, fe: ral 
1970. 


are not definitive. Second, the research 
design of some studies, many of which 
appear credible at first glance, is so 
weak that the findings and conclusions 
cannot be trusted.** Third, one must 
not automatically make generalizations 
from a study in one hospital or commu- 
nity agency to another. There may be 
too many other factors, not accounted 
for in the research study, present or 
not present in a second institution, 
which make the application unsound. 

Fourth, the investigators may have 
used inappropriate statistical methods 
to analyze their data.1° Fifth, the 
conclusions may be unsound. An exam- 
ple of a humorous non-nursing study 
involved a researcher who found that 
all his subjects who drank rum and 
ginger ale, scotch and ginger ale, gin 
and ginger ale, and rye and ginger ale 
felt “tipsy.” He concluded that it must 
be the ginger ale that was the cause, for 
it was the only (so far as he could see) 
“common” component. 

In short, it is as foolish to assume 
that all nursing research is reliable and 
valid as to assume that none of it is 
worthwhile. Yet it is sometimes not 
easy to make that distinction. 


How Can The Interested Staff Nurse 
Learn More About Nursing Research? 


Myths: Only education at the doctoral 
level can equip you for research. An 
“opposite” myth is that everyone should 
just go ahead and do research and that 
special training is not really needed. 

Realities: \f nursing research in Canada 
were left to those nurses with doctoral 
degrees, there would be only about 20 
persons to do it. Furthermore, the 
research skills of many persons with 
doctorates (inside nursing or without) 
are necessarily limited: some may be 
skilled in surveys or history; others 
in statistics and/or the experimental 
method; and the research experience 


** For example, suppose you read that 
28 percent of nurses who have tried team 
nursing do not favor it? If the researcher 
has not controlled for those who do use 
team conferences and those who give it 
only lip service, is the 28 percent really 
meaningful? 
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of some may have been restricted entire- 
ly to their doctoral dissertations. 

Three other realities are that most 
of these nurses are engaged in teaching 
and educational administration. They 
are not, by and large, expert clinical 
nurses, that is, expert in the giving of 
direct patient care in hospital and/or 
community nursing areas. Also, many 
are to a greater extent researchers in the 
disciplines of sociology, biology, educa- 
tion, and so on, rather than being nurs- 
ing researchers per se. 

Where does this leave the staff 
nurse? If these persons with the greatest 
amount of formal research training are 
few and are necessarily limited both in 
terms of research skills and time for 
research, then what is the staff nurse, 
whose education has largely not in- 
cluded research even at an introductory 
level, supposed to do? Let us consider 
some of the things she can do. 

First, she can ask herself, “Do | 
employ a ‘research attitude’ in my day- 
to-day work? Do I respond positively 
to others who do?” Then she can start 
to check those questions with her peers, 
her supervisors and subordinates — 
and perhaps indirectly with her pa- 
tients." 

Too, the staff nurse can look at 
“things.” It is a well-known fact that 
there are several electrocution deaths 
annually in hospitals due to faulty 
equipment, including inadequate ground 
wires and fuses. But who questions 
these kinds of things? 

Mancino and Harmon report from 
their small study an average (for all 
the patients they studied) of 2.3 visitors 
per patient per day.'2 Does it matter if 
we have any idea of what the “average” 
is in our hospitals? Try asking some of 
your co-workers and patients. 

The process of doing research at 
whatever level is of unquestionable 
value. The mere act of systematic ob- 
servation can open our eyes to other, 
quite unrelated, events. The “doing” 
may be that of writing a single case 
study, or keeping track of the average 
number of analgesics given to choly- 
cystectomy patients during a certain 
period postoperatively. Or, it might be 
finding out what proportion of women 
in a section of your health unit want 


he 


information on family piainaig The 
point is that unless we make a coat? 
cious effort to notice such things, we are — 
unlikely to come up with new insights 
and better approaches. 

A young staff nurse completing her 


z| 


baccalaureate degree recently asked 


me, “How can I get the staff nurses 
I work with interested in nursing re- 
search?” The question was turned 
back to her. She answered, “Well, we 
could start by discussing one nursing 
research article a week, but we don’t 
know how to examine it critically to 
know if it is sound research. We might 
find an article interesting, but we 
won’t know if we should change our 
nursing practice on the basis of it.” 

This poses a problem. For one thing, 
while this nurse had in a few short 
weeks developed some useful beginning 
skills for evaluating research articles, 
she was by no means “home free.” For 
another, relatively few nurses have 
university preparation and many who 
do may have had the odd course in 
statistics, but be completely at sea in 
being able to read with a critical eye. 

Learning about research is really 
a lifelong process; thus, regardless 
of one’s initial preparation, there is 
always a need to continue learning 
about research skills. Few continuing 
education programs have reflected this 
reality, and nurses who want credit 
and/or non-credit nursing research 
courses or workshops should voice 
their concerns if they want to learn 
more. 

What kinds of resources for discus- 
sing research reports might be available 
to an interested staff nurse group? Many 
nursing faculty members can be of 
assistance, aS can sociologists and 
educational researchers, depending on 
the nature of the research being exam- 
ined. In some cases the research skills 
of laboratory personnel, particularly 
in large hospitals, or epidemiologists 
in government positions, are relevant. 
Interested nurses can and should assess 
these resources in their own locale. 

Books and articles can also be of 
direct help to the staff nurse or groups 
of nurses. Wandelt, Fox, Leininger, 
Abdellah, and Parkin are five authors 
of particular note.’ It is through re- © 
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ich ‘as these that one can begin 
‘some of the central research 
needs, and resources. 


can write to find out what 

has been done on a particular 

; thus, we are compelled to 

rch various sources to see what has 

1 reported so far. Although this 
ikes time and materials are often 
difficult to locate, the benefits can be 


_ great. For example, staff nurses who 
are interested in looking at patient- 


- visiting patterns in their hospital could 


save time in the long run by first lo- 
cating and discussing the Mancino- 
Harmon article I referred to. 

Many research articles are not 
clearly written and are full or jargon. 
But as long as readers do not write 
editors and authors to register their 
dismay at this state of affairs, the 
situation is likely to continue. Even 
complex research can be described 
clearly. 

So far as nursing research consulta- 
tion services are concerned, these are 
relatively limited as yet in both Canada 
and the United States. Health and 
Welfare Canada provides research 
consultative services to health agencies 
through its health programs branch. 
Should nurses initiate a research pro- 
posal that is endorsed by their agency, 
research consultation can be requested 
from that resource. ¢ 

Sometimes the research “help” the 
staff nurse needs is money. There are 
many research funding resources avail- 
able; one of the main problems is find- 
ing out where and under what condi- 
tions. So far as financial assistance for 
nurses interested in getting specific 
research training is concerned, the new 
national health grants program is pro- 
viding monies specifically for that 
purpose. tf 

To my knowledge, relatively few 
directors of nursing in hospitals or 


+ Enquiries should be made to the Direc- 
tor General of Research Programs, Health 
Programs Branch, Health and Welfare 
Canada, Brooke Claxton Building, Tun- 
ney’s Pasture, Ottawa, Ontario. 


tt Sce footnote above. 
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community health agencies have had 
research experience. This situation 
can constitute a problem for staff 
nurses, for if directors do not take 
initiative in nursing research matters, 
it would seem unlikely that staff nurses 
will consider it a valuable pursuit. But 
is it not reasonable to expect that 
directors of nursing and_ inservice 
educators do and would respond to 
research interests and pressures “from 
below,”'4 particularly if the interest is 
concerted? Things don’t just happen, 
we have to make them happen. 


Conclusion 
Although the myths would seem to 
support the idea that staff nurse involve- 
ment in nursing research is non-exist- 
ent, impossible, and _ unattainable, 
the realities indicate that it certainly 
is a practical necessity. Without staff 
nurse involvement, nursing research is 
meaningless in terms of improved 
patient care. To what extent is nursing 

research a reality for you? 
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Beatrice Rabin, R.N. 
Content covers diagnostic measures, includ- 
ing interpretation of the oscilloscope and 
other electronic monitoring equipment, 
etiology, treatment, psychological support, 
and nursing intervention for all types of 
coronary artery disease. 
J. B. Lippincott, 1970 


$14.95 


$8.25 


1 0 SIGNS AND SYMPTOMS 

Applied Pathological Physiology and 
Clinical Interpretation 
5th Edition 
Cyril M. MacBryde, M.C., F.A.C.P., Editor 
and Robert S. Blacklow, M.D., Associate 
Editor with 39 contributors 
Revised to include new findings, this unique 
book offers a detailed analysis and interpre- 
tation of patients’ most common com- 
plaints. Exceptionally useful in the develop- 
ment of intelligent observation and nursing 
assessment. 
J. B. Lippincott, 1970 $23.75 


11 CLINICAL GERIATRICS 
Rossman 

A comprehensive work covering the preven- 
tive, diagnostic and therapeutic aspects of 
disease processes in the aged. Includes 
psychologic, psychiatric and environmental 
considerations and discusses the vital role 
of the geriatric nurse on the therapeutic 


team. 
J. B. Lippincott, 1971 $25.25 


12 NURSING IN THE INTENSIVE 

RESPIRATORY CARE UNIT 
Hannelore M. Sweetwood, R.N. 
Here is the specific information needed to 
equip the nurse to function effectively in an 
intensive respiratory care unit. Much of the 
material, which has been tested in the actual 
teaching of nurses in this new specialty, is 
available in no other manual. 
Springer, 1971 Flexible cover $5.50 
13 EMERGENCY-ROOM CARE 

2nd Edition 
Charles Eckert, M.D., with 26 contributors 
The tremendous increase in public demand 
for emergency-room services and facilities 
prompted important revisions in this basic 
reference for interns, residents, general 
surgeons, and nurses in dealing with emerg- 
ency-room situations from severe accident 
cases to psychiatric crises. 
Little, Brown, 1971 Flexible cover $9.95 
14 EMERGENCY-ROOM CARE 


2nd Edition 
Little, Brown, 1971 Cloth $14.75 


15 INTERPRETATION OF DIAGNOSTIC 
TESTS 
Jacques Wallach, M.D. 
A most convenient source of facts for the 
nurse — tabulation, of normal values, labor- 
atory findings on important diseases, and 
abnormal test results. 
Little, Brown, 1970 Flexible cover $7.95 
16 POSTOPERATIVE CARDIAC 
INTENSIVE CARE 
M. V. Braimbridge, M.A., M.B., B. Chir., 
F.R.C.S. and Margaret Branthwaite, M.A., 
M.B., B.Chir., M.R.C.P., F.F.A.R.C.S. 
The emphasis is on accurate assessment of 
the haemodynamic situation so that appro- 
priate measures can be taken to prevent 
cardiac deterioration. Each system is con- 
sidered separately and preceded by a brief 
review of the physiological background. 
Blackwell, 1972 $9. 
1 7 HAZARDS OF MEDICATION 
A Manual of Drug Interactions, 
Incompatibilities, Contraindications and 
Adverse Effects 
Eric W. Martin, Ph.C., Ph.D. 
To help you avoid the hazards of medication 


Postoperative 
Cardiac 
intensive 


that today threatens patient safety, this new 
urgently-needed work features easy-to-use 
tables, on tinted paper. They give you quicl 
access to authoritative facts on drug inter 
actions and on drug interference witt 
clinical laboratory tests. Succinct mono» 
graphs discuss adverse drug reactions. 
J. B. Lippincott, 1971 $27.50 
1 8 RESPIRATORY INTENSIVE CARE 

Beth Israel Hospital’s Respiratory 
Intensive Care Unit 
This book is essential reading for nursing 
staff, physicians, graduate students, and in 
service education personnel involved in the 
Intensive Care Unit. After reviewing the an’ 
atomy and physiology of the respiratory 
system, the text describes the diagnosis anc 
management of respiratory disorders. 
Little, Brown, 1973 $10.50 
1 9 PATHOPHYSIOLOGY: 

Altered Regulatory Mechanisms in 
Disease 
Edward D. Frolich, Editor 
with 52 Contributors 
A unique, integrated approach to physi’ 
ology and medicine that concentrates or 
conveying an understanding of diseases 
through comprehension of the underlying 
mechanisms. Throughout this medical tex 
a way of thinking is established which wil 
guide nursing personnel when confrontee 
with puzzling clinical problems. 
J. B. Lippincott, 1972 $22.00 
20 LEARNING ELECTROCARDIOGRAPHY 

A Complete Course 
Jules Constant, M.D. 
Learning Electrocardiography is a complete 
course in reading electrocardiograms. It is 
the only textbook that uses a stimulating 
question-and-answer format which disting) 
uishes between basic and esoteric material 
Little, Brown $23.56 


21 INTRODUCTION TO NURSING 

Third Edition 
May Spencer, S.R.N., S.C.M. and 
Katherine M. Tait, S.R.N., S.C.M. 
The authors have put their enthusiasm ane 
wide experience into the second edition ane 
brought it up-to-date with modern trends. I 
is a complete textbook for the student nurse 
and would be a valuable asset to the newl’ 
qualified clinical teacher. 
Blackwell, 1973 $11.7! 


MATERNAL CHILD NURSING 


22 MATERNITY NURSING 

Twelfth Edition 
Elise Fitzpatrick, R.N., M.A. 
Sharon R. Reeder, R.N., M.S. and Luigi 
Mastroianni, Jr., M.D., F.A.C.S., F.A.C.O.G. 
This family-focused book is directed towar@ 
the total health and well-being of the mothe) 
and infant. Comprehensive maternity nurs’ 
ing at its best. The importance of psycho) 
social factors is reflected in the authors’ de’ 
cision to integrate psychological principles 
throughout the text. 
J. B. Lippincott, 1971 $10.9! 
23 NURSING CARE OF CHILDREN 

Eighth Edition 
Florence G. Blake, R.N., M.A. 
F. Howell Wright, M.D. and 
Eugenia H. Waechter, R.N., Ph.D. 
Text is organized according to age group 


‘from infancy to adolescence. Reflecting 
‘recent progress in all areas of care; newer 
vapproaches to treatment and care of ortho- 
eras conditions; special problems of the 
‘child with long term or terminal illness; new 
“medical entities and associated nursing 
therapies. 

_J. B. Lippincott, 1970 $10.50 
124 EMOTIONAL CARE OF HOSPITALIZED 
: CHILDREN 

/An Environmental Approach 

\Madeline Petrillo, R.N., M.Ed. and 

\Sirgay Sanger, M.D. 

‘This text is an outgrowth of the dedicated 
‘effort by a group of experienced clinicians 
ito reduce the trauma in children, as well as 
At brought about by illnesses requir- 
ing hospitalization. Preventive approaches 
‘to minimizing trauma are supported by an 
analysis of actual clinical situations. 


J. B: Lippincott, 1970 $8.00 
25 HELPING THE BATTERED CHILD AND 
HIS FAMILY 


C. H. Kempe and R. E. Helfer 

‘Excellent background reading for all health 
personnel who may be confronted with the 
unfortunate ‘battered child” syndrome. This 
book covers the psychodynamics of abusive 
parents, and discusses desirable methods 
and settings for optimal help. 

J. B. Lippincott, 1971 $9.00 


26 THE BATTERED CHILD IN CANADA 
Mary Van Stolk 

The Battered Child in Canada approaches 
the problem of child abuse from a very real- 
istic and practical point of view. This book 
contains both an in-depth survey of the 
present state of knowledge and some very 
worthwhile suggestions and applications 
made from the personal experiences of the 
author. The reader will better understand 
the serious plight of these children as well 
as the desperate need of their parents. 
McClelland Stewart, 1972 

Flexible cover $3.95 


OR MORE 


Walter Modell, M.D. 


BONUS OFFER WITH 
ORDERS OF $25.00 


27 MATERNAL-CHILD NURSING 
Violet Broadribb, R.N., M.S. and 
Charlotte Corliss, R.N., M.Ed. 
A family-centered text, developed by the 
authors for combined maternal-child nurs- 
ing courses wherein students are being pre- 
pared to give direct care to mothers and 
children. Flexible cover 
J. B. Lippincott, 1973 abt. $6.25 
28 FOUNDATIONS OF PEDIATRIC 
NURSING 
Second Edition 
Violet Broadribb, R.N., M.S. 
The author, an experienced nurse clinician, 
has broadened and enriched the second 
edition to reflect new nursing concepts 
stemming from recent findings in child psy- 
chology as well as advances in pediatric 
medicine and surgery. New or expanded ma- 
terial includes psychosocial development, 
genetic factors, the child as member of a 
family unit, care of the newborn in the in- 
tensive care unit, pediatric pharmacology. 
J. B. Lippincott, 1973 5 


PHARMACOLOGY - DRUG 


THERAPY 


29 DRUGS IN CURRENT USE AND NEW 
DRUGS 1973 

Walter Modell, M.D. 

The 1973 edition of this annual standby for 
the health professions is a further improve- 
ment over the three widely hailed previous 
editions. The section on F.D.A. requirements 
for new drugs — which follows the familiar 
but always scrupulously updated data on 
older drugs — has now been considerably 
streamlined to make it more precisely ap- 
plicable to the needs of health personnel. 
Springer Flexible cover $4.50 


BONUS OFFER WITH 
ORDERS OF $25.00 OR MORE 


PHARMACOLOGY - DRUG 
THERAPY 


30 PHARMACOLOGY AND DRUG 
THERAPY IN NURSING 

Morton J. Rodman, M.S., Ph.D. and 

Dorothy W. Smith, R.N., M.S., Ed.D. 

This text's pharmacodynamic approach pro- 

vides the student with a true understanding 

of the nature of drug action and a sound 

rationale for nursing intervention. Covers 

sources, dosage, physiologic action, unto- 

ward effects, contraindications and impli- 

cations for nursing action. 

J. B. Lippincott, 1968 $10.75 

Included: 

Nurses Guide to Canadian Drug Legislation 

David R. Kennedy, Ph.D. 

This pamphlet outlines the history and ap- 

plication of the Food and Drugs Act and 

Regulations of Canada and the Narcotic 

Control Act and Regulations of Canada. 


PSYCHIATRIC NURSING - 


MENTAL HEALTH 


31 EMOTIONAL MATURITY: 

The Development and Dynamics of 
Personality 
Third Edition 
Leon J. Saul, M.D. 
An outstanding text and source book on our 
present knowledge of man’s psychological 
self. Virtually all aspects of personality and 
behavior, development, conflicts and devi- 
ations from normal drives and motives are 
discussed. 
J. B. Lippincott, 1971 $13.25 
32 DEVELOPING THE ART OF 

UNDERSTANDING 

A Guide for Nursing Students 
Margaret Anne Johnson, R.N. 
Written to help nurses — through discussion 


To order, circle the numbers of the books you wish to 


receive ON APPROVAL. Add your name and address and 


return to us. 


Please send me the books | have circled 
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10 11 12 


Drugs in Current Use and New Drugs 1973 19 20 21 
28 29 30 


You will receive this valuable book, worth $4.50, as a 46 

bonus at no extra charge if you order books with a total 
value of $25.00 or more. This new 1973 edition has been 
considerably streamlined to make it more precisely 
applicable to the needs of health personnel. It is a com- 
_ pletely up-dated version of the widely acclaimed previ- 
- ous editions. A valuable addition to your library. 
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and illustration — resolve their own feelings 
about pain, disease, deformity, old age and 
death. 
Springer, 1967 Flexible cover $5.00 
33 BEHAVIORAL CONCEPTS AND 
NURSING INTERVENTION 
Carolyn Carlson, R.N., M.S. 
Identifies and examines in depth relevant 
concepts from the behavioral sciences and 
demonstrates their application to nursing. 
Provides valuable insight into the emotional 
problems of illness and hospitalization and 
their influence on the patient. 
J. B. Lippincott, 1970 Flexible cover $5.50 


34 BEHAVIORAL CONCEPTS AND 
NURSING INTERVENTION 
J. B. Lippincott, 1970 Cloth $7.75 


35 THE PSYCHOLOGY OF DEATH 
Robert Kastenbaum, Ph.D. and 
Ruth B. Aisenberg, Ph.D. 
In-depth study of the historical, theoretical, 
and practical aspects of death. Authors Kas- 
tenbaum and Aisenberg proceed in the con- 
viction that death-related topics are relevant 
to all areas of human endeavour and that we 
may have more control over the factors that 
determine death than we realize. 
Springer, 1972 


26 ON BEING A WOMAN 

W. Gifford-Jones, M.D. 
4 completely revised edition of the inter- 
jational bestseller with new sections on 
abortion and birth control. 
McClelland & Stewart, 1973 $7.95 


37 TALKING WITH PATIENTS 

) Second Edition 

3rian Bird, M.D. 

The new 2nd edition continues its warm, 
>ommon-sense approach to patient person- 
ilities and problems, covering the tech- 
liques of talking with both children and 


$11.95 
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DUNCAN'S 
DICTIONARY 
FOR NURSES 


adults. New chapters include such concerns 
as the alcoholic patient, the ‘‘psychoso- 
matic” patient, the delirious patient, and the 
diverse problems of the surgical patient. 

J. B. Lippincott, June 1973 abt. $10.50 


NURSING MANAGEMENT AND 
ADMINISTRATION 


38 NURSING MANAGEMENT OF THE 
PATIENT WITH PAIN 
Margo McCaffery, R.N., M.S. 
This brilliantly researched text presents 
sociologic psychologic and physiologic con- 
cepts within a problem-solving framework. 
The patient is viewed as a total human being 
with a variety of physical, emotional and 
intellectual needs and experiences. To this 
end, the author clearly outlines nursing 
action based on the many facets of the 
patient. 
J.B. Lippincott, 1972 Flexible cover $5.25 
39 NURSING MANAGEMENT FOR 
PATIENT CARE 
Marjorie Beyers and Carole Phillips 
Presents theories and methods of manage- 
ment for nurses who are striving to imple- 
ment effectively the knowledge and skills of 
patient care in a hospital system. Divided 
into three sections (1) general management 
theories (2) the nurse as a manager (3) 
case studies. 
Little, Brown, 1971 Flexible cover $5.50 
40 NURSING MANAGEMENT FOR 
PATIENT CARE 


Little, Brown, 1971 

41 NEW DIRECTIONS FOR NURSES 
Bonnie Bullough, R.N., Ph.D. and 

Vern L. Bullough, Ph.D. 

A compilation of 40 selected readings on the 

expansion of the nursing role, on change 


Cloth $9.95 
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nurse-doctor relationships and on ways to 
solve the nursing shortage. This book offers 
every nurse a basis for sound personal 
opinion concerning the course nursing 
should follow today and tomorrow. 

Springer, 1971 


Flexible cover $5.25 


42 DUNCAN’S DICTIONARY FOR NURSES ~ 


Helen A. Duncan, R.N., M.A. 


Here are terms and definitions today’s nurse . 
needs to know, in a dictionary compiled — 
especially for nurses. This compact diction- — 


ary is designed for on-the-job use by the 
busy nurse and ready reference by the 
student. 


Springer, 1971 Flexible cover $5.25 


43 DUNCAN’S DICTIONARY FOR NURSES 
Springer, 1971 Cloth $7.95 


44 ADMINISTERING NURSING SERVICE 
Marie DiVincenti, R.N., Ed.D. 

In this uniquely informative book Miss Di- 
Vincenti gives a straightforward and bal- 
anced presentation of everyday approaches 
to the management of nursing services and 
demonstrates how management theories can 
be applied to the care of patients. Specific 
managerial tools such as budgeting, staff- 
ing, job organization and appraisal, and 
staff education programs, in addition to the 
important area of hospital and nursing serv- 
ice philosophies, are thoroughly treated. 
Little, Brown, 1972 $10.50 


NUTRITION - DIET THERAPY 


45 BOWES AND CHURCH’S FOOD 
VALUES OF PORTIONS COMMONLY 
USED — Eleventh Edition 
Charles Frederick Church, M.D., M.S. and 
Helen Nichols Church, B.S. 
This handbook is invaluable in the practical 
study of comparative food values, the evalu- 
ation of diets from records of daily food in- 
take, and in the planning and analysis of 
diets. Revised to reflect the latest nutritional 
findings, the manual contains calculations 
for thousands of foods, including many pre- 
pared and proprietary food products. 
J. B. Lippincott, 1970 Flexible cover $5.75 


46 NUTRITION IN NURSING 

Linnea Anderson, M.P.H. 
Marjorie V. Dibble, M.S., 
Helen S. Mitchell, Ph.D., Sc.D. and 
Hendrika J. Runbergen, M.S. 
Normal nutrition, including such current con- 
cerns as ethnic and sociologic food pat- 
terns, consumerism, the ecology of food — 
covering organic and  macrobiotics — 
growth and development and application of 
nutrition to critical periods of life, are 
covered in the first half of the text. The 
second half deals with clinical nutrition for 
many conditions of illness. 
J. B. Lippincott, 1972 $8.00 
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‘As I got off the elevator on Eaton’s 
fashion floor, I could see the brightly 
lit red cross over a passageway at the 
far end of the store. It was here, past 
some extra mannequins, that I found 
ithe door marked “Medical Services.” 

The unit’s institutional green walls 
are brightened by a rack full of colour- 
\'ful travel brochures. The one “waiting 
}'room”’ chair has just been vacated. Two 
desks are face-to-face, full of “hand- 
“outs,” pink message sheets, and sundry 
\'forms. A young woman is at one of the 
itelephones. 

Mildred McCulley, the head nurse, 
iis usually at her desk beyond the half- 
closed door of an office barely large 
nough for an extra chair, but ideal for 
confidential talk. A hammered copper 
tolue jay hangs on the wall, and behind 
tthe door a large anti-smoking poster 
‘reminds her to give it up. 
| Ms. McCulley has engaged one of 
‘her spare nurses for the day, so she’s 
free to show me around and explain 
w the T. Eaton Company of Canada, 
imited, cares for its employees. 

The cloak room that doubles for the 
mnurses’ rest room and repository for 
tra or unused equipment is beyond 
treatment room. Here, at 9:45 A.M., 
| young man gets a glass of water to 
ielp him take some white powder in 
spoon he’s holding. The friendly 

r between him and Chery! Parker, 
€ third staff nurse, is in keeping with 
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An occupational health nurse in a large department store in Toronto shares 


some highlights of her work. 


Liv-Ellen Lockeberg 


the informality of the medical center. 

Young as he is, Fred is a problem 
drinker. He has spent three weeks as a 
patient at 8 May Street, a clinic run by 
the Addiction Research Foundation. 
Eaton’s is one of 10 large Toronto 
firms that participates in the Founda- 
tion’s program for alcoholics. Now 
Fred has to continue his treatment at 
work; the treatment includes taking 
regular doses of antabuse — the white 
powder on the spoon. 

“We are proud of our association 
with the May Street clinic,” said Ms. 
McCulley. She told me that two of 
Eaton’s managers go to the clinic every 
Tuesday to learn how to recognize an 
alcoholic and how to confront him with 
his problem and the need for treatment. 
“The method we use in dealing with 
this illness — and it is treated as an 
illness — is called constructive coer- 
cion. If Fred is absent from work for an 
extended period, he will receive full 
sick pay benefits and his job will be 
held for him, providing he is cooperat- 
ing with the clinic. In our experience, 
sobriety is two dry years,” she added. 

Moments later, a top executive en- 
ters the examining room. He has been 
too busy for his scheduled annual 
checkup, and the center has had to fit 
him in this morning before he goes 


The author is an assistant editor of The 
Canadian Nurse, Ottawa. 


away again. Later, a comparison of his 
electrocardiogram tracings strongly 
suggests that a condition suspected 
more than a year ago has indeed devel- 
oped and is progressing. 

A physical examination at Eaton’s 
is more than a blood pressure-heart 
affair; it encompasses eyes, teeth, con- 
dition of spine and feet, blood chemis- 
try, urinalysis, and many other tests 
that seem warranted. If a condition re- 
quires attention or correction, the em- 
ployee or applicant is referred to the 
family physician. However, for diabetic 
employees who require regular blood 
and urine analyses, samples are obtain- 
ed at the store and sent to the lab to 
save time for both the employee and 
the company. 

The doctor’s office, a switchboard, 
a seven-bed hospital, and a washroom 
complete the unit that serves the 8,000 
persons who work at Eaton’s Queen 
Street Complex. 


Horses were important 

Eaton’s is a “people place,” accord- 
ing to Ms. McCulley. But there was 
a time when horses and their welfare 
were important, too. 

When Timothy Eaton began his dry 
goods store in 1869, he used vans 
drawn by horses to deliver his mer- 
chandise. These horses received good 
care. All had stalls of their own and 
were housed in stables adjacent to the 
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Allin the day’s work .. am 


In the Horse Hospital 


Sans” where every care is given to 
EP restore him to perfect health 


Grooming horses in the new way. — 
an electric appliance does this quickly 
The horses enjoy if 


Eaton’s horses had the best of care, even a hospital was available to ailing ones. 


store in downtown Toronto. The bud- 
get store still has a broad band of ce- 
ment as part of its third floor, the site 
of the old stables. 

An entry in Eaton’s public relations 
pamphlet of 1908 states: “... 246 
horses and 127 wagons are required. 
The horses are cleaned daily by 5 fast 
power machines in 14 hours. These 
horses consume each day 120 bushels 
of crushed oats and 14 tons of hay. 
The horseshoeing is done on the pre- 
mises. The stalls and floors are all 
scrubbed and disinfected each morning, 
and apart from the stables proper is the 
hospital ward containing 13 box stalls, 
where a horse showing the least sign 
of indisposition is quickly placed and 
promptly attended to. A perfect system 
of ventilation has been installed in the 
stables, so that fresh air is constantly 
pumped in and the used air is forced 
out. So well cared for are all the horses 
that the percentage of sick or ailing is 
very small.” 

The welfare of Eaton’s horses was 
again mentioned in 1925, when an 
epidemic of pink eye and purpura ap- 
peared: “A large tent covered part of 
what is now the College Street parking 
34 THE CANADIAN NURSE 


lot and contained about 150 head of 
sick horses — as they took sick upstairs 
in the Hayter Street stables, they were 
put down in the tent.” 


First store nurse 

The first reference to the welfare of 
people is in Eaton’s 1907 public rela- 
tions pamphlet: “On the second floor 
may be found a large comfortable 
waiting and writing, also reading room, 
where one is ever welcome to rest, or 
meet and chat with friends. In connec- 
tion with this Waiting Room is a Public 
Nursery and Emergency Hospital, one 
of our staff always in attendance to 
care for restless ‘bairnies,’ or render 
aid in sudden illness and accidents. 
Doctors are on call for emergency 
summonses, and everything is done for 
the welfare of all in the store.” 

The first store nurse was employed 
in Winnipeg in 1910. Ives King studied 
nursing at the Winnipeg General Hos- 
pital and stayed on as company nurse 
at Eaton’s until 1939. 

Early in her career she was delegat- 
ed to tour other department stores on 
this continent, notably in Boston, New 
York, and Philadelphia. When visited 


in The Vancouver General Hospital 
just a month before her death in No- 
vember 1956, Ms. King said, “I was 
made welcome on the trip and remem- 
ber well viewing the Lord and Taylor 
New York store hospital. They had a 
well-equipped operating room. Macy’s 
had the best set-up, but I went back to 
Winnipeg satisfied that my _ store, 
Eaton’s, did not lag behind any other 
department store.” 

In 1918, Eaton’s public relations 
pamphlet “A Few Facts About the 
Store” documents the company’s con- 
cern for its employees: 

“The Welfare Department [staff 
relations department], with over 350 
welfare secretaries* and four visiting 
nurses looks after the physical well- 
being of employees. In connection with 
this department, there are two hospitals 
in care of trained nurses, for the benefit 
of customers and employees, where 


* Eaton Welfare Secretaries were “compe- 
tent women staff members whose duty it 
was to see that no female employee was 
ever without someone she knew and 
trusted to turn to in times of trouble, 
whatever the its source.” A 


a 


rest and quiet may be obtained and first 
aid rendered when necessary. 

“A dentist is in attendance every 
morning in a well-equipped dental 
office, where examinations are made, 
advice given, x-ray work done, and 
temporary relief afforded where neces- 


sary. 


Forty nurses now 

Currently, there are some 40 occu- 
pational health nurses located in Ea- 
ton’s 13 medical centers from coast to 
coast. As in other industries, their chief 
role is to keep the staff healthy and 
working, assisting with on-the-job 
rehabilitation after any lengthy illness. 

Ms. McCulley, a graduate of St. 
Michael’s Hospital school of nursing, 
has been with Eaton’s medical services 
since 1955. During her 18 years with 
the company, the emphasis has swung 
from treatment and/or home visiting 
to preventive programs. 

Anne Callow, a public health nurse 
originally from Kent in England, and 
Cheryl Parker, from Prince Edward 
Island, formerly of the Toronto City 
health department, are the two other 
full-time nurses on staff at the Queen 
Street store. In addition, there is a 
full-time nurse at each of Eaton’s four 
other units in the city. 

“To cover all areas in Toronto at 
all times, we have to employ a large 
occasional staff,” said Ms. McCulley. 
“For instance, there were 21 on our 
payroll last week. They are public 
health nurses, staff nurses, and regis- 
tered nursing assistants. All seem to 
like working with us, as most have been 
on our full-time staff in the past. 

“When hiring new nurses, we look 
beyond their academic achievements 
and past experience, as personality, 
an ability to establish rapport and to 
think quickly and independently in an 
emergency are important in occupa- 
tional nursing.” 


Prescreening 

The most time-consuming, yet im- 
portant, part of the health program at 
Eaton’s is the screening of applicants 
for work — about 70 to 80 per week 
at peak hiring times of the year. Partic- 
ular note is made of existing health 
problems of applicants. 
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Screenings take into account the 
kind of work being sought. In the case 
of truck drivers and delivery men, a 
strong back is essential. For elevator 
operators, it becomes a question of 
varicose veins as well. For everyone, 
eyes, ears, and teeth are important. 
Oral problems are more common than 
one would expect, according to Ms. 
McCulley, and they can be corrected. 

Prescreening is intended to cut down 
on the use of hospital insurance and 
on lost time. Both can be costly if 
newly-hired personnel immediately 
book themselves for elective surgery. 

Applicants are not denied employ- 
ment because of apparent defects. But, 
if a person is hired, he must take steps 
to correct a problem. For instance, 
poor teeth must be attended to within 
the prescribed interval of 90 days. Nor 
are conditions, such as epilepsy or 
diabetes, deterrents to employment at 
Eaton’s — although the applicant with 
epilepsy will not be expected to run 
an elevator, drive a truck, or lift heavy 
weights. 

The medical office is always ready 
with emergency treatment and preven- 
tive therapy; its motto is “prevention 
and control.” 


Ongoing program 

“The paper work is fantastic,” said 
Ms. McCulley. “We started a new key 
punch record system six months ago, 
from coast to coast. The first reject 
report is on my desk now.” The data 
center for the company is in Toronto. 
“We have employee files, employee 
cards, forms and referral slips, to men- 
tion a few items. We are part of the 
personnel department, and that eases 
some of the load.” 

The medical services unit is open 
during store hours, and everyone comes 
to the clinic, making it unnecessary for 
the nurses to function outside it. Judging 
from the traffic, there would be no time 
to function otherwise. Between 75 and 
80 people come each day, most of them 
employees. 

Eaton’s holds periodic blood donor 
clinics. The x-ray program for tuber- 
culosis is about to be discontinued. 
Stress now is on educational programs. 
Films on self-examination of the breast 
for early signs of cancer have been 


, 


shown in the staff training rooms during | 
lunch time. Contraceptives are the 


subject of the current program. The 


next project will be venereal disease 


control. 

As Eaton’s sick benefit plan does 
not cover dental, obstetric or elective 
surgery, wide-scale programs in these 
areas are not offered. Here again, the 
medical officer lays the stress on pre- 
vention of problems, rather than on 
corrective treatment. 

However, several long-term employ- 
ees— some have had 50 years of 
service — have retired due to illness. 
Ms. McCulley mentioned one employee 
in the lingerie department, who has 
worked for 30 years. She is suffering 
from arthritis that has been progressing 
over the years. “How she can even hold 
a pencil is beyond my comprehension,” 
said Ms. McCulley. “We have recom- 
mended that she be on sickness income. 
This will carry her for a year. Then 
she can go on disability pension to take 
her to her normal retirement age, even 
though that is nearly two years away.” 

There are many opportunities for 
counseling, another major function of 
the nurse at Eaton’s. While I was talking 
to Ms. McCulley, a saleswoman arrived 
in the clinic to soak her thumb in saline 
—a hangnail was bothering her. This 
gives her a chance to talk avout some 
of her problems, glad of a listener and 
someone to show concern for her. She 
lives alone and a long way from work. 
“It’s probably just too much bother 
to do the soaking job at home, where 
she has no one to talk to,” said Ms. 
McCulley. “She doesn’t abuse the 
privilege of coming to the medical unit, 
as her card shows that it’s several 
months since her last visit.” 

Eaton’s is a miniature world, with 
its cross-section of nationalities; thus, 
communication can be a problem. 
When Marika, who works in the kit- 
chens, got the tine of a fork in her 
finger, she came to the medical center 
only when it became infected. On be- 
ing told she had to be absent until her 
finger healed, she became upset and 
agitated. “Someone who spoke Ukrain- 
ian had to be found to help us,” said 
Ms. McCulley. “The interpreter was 
able to assure her she was not being 
fired and that she would continue to 
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Santa Claus has to be reminded of his diet 
as he must fit his suit each Christmas. 


get her wages while at home. Marika’s 
reluctance to report her infection 
stemmed from her need to work, as her 
husband’s heart condition kept him at 
home.” 


Anything can happen! 

Accidents cannot be ignored, and 
they add the unexpected to a day that 
is already packed with activity. Stretch- 
ers and wheelchairs are located on each 
floor of the store, and employees have 
been taught how to use them and the 
procedures to follow in emergencies. 

One customer, a poor, elderly man 
wearing slippers but no socks, collapsed 
in the budget store on a cold January 
day. He was brought to the unit by 
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stretcher. He needed only nitroglycerin 
to recover sufficiently from his angina 
attack to go home. 

Later, a young man who had fallen 
down the escalator, was brought in 
by stretcher. He was so drunk that he 
had to be left on the stretcher until the 
police, called by the security officer, 
came to take him to hospital for obser- 
vation. The escalator company reports 
all incidents to the department of labor. 
If a person falls on stairs, there is no 
company liability if the tread is in 
good condition. 

Then there was the old man who had 
tumbled down the subway station esca- 
lator and who was brought to the med- 
ical center for first aid. Instead of 


resting after his ordeal, he insisted on 
going to eat in Eaton’s dining room — 
that was why he had come downtown! 

Should a customer cut himself, the 
nurses will apply a bandage, but will 
not give tetanus. As this is a referral 
unit, rather than a treating unit, he 
must go to his own doctor. “However, 
if a shopper asks us, we will administer 
glaucoma drops,” added Ms. McCulley. 

All visits are recorded, even when 
it’s just “something for a headache.” 
Customers are given the choice of 
aspirin, a “222,” or a fizzy drink, and 
decide what they will have. The report 
will note that the remedy was given 
“at client’s own request.” 


Alligators and cuckoo clocks 

“Even Santa Claus has had an acci- 
dent,” said Ms. McCulley. “We have 
two men in the carpenter shop who fill 
the role. One has to be reminded of his 
diet once in a while, as he has to fit 
his suit each Christmas. When our 
other ‘Santa’ caught his hand in a 
planing machine, it was touch and go. 
His buddies brought him to us, his 
squashed hand in a paper bag. Fortu- 
nately, he lost only two fingers. 

“Far-out things happen, too, and 
many strange reports have gone to the 
Workmen’s Compensation Board,” Ms. 
McCulley said. “For instance, young 
Marnie in the pet shop was bitten by 
an alligator. The bite became infected; 
she needed antibiotics and was off 
work long enough to draw workmen’s 
compensation. The report did not say 
that the alligator was barely six inches 
long! 

“More recently, Jill, a saleslady in 
the gourmet shop on the ground floor, 
was knocked down by a cuckoo clock 
that fell off the wall, probably due to 
the vibrations of the underground 
trains. She had to go through the com- 
pany’s ‘headache routine’ and had 
x-rays taken of her skull. She suffered 
from persistent headaches for several 
weeks before she could return to work. 
Again, Workmen’s Compensation was 
involved.” 

At three o’clock, just as | was getting 
ready to leave Ms. McCulley and her 
staff, Victor, from the carpenter shop, 
came to the medical center holding his 
wrist; a counter had fallen on it. A huge 
hematoma was forming. The doctor, 
on his way to a meeting, ordered ice 
and a pressure dressing to be applied. 
One of the nurses started the treatment. 

It was all in the day’s work. ... 
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Delusions that trap nurses... 


VERYONE at some time fiction- 

alizes experience to maintain com- 
fort and to satisfy needs for prestige 
and power. Some people, however, 
have to build a whole system in which 
activity is transformed into fiction to 
meet their security and comfort needs. 
In terms of psychopathological theory, 
such fictions which become fixed are 
called delusions and, therefore, sick. 
Another theory states that mental ill- 
ness is a myth, and delusions are thereby 
normal. In examining nursing’s delu- 
sional system, however, as I propose to 
do in this paper, the real goal is not to 
determine normality (goodness) or 
sickness (badness) but, rather, the 
functions served by the delusions and 
the goals the delusional system is sup- 
posed to achieve for the profession. 


DELUSION 1: Nurses are in general 
agreement about what 
nursing is 

Nothing could be further from the 
truth than the above statement. If one 
asks nurses how they define nursing, 
the responses are so varied that it would 
be truly remarkable for nurses who 
take positions at one end of the range 
to have any communication with nurses 
at the other end. Some nurses think of 
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themselves as “professional friends”; 
some conceive of nurses as life-long 
scholars and champions of the health 
needs of man; some see themselves as 
assistants to the physician; some per- 
ceive their major role as managers of 
the therapeutic regimen. There are 
those who see themselves as, essentially, 
participants in a significant inter- 
personal relationship; some perceive 
themselves as providers of care and 
comfort, and still others view them- 
selves as facilitators of patient goal 
achievement. Quite a few nurses don’t 
give much thought to the question at 
all; they simply do what is requested to 
receive the best salary they can com- 
mand. 

Whatever the range of ideas about 
the nature of nursing — broad or nar- 
row, comprehensive or fragmented, 
personal or impersonal — nurses at 
the operational level are free to im- 
plement their own concept as long as 
employers don’t make explicit their own 
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education at the University of Kansas 
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definition translated into a program of 
care. Lack of specificity serves to 
reinforce the delusion. 

What function is served by the 
delusion that all nurses agree about 
what nursing is? It may foster feelings 
of colleagueship and promote cohe- 
siveness among those who call them- 
selves nurses. It may reassure them 
that nursing has not changed greatly 
but is still an occupation that depends 
pretty much on practical knowledge 
and good old common sense. On the 
other hand, it may function as a cover 
for the fact that nurses do not know 
and cannot identify the theory base 
upon which they operate. They there- 
fore overgeneralize, since any attempt 
to identify, specifically, the nature of 
nursing would expose their ignorance. 


DELUSION 2: Nurses care for and are 
concerned about 
patients 

When nurses describe nursing they 
usually use such words as love, tender- 
ness, sensitivity, care, acceptance, 
concern, empathy, comfort, and support 
to identify the major “gifts” that they 
provide for patients or to characterize 
the nurse-patient relationship. This 
has been part of the nursing platform 
for almost a century. It is also common 
knowledge that nurses have not been 
able to deliver this bounty in any con- 
sistent way to any sizable group of 
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its. And, if there is any group of 

e who do not feel cared for by 

‘ s or other health professionals, 

a Fach is the North American public — sick 
or well. 
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For a generation it has been the 
_ fare patient who sees a nurse for more 
_ than a few minutes a day. If he does 


see a nurse, he rarely learns her name; 
she may not know his, either, and the 
interpersonal interaction may sound 
more as if the nurse were a drug pusher 
than a lover. Yet, in the face of a hun- 
dred years of failure in this particular 
function, nurses still persist in saying 
they “care” for their patients. Nursing 
has never raised the critical question 
about whether it is possible to have 
warm feelings, to say nothing of con- 
cern, for the hundreds of patients a 
nurse is responsible for in the course 
of a week or two. 

All nurses have their personal prob- 
lems and stresses and today most nurses 
are married, which may further deplete 
the emotional energy available for the 
job. But even if all nurses had absolutely 
normal mental health, would it be 
humanly possible for them to be emo- 
tionally concerned about all of the 
twenty million people who are hospi- 
talized every year, plus the millions 
of others who are seen in clinics and 
offices and homes? Is it a concept of 
practice that is deliverable? Is it even 
as realistic as the thesis that, when 
extracorporeal renal dialysis or open 
cardiac surgery is needed, priority 
should be given to those with the 
greatest potential for benefit? 

The concept of payment for tender- 
ness and concern or even for real 
encounter is an interesting one. There 
are nurses who find the idea repugnant 
and those who say this is an extra 
benefit — that human concern cannot 
be bought. Other nurses believe this is 
part of what nurses are paid for and 
they obsess endlessly about it, oper- 
ationalizing it on paper and in practice. 
At this point in time, however, the idea 
is part of a delusional system about 
nursing practice. 
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What function does the delusion that 
all nurses care for and are concerned 
about their patients serve? Does it echo 
the teacher and thus represent the right 
thing to say? Does it mask guilt for not 
loving patients? Does it serve as an at- 
tempt to compensate patients for 
pain, unpleasant treatments, or discour- 
aging diagnoses? Or does it camouflage 
the fact that nurses do not know how 
to describe nursing processes and the 
theory that guides their development 
and use? 


DELUSION 3: Knowledge prevents 
disease 

Another major delusional system in 
nursing relates to the prevention of 
illness and promotion of health. Nurses 
believe, or act as though they believe, 
that knowledge prevents disease. All 
nurses “know” that the American 
people use health knowledge in deter- 
mining their modes of living, meeting 
their basic needs, and in preventing 
illness. 

But maintaining this belief requires 
one to dissociate, compartmentalize, 
or ignore the fact that cigarette smoking 
has not decreased; that saturated fats 
still constitute a great percentage of 
our diet; that millions of people eat 
hamburgers, hot dogs, and pop in 
preference to more nutritional foods. 
It requires us to ignore that automobiles 
must be in good mechanical shape 
and that people who drive under the 
influence of extreme anxiety, rage, 
drugs, or alcohol are taking their and 
other lives in their hands. It forces us 
to ignore the large numbers of chair- 
sitting, TV-watching, button-pushing, 
nonactive persons who avoid health- 
promoting activity. 

It also means disregarding the patho- 
logic effects of a century of patent 
medicines and pill popping, along with 
the more recent trends of tripping and 
mainlining. Clinically, we must ignore 
the 50 percent of all strokes that could 
have been prevented; the coronaries 
by the million that should not have 
happened, the accidents and traumas 


by the hundred thousands, alcoholics 
by the million, terminal cancer by the 
hundred thousand, and millions of 
readmissions for diabetes, mental 
illness, and complications of aging. 

All around and among us the message 
is clear: the North American people do 
not use the knowledge available to help 
determine their life-style, to meet their 
basic needs, or to promote their opti- 
mum health and well-being. Therefore, 
knowledge does not prevent disease 
in millions of cases. The strength of 
the delusion to the contrary becomes 
apparent in the resistance encountered 
when one asks how knowledge prevents 
disease or about the nature of the inter- 
active dynamism between knowledge 
and change in life-style or habitual 
practices. 

What function does this delusion 
perform for nurses? Does it prevent 
feelings of helplessness by making the 
job of changing the human condition 
seem easy and simple and therefore 
within the realm of nursing intervention 
and possibility? Does it function to 
cover nurses’ ignorance and justify 
continuation of the act of exhortation 
which they know so well? Does it en- 
dorse the “all things to all people” 
concept of nursing? Or does it cover 
nurses’ inability to identify valid theory 
that could guide them in promoting 
health and preventing disease? 


DELUSION 4: Nurses significantly 
influence patients’ lives 

In terms of cure, nurses in intensive 
care probably do influence patients’ 
lives but they do this in the role of 
physician’s technical assistant. When 
it comes to helping patients to cope 
with their illnesses or to establish new 
health goals or changed life styles, 
however —even in life-threatening 
circumstances — the average patient 
doesn’t see a nurse and does not expect 
this kind of assistance. 

This is not to deny that a few nurses 
in a few rare situations greatly influence 
patients’ lives. But, even though people — 
can be influenced ey uring 


_ periods of crisis, it is probably irra- 
tional to think that in a three- to five- 
day hospital stay nurses can greatly 
influence the life of the average patient. 
The continuity, kind of relationship, 
and problem-solving processes that are 
necessary to engender real behavioral 

' change are rarely possible in clinics 

or homes, either. 

i Nurses’ resistance to taking stands, 
debating issues, assuming new roles, 
and being more accountable prevents 

them from making any real impact on 

j patients’ lives; another deterrent in- 

fluence is their reluctance to grapple 

with the tremendous complexity in- 
volved in influencing the human condi- 
tion. If nurses greatly influenced pa- 

tients’ lives, there would surely be a 

great store of commonly known data 

to support the claim. 

Why, in the absence of data and 
general public consensus, then, do 
nurses protest their influence and im- 
portance to patients? All people need 
to feel important, so this might be one 
function of the delusion. Before the 
advent of chemotherapy, surgery, and 
roentgenotherapy, nurses were as im- 
portant as doctors, so the delusion may 
be an attempt to deny the realities of 
the present. As pointed out earlier, 
one way to cope with frustration is to 
overgeneralize. When nurses cannot 
identify what the influential “some- 
thing” is that they have to offer, when 
they cannot refer confidently to a body 
of theory or science, they can resort 
to telescoping the whole process of 
professional practice into a vague or 
| imprecise outcome of practice. Is this 
__ the function of this delusion? 


DELUSION 5: Professional nursing 
skills have market value 

Some students of the nursing scene 

are asking if professional nursing skills 

can be utilized or professional nursing 


_ At least one nurse has data that some 
furses who have no opportunity to 


3.23 Other nurses point out that 


practiced in hospitals or nursing homes. 


‘practice professionally leave nurs- 


employing agencies do not define dif- 
ferences in technical and professional 
nursing and that only a few agencies 
pay a small differential to profes- 
sional nurses.4 Practical nurses are 
increasingly functioning at team leader 
and head nurse levels. 

In addition, the preventive compo- 
nent of the health maintenance organ- 
ization concept — one in which nurses 
might be expected to figure significant- 
ly — is slow in developing. Neither the 
employing agencies nor the public are 
demanding that nurses teach, provide 
sociopsychiatric support, or help people 
to develop more healthful life- styles. 
Services of this nature represent the 
essence of professional nursing — but 
only in rare situations are they given 
enough recognition and priority to 
be allowed or supported. In fact, pro- 
fessional nursing skills might be likened 
to luxury items for patients after tech- 
nical nursing has provided what they 
“really” need. 

If the majority of professional nurses 
did not marry and leave the field at or 
within one year of graduation, the hue 
and cry in relation to this role depri- 
vation might be very loud. The ones 
who remain in nursing, however, tend 
to adopt bureaucratic role conceptions 
and to function on a technical level. 
If they became activists instead, they 
might define the problem and dispel 
this delusion. 

The function of this delusion is that 
it justifies present patterns and en- 
hances prestige: that is, while profes- 
sional nursing skills may not be useful 
now, we are really looking forward to 
the health care system of the future 
when nurses with these skills will be 
prepared and ready to step into im- 
portant roles in the system. 

This delusion may also dispel nurses’ 
feelings of helplessness and alienation 
brought about by (1) their loss of im- 
portance in patient welfare as a result 
of technological advances in medicine; 
and (2) their loss of function as a result 
of their having handed over much of 
the physical care of patients to techni- 


cians and ancillary personnel. T 
delusion may also mask nurses’ inability 
to interpret in theory or demonst 

in practice the need for or benefits of 
professional nursing care. vo) 


DELUSION 6: Nursing is patient 
centered 

“But,” counter Dickoff and James, 
“patient-centered nursing may be just 
another pipe dream following the dis- 
carded practice of disease-centered 
nursing.” When _ nurses __ integrate 
the “patient-centered” delusion into the 
system, they overlook the fact that the 
needs of physicians, the demands of 
the system or bureaucracy, the time- 
consuming routines, the endless secre- 
tarial duties, the supervision of count- 
less technical and ancillary personnel, 
as well as the urgent needs of many 
patients, all take precedence over 
consideration of and concern for 
individual patients. 

If patient-centered means unique- 
ness of each patient, how can nurses 
explain the manuals, procedure books, 
and standing orders which communicate 
that all patients are processed or treated 
in the same way? (But then delusions 
do not have to be explained logically.) 
If patient-centered means that ill people 
need special care or consideration, 
how do nurses deal with expressions of 
special need like anger, complaints, 
weeping, refusal to cooperate, demands 
for special attention, and feelings of 
hopelessness and helplessness? 

Do nurses express joy at being able 
to respond helpfully to these unique 
personal expressions of need? Is time 
allowed and planned for patient- 
centered care, or is it the routines and 
tasks that are planned and emphasized? 
Have nurses asked if all patients need 
individualized care in all areas of 
behavior or whether some patients 
either cope well or have pre-existing 
ways of getting help? But above and 
beyond the questions is the fact that 
nurses are so seldom visible at the bed- 
side and so few patients know they 
have seen an “R.N.” during their ill- 

THE CANADIAN NURSE 39 


help but follow that if 
( eb they cannot give 


to make the nurse feel virtu- 
es the impression that nurses 
nd to a patient’s needs or that the 
nt might even define this need 
) the nurses can respond. Another 
netion of this delusion may be that 
t permits nurses to bypass working 
ut the complex theories that could 
uide practice and the development 
"new knowledge about patients and 
thus produce more predictable out- 
comes. It also allows nurses to practice 
_ without working out carefully the pro- 
cesses through which the work of a 

_ profession is accomplished. The pro- 
cesses of history taking and of nursing 
__ assessment, diagnosis, and intervention 
are still in primitive stages of develop- 
ment after more than a decade of work 


Common Sense — Or Valid Theory? 

Nurses also delude themselves into 
thinking that they have considerable 
autonomy, independence, and freedom 
to control their own destiny. They 
believe that hospitals are set up to 
offer the best in health care and that 
they do, in fact, offer good care. They 
believe that patients follow physicians’ 
and nurses’ advice and derive the most 
benefit out of the care they receive. 
They believe that impossible tasks can 
be done in impossibly short periods 
of time, such as resolution of develop- 
mental tasks and conflicts, improvement 
in problem-solving skills, increase in 
self-esteem, and soon. — 

All these fictions organized as a 
system proclaim that nursing is a vital, 
socially significant, fairly independent, 
autonomous process that offers individ- 
ualized care and concern to patients 
who are ill and promotes health and 
prevents disease among both the ailing 
and the hale. Most nurses can recog: 
nize the similarity of this statement to 
definitions of nursing they wrote as 
students for a foundations of nursing 
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course. They pulled these definitions 
out of their heads or paraphrased some 
leader in nursing to further sustain the 
delusional system. But what else can 
or could they do, in the absence of 
nursing theory or other theories, of 
bodies of knowledge, or of methodolo- 
gies of synthesis to use in making 
knowledge relevant and useful in the 
solution of nursing problems? 

Some who could not admit, in the 
middle of the knowledge explosion, 
that they were nursing by guess and 
by gosh took the anti-intellectual route 
and went to the defense of an action- 
oriented, good common sense approach 
to nursing. The “good common sense” 
nurses are comfortable doing what 
is expedient. But those who believe 
they have a responsibility to make 
knowledge relevant to patients’ health 
problems and to discover knowledge 
that will improve care feel helpless 
without the support of a theoretical 
frame of reference. 

Such a frame of reference would 
provide a guide for developing systems 
for delivery of nursing care, for devel- 
oping nursing education programs, for 
teaching nursing, and for interpreting 
nursing to all comers. Is it too late to 
work through our system of fantasies? 
Is it too painful to tolerate the stress 
of uncertainty and the complexities of 
formulating and testing theories of 
potential use to nursing? 
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June 11-15, August 27-31, 1973 
February 18-22, 1974 

One week course for nurses involved 
in prevention, control, and manage- 
ment of tuberculosis. The course, to 
be held in Ottawa, will be sponsored 
jointly by the University of Ottawa 
School of Nursing and the Canadian 
Tuberculosis and Respiratory Disease 
Association. For further information, 
write to: Ms. Lorette Morel, CTRDA, 
345 O’Connor Street, Ottawa, Ontario. 


June 13-14, 1973 

National League for Nursing, continuing 
education workshop on the associate 
degree practitioner and nursing service 
needs, U. of Maine at Augusta. Fee: 
$40 for NLN members; $80 for non- 
members. For further information, 
write to: Convention Services, NLN, 10 
Columbus Circle, New York, N.Y. 
10019, U.S.A. 


June 15-16, 1973 

Edmonton General Hospital class of 
1963, 10th year reunion. Letters to 
classmates would be welcome, if you 
are unable to attend. For further infor- 
mation, write to: Doreen Moisey, Box 
6, Site 13, R.R. #1, Sherwood Park, 
Alberta T8A 3K1. 


June 17-23, 1973 

18th International Hospital Congress, 
6th National Convention, and 30th As- 
sembly, Canadian Hospital Associa- 
tion, Place Bonaventure, Montreal, 
Quebec. 


June 22-24, 1973 

Regina Grey Nuns’ Hospital School of 
Nursing is closing after 65 years in 
operation. Final graduation will be 
held June 24 and a ‘last homecoming 
reunion” is planned for June 22-24. 
Graduates wishing to obtain tran- 
scripts after the school closes may 
write to the Saskatchewan Registered 
Nurses’ Association office in Regina. 
For further information, write to: Ms. 
_C. O'Shaughnessy, Director, School 
_of Nursing, Regina Grey Nuns’ Hospi- 
tal, Regina, Saskatchewan. 


June 23-27, 1973 

Canadian Pediatric Society, annual 
meeting, Quebec City. For further 
information, write to: Beryl Rosebush, 
Dept. of Pediatrics, Centre Hospitalier 
Universitaire, U. of Sherbrooke, Sher- 
brooke, Quebec. 


June 25-27, 1973 

Emergency Nurses’ Association of 
Ontario three-day conference, Royal 
York Hotel, Toronto, Ontario. Enquiries 
may be directed to: Ms. A.M. Harris, 
30 Ellen Street, Brampton, Ontario. 


June 29-July 1, 1973 
Homecoming Weekend, Nova Scotia 
Hospital Alumni Association. For fur- 
ther information, write to: Ms. Brenda 
Sinclair, 138 Pleasant Street, Dart- 
mouth, Nova Scotia. 


BRITISH COLUMBIA 
INSTITUTE OF 
TECHNOLOGY 


invites applications for the 
following positions: 


INSTRUCTOR 
MENTAL HEALTH 
NURSING 


For community oriented mental health 
nursing courses offered at B.C.1.T. 
Qualifications: A Baccalaurate de- 
gree, some experience in psychiatric 
nursing and eligible for RN licensure 
in British Columbia. 

Salaries will be commensurate with 
the applicant’s overall qualifications 
within established scales which cur- 
rently range from a minimum of $817 
to amaximum of $1370 per month. 


These are Civil Service positions with- 
in the Division of Post Secondary Ed- 
ucation, Technical-Vocational Branch. 
Salary will be commensurate with 
applicant's qualifications. 


Please apply: 


The Personnel Office 

B.C. Institute of Technology 
3700 Willingdon Avenue 
Burnaby 2, B.C. 


June 24-27, 1973 
Canadian Tuberculosis and Respi 


tory Disease Association, 73rd annual 


meeting; Canadian Thoracic Society, 


ha 
15th annual meeting and 10th annual 
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nurses’ institute, Palliser Inn, Calgary, 
Alberta. For further information, write 
to: Mr. H.E. Drouin, Executive Secre- 


tary, CTRDA, 345 O’Connor St., Ottawa. _ 


July 16-August 3, 1973 

Workshop on ‘“‘Psychological Concepts 
of Human Sexuality as they Influence 
Family Planning and Sex Education,” 
Loyola of Montreal, Summer School. 
Fee: $100. For further information, 
write to: Ms. G. Lennox, Program 
Coordinator for Health Education, 
Loyola Evening Division, 7270 Sher- 
brooke St., W., Montreal 262, P.Q. 


August 19-20, 1973 

American Academy of Medical Admin- 
istrators, 16th annual convocation, 
luncheon and reception, Continental 
Plaza Hotel, Chicago, Illinois, U.S.A. 


August 20-23, 1973 

American Health Congress, McCormick 
Place, Chicago, Illinois. For further 
information and registration forms, 
write to: American Health Congress, 
840 N. Lake Shore Drive, Chicago, Ill. 
60611, U.S.A. 


September 10-11, 1973 

American Cancer Society, national 
conference on cancer nursing, Palmer 
House, Chicago, Illinois. Theme: “‘Can- 
cer Nursing: Precepts, Principles 
and Practice.” For further information, 
write to: Virginia Barckley, R.N., Na- 
tional conference on Cancer Nursing, 
219 East 42nd St. New York, N.Y. 
10017. 


September 20-22, 1973 
Ontario Occupational Health Nurses’ 
Association, second annual conven- 
tion, Holiday Inn, London, Ontario. 
For further information, write to: Ms. 
P. Read, Head Nurse, Health Service 
Dept., Victoria Hospital, London, 
Ontario. 
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ty week — for everyone 

_ In Canada, more children under 15 
way of age die from accidents than 
_ from the next four causes of child death 
ombined. Each year some 2,000 chil- 
iren die from accidents, and hundreds 
of thousands are injured. 

For this reason, the Canada Safety 
~ Council sponsored National Child 
Safety Week May | to 7 —a national 
campaign “to focus the attention of 
all Canadians on this tragic record of 
death and injury to children caused by 
— accidents.” 

In its Guide For Child Safety, the 
Council gives advice on preventing 
accidents that occur from suffocation, 
falls, burns, cuts, toys, electricity, 


poisons, drowning, fire and explosion, 
traffic, machinery, and firearms. “A 
positive attitude toward safety instilled 
in children, starting with the very 
young, will equip them to cope with 
hazards all their lives,” it points out. 
The Safety Council notes that the 
most dangerous ages of child accidents 
are two and three; these occur most 
often in late afternoon and evening. 
Here is some practical advice the 
Council gives: 
e Adults should see that children are 
taught and understand the rules of 
traffic and pedestrian safety before they 
are allowed out to play and allowed to 
ride bicycles on public roads. 
e Children should be secured in ap- 
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proved child restraint devices or, if 
they are old enough, wear seat belts in 
cars. 

e Children should wear clothes with 
retroreflective tape attached so that 
motorists can see them after dark. 

e Never discard appliances, such as 
abandoned refrigerators and freezers, 
without first removing the doors. 

e Teach youngsters to swim at a very 
early age. Small children must be 
watched constantly when they are near 
any body of water, no matter how small 
or shallow. 

If you would like more information 
on child safety, write to the Canada 
Safety Council, 30 The Driveway, 
Ottawa K2P 1C9, 


Photo checklist 

If you are ever faced with the job of 
sending photographs to an editor to 
illustrate news writeups, the following 
pointers on correct photo procedure 
will help you and the editor — and 
perhaps mean the difference between 
your photograph being used or rejected. 
This list is adapted from the February 
1973 issue of Volunteer, published by 
the Ontario Hospital Association. 

e Hire a good photographer, one who 
will use imagination in composing the 
picture. 

e Do not send photos of a group of 
people all staring eagerly at the camera. 
e Do not send matte prints. A glossy 
finish gives better results. 

e Caption the photo, even though a 
press release is sent with it. Identify 
everyone in the photo by first and last 
names. 

e Make sure captions can be easily 
removed from the photo. An easy way 
to do this is to perforate the caption 
sheet, making it possible to tear it 
neatly from the photo. 

e Never use paper clips or staples on 
photos. Use cardboard stiffeners when 
sending them. 

e Do not advise the editor that photos 
are available on request. Always send 
photos with the news they are intended 
to illustrate. . 
e Do not request that photos be return- — 
ed unless there is a special circum- 

stance in which the editor has asked — 
you for photos. 

e Indicate the source on the back of 
all photos, even when captions are 
attached, - 


ir 
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Nancy Garrett is currently on assign- 
ment with the Canadian International 
Development Agency. She spent one 
month planning her itinerary to make 
the best use of her eight-week visit to 1 1 
countries of French-speaking Africa. 
The purpose of her visits is to evaluate 
family planning programs in_ these 
countries and, later, report on their need 
for continued assistance from Cana- 
dians and/or their readiness to assume 
responsibility for their own programs. 

Since her appointment with the 
Canadian Nurses’ Association as re- 
search officer, Ms. Garrett has “zeroed 
in” on family planning, has been a 
member of several expert committees, 
and has written articles in both English 
and French for The Canadian Nurse 
and L’infirmiére canadienne. 


Nancy Garrett David Sparkes 
David G. Sparkes was appointed em- 
ployment relations officer of the 
Association of Registered Nurses of 
Newfoundland, March, 1973. 

Mr. Sparkes, a graduate of the Ca- 
nadian Hospital Programme in Hospital 
Organization and Management, has held 
senior administrative positions in hos- 
pitals in Grand Falls and St. John’s, 
Newfoundland. He was a_ founding 
member of the Canadian College of 
Health Service Executives. 

Mr. Sparkes assists nurses with 
matters pertaining to their employment, 
particularly the requirements and 
application of the collective agreement. 
He will also play a major role in liaison 
with nurses to formulate future propos- 
als and the negotiating of subsequent 
collective agreements in Newfoundland. 


Margaret Wakeling of Regina has been 
appointed a consumer representative 
on the council of the Saskatchewan 
Registered Nurses’ Association, with 
voting privileges to begin in June, 1974. 


JUNE 1973 


She was named by the Saskatchewan 
branch of the Consumers Association 
of Canada at the request of the SRNA. 

Ms. Wakeling is chairman of the 
health services committee, provincial 
branch of the CAC. 

She is also vice-president of the 
YWCA, president of the Lawyers’ Wives 
Association, and secretary of the Nor- 
man Mackenzie Art Gallery Society. 


Kathleen G. DeMarsh (R.N., Saskatoon 
City H., Saskatoon, Sask.; dipl. teach- 
ing and superv. and B.A., U. of 
Toronto; M.Sc.N., U. of Western On- 
tario, London) has been appointed 
vice-president, nursing, for the new 
Health Sciences Centre in Winnipeg, 
Manitoba. She has special responsibility 
for pediatric care. 
= On February 1, 
1973, the Winnipeg 
General Hospital, 
the Children’s Hos- 
pital of Winnipeg, 
and the Manitoba 
Rehabilitation 
Hospital and D.A. 
Stewart Centre 
merged to become 
the Health Sciences Centre. Ms. De 
Marsh had been with the Winnipeg 
General Hospital since 1967 as direc- 
tor of nursing and assistant executive 
director. 

A native of Tisdale, Saskatchewan, 
Ms. DeMarsh has held appointments 
as night supervisor at Saskatoon City 
Hospital and director of nursing educa- 
tion at The Brantford General Hospital 
in Brantford, Ontario. From 1946 to 
1951, she served the Canadian Red 
Cross Society in several capacities, 
including director of Red Cross out- 
post services. As assistant national 
director of nursing services, she served 
for six months with the International 
Red Cross in Austria and the Nether- 
lands. 

From 1970 to 1972, Ms. De Marsh 
was first vice-president of the Cana- 
dian Nurses’ Association. She has also 
been a Canadian Nurses’ Foundation 
scholar. She has served as chairman of 
the nursing services committee of the 
Canadian Council on Hospital Accred- 
itation and has continued to be a nurse 
surveyor for the CCHA. 

Kathleen DeMarsh is a member of 
the research committee of the Manitoba 
Association of Registered Nurses and 


is the MARN representative on the 
Manitoba Hospital Association Accrec 
itation steering committee. She is o 
the board of the newly established 
Manitoba Institute of the Family. Early 
in 1973, the deputy minister of the 
department of national health and 


Ser 
i 


welfare appointed her to the national — 


health grant subcommittee on health — 


care delivery. 


Ella MacLeod, president of the Asso- 
ciation of Nurses of Prince Edward 
Island, has been appointed to the Prince 
Edward Island Civil Service Commis- 
sion, its first nurse member. 

Ms. MacLeod (R.N., St. John Gen- 
eral Hospital School of Nursing; Dipl. 
Teaching and Superv., U. of Toronto; 
B.N., McGill U.; M.Sc., Boston U.) has 
taught at the St. John General Hospital 
School of Nursing, has been a consult- 
ant with the Department of National 
Health and Welfare, and, since 1965, 
has been director of nursing, Prince 
Edward Island Hospital, Charlottetown. 


Wilhelmina Visscher 


Ella MacLeod 


Wilhelmina (Willy) Visscher officially 
retired as assistant director of nurses of 
the Ottawa-Carleton Regional Area 
Health Unit, and is now coordinator of 
a local initiative project at MacDonald 
Manor in Ottawa’s Lower Town East. 

This program, for residents, most of 
whom are French-speaking, is called 
“Service for Both Ages” as it incorpo- 
rates a senior citizen’s project with a 
service to children in the area. 

Ms. Visscher’s nursing career has 
taken her trom her native Holland to 
the four corners of the earth, especially 
through her affiliation with the Inter- 
national Relief Organization and the 
World Health Organization. She had 
been with the health department of the 
city of Ottawa since 1958, except for 
a two-year assignment with WHO trom 
1963-5. 
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e Nurses, Smoking, and 
Schoolchildren 


| @ When Parents Have 
a A Defective Baby 


_e@ First Aid for Drivers 


e The Self-Care Dialysis Unit 
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r Beverly Witter Du Gas (R a Vancou- 


ver General Hosp. School of Nursing; 
B.A., U. of British Columbia; M.S., U. 
of Washington, Seattle; Ed. D., U. of 
British Columbia) has been appointed 
chief of the health manpower planning 
division, health programs — branch, 
Health and Welfare Canada. 

Currently first vice- 
president of the Ca- 
nadian Nurses’ As- 
sociation, Dr. Du 
Gas was a member 
of the committee on 
nursing education 
and of the board of 
examiners of the 
2 Registered Nurses’ 
Resoctation of British Columbia. 

Prior to leaving Vancouver in 1965 
to join WHO as a nurse educator in 
India, she had been associate director 
of nursing education at The Vancouver 
General Hospital. Since 1969, Dr. Du 
Gas has been with the department of 
national health and welfare as nursing 
consultant for the health manpower 
planning division. 


Helen (Leni) Nightingale (Reg.N., St. 
Joseph’s Hospital School of Nursing, 
Toronto; Cert. Clin. Teaching and 
Superv., U. of Toronto; B.N., McGill 
U.) has been director of nursing, Brock- 
ville Psychiatric Hospital, Brockville, 
Ontario, for nearly a year. 

During her career, centered largely 
on education, supervision, and admin- 
istration in Toronto hospitals, Ms. 
Nightingale has devoted several years 
to industry as charge nurse for Con- 
tinental Can Company of Canada. 


Helen Nightingale Marian Jackson 


Marion Jackson has been appointed 
nursing administrator at Saskatoon 
City Hospital, Saskatchewan, effective 
June, 1973. 

Ms. Jackson (B.Sc.N., U. of Sas- 
katchewan; M.S.N., U. of British 
Columbia) has had experience as 
general staff nurse at University 


dspital and 
Regina Grey Nuns’ i Hoguial: Prior — 
to her recent educational leave, she 
was director of medical nursing at 
Saskatoon’s University Hospital. 
Ms. Jackson has had articles pub- 
lished in The Canadian Nurse and 
in Nursing Clinics of North America. 
She has contributed to her professional 
association by conducting workshops 
in Saskatchewan on clinical nursing 
and through membership on the board 
of examiners of the SRNA. 


Donna Tudor (Reg. 
N., Atkinson School 
of Nursing, Toronto 
Western Hospital; 
Dipl. Public Health, 
U. of Toronto) be- 
came a member of 
the nursing staff of 
the Mississauga 
district office of the 
Ontario Society for Crippled Children 
several months ago. She had previously 
been a public health nurse with the 
Ontario Department of Health, Scar- 
borough. 


Joan Ann Wills 
(Reg.N., Ottawa 
Civic Hosp. School 
of Nursing; B.Sc. 
Public Health Nurs- 
ing, U. of Ottawa) 
now director of 
public health nurs- 
ing of the Leeds, 
Grenville, and La- 
nark District Health Unit, was a public 
health nurse with the unit from 1964 to 
1967. Then, until her present appoint- 
ment, she was assistant director, in- 
service education, at the Ottawa Gen- 
eral Hospital. 

An active member of the Registered 
Nurses’ Association of Ontario, Ms. 
Wills is the past president of its Ottawa 
East chapter, having completed terms 
of office as treasurer and vice-president. 


Antoinette Bourgeois of Grande-Digue, 
a fourth-year nursing student from the 
University of Moncton, has been award- 
ed a $500 scholarship by the New 
Brunswick Association of Registered 
Nurses. She is the first recipient of the 
scholarship to be awarded annually to 
a student enrolled in the basic nursing 
program at the University of Moncton. 
The scholarship was established last 
year at the Association’s annual meeting 
to recognize deserving students in the 
province’s French-language eniversy . 
school of nursing. — Rent , 


FILMS 


O Child Behaviour Equals You (16 
mm, sound, color, 14-4 min., 1972) 
was produced by Crawley Films for 
Carleton University and the Vanier 
Institute of the Family to promote 
community discussion of child develop- 
ment. The film, which uses animation, 
contains five segments that cover infan- 
cy, preschool, middle childhood, adoles- 
cence, and special situations. The be- 
havior modification technique of posi- 
tive reinforcement for good behavior 
is emphasized. This film is available 
from National Film Board offices or 
can be rented from the Canadian Film 
Institute, 1762 Carling Avenue, Ottawa 
K2A 2H7. 


O Smoking: It's Your Choice (16mm, 
color, sound, 15 min.) is a film designed 
to help young people make a decision 
about smoking. Animation and contem- 
porary music are used to help hold the 
viewer's attention. The film is available 
from Educational Film Distributors 
Ltd., 191 Eglinton Ave. E., Toronto 
12, Ontario. Also available for sale 
or rental are films on adolescence, child 
development, old age, and community 
psychiatry. 


OO) Casual Ties, Casualties (16mm, 
color, sound, 13 min.) is designed to 
inform teenagers of the psychosocial 
aspects of venereal disease. It focuses 
on Penny, a young carrier of VD, and 
follows her through a free clinic. This 
film is available from International 
Tele-Film Enterprises, 221 Victoria 
Street, Toronto M5B_ 1V5, Ontario. 
As well as films on VD, films on safety, 
teenage pregnancy, and sex education 
are available from this source. A 180- 
page master catalogue includes listings 
of short films and feature films, and 
information on preview prints, rentals, 
and purchases of films. 


O) Generation (164 — min., color, 
sound), produced by Health and Wel- 
fare Canada, was shown at the annual 
meeting of the Canadian Nurses’ Asso- 
ciation last April. With a three-panel 
split screen and 10 synchronized slide 
projectors casting colorful images on 
the panels, viewers are given a jazzy 
look at Health and Welfare Canada’s 
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AV Equipment Donated To Winnipeg School Of Nursing 


The Winnipeg General Hospital school of nursing has received a donation of 
audiovisual equipment from a 1941 graduate of the school, Doris L. Turner. 
Shown with the equipment are, /eft to right, Ann Dinse, student council 
president; Jean Grose, director of nursing education; Verna Sparks, radio- 
therapy technician and registered nurse; and Kathleen DeMarsh, vice- 
president, nursing. The equipment shown on the table is, left to right, a 
Dukane Cassettmatic, a Bell and Howell movie projector, and a Bell and 
Howell overhead projector. The nurses are holding an Ektographic AV 120. 


oe) 


services. Short motion picture sequences 
are combined with the slides. 

The photography is vivid and the 
music, which is always noticeable, at 
times is overpowering. The noise level 
may have been due to the size of the 
room. Although Generation may be 
technically excellent, it is difficult to 
find a message. Images are flashed on 
and off: young people taking drugs, city 
slums, the elderly, institutional facili- 
ties, and physical fitness. There is even 
a motion picture sequence showing 
the birth of a baby. There is no appa- 
rent order in the stages of life that are 
shown. 

According to the brochure that was 
given out at this showing, “Generation 
is a panorama of those activities and 


services offered by Health and Welfare 
Canada to improve the quality of life 
of its citizens.” More information is 
available from the department's Infor- 
mation Directorate, Brooke Claxton 
Building, Tunney’s Pasture, Ottawa. 


O Purposes of Family Planning (16 
mm, sound, color, 14 min., 1972) pre- 
sents a variety of life-styles in giving 
information about pregnancy and health 
hazards, reasons for having children, 
and family planning. The film is aimed 
at senior high school and college stu- 
dents and adults. For more information, 
write to Moreland Latchford Produc- 
tions Ltd., 299 Queen St. W., Toronto. 
Ontario. € 
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y and Psychiatry for Nurses, 
Peter’ Dally ‘and Susan 
am. 153 pages. London, Eng- 
, English Universities Press, 
2. Canadian Agent: Musson, 
Mills, Ontario. 
iewed by Marjorie Wallington, 
ssistant Professor, Lakehead Uni- 
versity School of Nursing, Thunder 
Bay, Ontario. 


at 


4 The purpose of this book, as stated 


in the introduction, is “... both for 


‘ 


nurses in general training and those 
training as mental nurses.” The book is 
divided into two parts: part one is 
called psychology and deals with a 
wide range of topics, such as develop- 
mental theory, personality theory, 
learning theories, the physical basis of 
psychology, and the nurse-patient 
relationship. 

This section demonstrates two basic 
weaknesses throughout. On the one 
hand, it is written so simplistically it 
becomes inaccurate in its connotations. 
For instance, on page 3, the authors 
write: “The degree to which we can 
control our actions and conform to 
social demands determines whether we 
are strong or weak-willed and_ this 
depends on inherited and constitutional 
factors and on early upbringing.” 

On the other hand, the author 
frequently veers off into sentences of 
five- or six-syllable words with no 
explanation for the statement, such as, 
“Behavior can, in fact, be represented 
diagrammatically by a parallelogram of 
forces.” The two short pages on the 
nurse-patient relationship are dreadful 
and should be left unread. 

The first part of this book, however, 
does contain some basic facts that are 
both appropriate to this book and 
accurate. 

Part II of the book deals with a brief 
description of common mental illnesses, 
mental subnormality and their treat- 
ment. Although there is a fair degree of 
accuracy in the information, it is mark- 
ed by an almost total absence of nurs- 
ing intervention; yet, in reading the 
book, I have a feeling that the authors 
intended to cover this area. 

Nursing intervention that is included 
would not always be consistent with 
the North American approach to 
psychiatric care. For example, in the 
section dealing with depressive illnesses 
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only two statements are made that 
would give the nurse direction. These 
are: “A suicidal patient will need to be 
kept in bed, usually under heavy 
sedation and closely watched” and 


“Loss of weight must be restored and 


physical factors dealt with.” Under 
treatments, the paragraph on group 
psychotherapy is described as a method 
of treating eight to ten patients at a 
time to overcome the time-consuming 
problem of dealing with individuals. 
The page that describes the therapeutic 
milieu is fairly well done. 

There are two appendixes that in- 
clude two pages on_ psychological 
theories and one page listing drugs in 
common use. The glossary presents the 
same shortcomings found throughout 
the book — inaccuracy through over- 
simplicity. 

Although statistical facts and authors 
are quoted throughout the book, there 
is no documentation either through 
footnotes or bibliography. 

A concise book of this size would be 
useful to nurses working with psychiat- 
ric patients, either in general hospitals 
or in the community; however, I cannot 
recommend this volume to fill that gap. 

Because I believe this book is incon- 
sistent with the patient-centered ap- 
proach and the importance of the 
therapeutic relationship, which is basic 
to psychiatric nursing in this country, | 
cannot recommend it for teaching 
nurses. 


Modern Clinical Psychiatry, 8ed., by 
Lawrence C. Kolb. 694 pages. To- 
ronto, Saunders, 1973. 

Reviewed by Carole TenBrink-Ho, 
School of Nursing, McGill Uni- 
versity, Montreal, Quebec. 


This text by Kolb (formerly Noyes and 
Kolb) has long been a basic but tradi- 
tion-minded reference in its field. The 
new eighth edition, published this year, 
continues that trend. Efforts to update 
are done in a conservative way. The 
concerns of progressive practitioners 
in psychiatry are given brief, cautious 
mention. 

Poverty and racism as causes of 
mental illness are mentioned in two 
pages and called predisposing factors. 
The communication theories, crisis 


intervention, community psychiatry, 
home care, and prevention are not 
mentioned at all. The expressive 
therapies, like psychodrama and art 
therapy, are also omitted. Encounter 
groups are discussed in one paragraph 
in which the writer mainly emphasizes 
that they can be destructive. Positive 
outcomes are not mentioned. 

There is a two-page description of 
general systems theory, and_ brief 
mention of psychiatric implications _ 
in some of the new medical treatments, 
like hemodialysis, open heart surgery, 
organ transplants, and sex change 
operations. 

The greatest and most useful change, 
especially for school and public health 
nurses, is the expansion of a chapter on 
the disorders of early life and the new 
chapter on special symptoms in chil- 
dren. In these chapters is some well- 
presented material on learning 
disturbance, speech disturbance, hyper- 
kinetic reaction, withdrawn and 
aggressive reaction. Family therapy is 
given two pages in the chapter on 
current therapies but is not mentioned 
at all as a treatment of choice in 
families where a disturbed child is 
found. 

In summary, one can only reempha- 
size that the text remains a basic, useful 
first reference for those wanting infor- 
mation on psychiatric classifications, 
examination of the patient, and tradi- 
tional psychotherapeutic, pharmaco- 
logical, and physical therapies. 


Psychiatric Nursing as a Human 
Experience by Lisa Robinson. 352 
pages. Toronto, W.B. Saunders 
Company, 1972. 

Reviewed by Merryl Etches, Lectur- 
er, School of Nursing, The Univer- 
sity of Manitoba, Winnipeg, Man. 


In the psychiatric segment of her — 
education, the nursing student “becomes __ 
aware of some of the bases for her 
own perceptions of life’s experiences; 
she acquires the knowledge to under- 
stand that all behavior has meaning 
and that all human beings are basically 
more similar than dissimilar.” This: 
statement in the opening chapter ¢ 
the book illustrates the author's focus 
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the therapeutic 
munication, caring, trust, love, and 
empathy emphasizes the uniqueness 
of the person. “The psychiatric nurse 
must regard her patient as a unique 


relationship: com- 


composite of spirit, intellect and 
feelings that must be nurtured and 
allowed to grow.” 

An interesting view is that anxiety, 
both nurse’s and patient’s, is an element 
that can be a positive factor in the 
nurse-patient relationship. Examples 
of interaction illustrate the author's 
explanation of interviewing techniques 
and the concept that techniques are 
useful only if used “wisely and spar- 
ingly” in a caring context. 

Defense mechanisms are defined as 
a means of regaining and maintaining 
psychological equilibrium in a health- 
illness continuum. The discussion 
on growth and development is eclectic. 
The author shows great skill in drawing 
from several theorists, including Freud, 
Sullivan, and Erikson, to explain this 
difficult area in a manner understood 
by the beginning student. 

In chapters six to eight, the etiology, 
behavioral manifestations, and nursing 
in anxiety, depression, and withdrawal 
behavior are explored. The title of the 
chapter on schizophrenia, “The Patient 
Who is Unable to Reach Out,” is 
illustrative of the focus on the human 
being rather than the disease. 

Descriptions of care in state hos- 
pitals and the community and of types 
of therapy: chemotherapy, convulsive 
therapies, insulin shock, psychosurgery, 
group therapies, milieu therapy, psy- 
chodrama, the encounter group, and 
family therapy are given. Although 
brief, these descriptions are concise 
and give the reader a general idea 
of treatment methods available and 
the progress made through the years. 

Chapters 12 to 15 focus on specific 
problems: alcohol and drug abuse, 
psychiatric illness from organic causes, 
and mental retardation. A chapter on 
emotional and mental illness in chil- 
dren, written by Leona Weiner, associate 
professor, department of nursing, 
Long Island University, Brooklyn, 
N.Y., outlines special considerations in 
the diagnosis, treatment, and nursing 
intervention with children and adoles- 
cents. Anyone working with children 
would want to enlarge her under- 
standing through the comprehensive 

readings suggested. 

_ The author's continual emphasis 

| on the patient as a human being who 
ceeds help and whose problems are 
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ning student in psychiatric nursing. 


Casebook in Nursing Education by Vi- 
vian Wood. 301 pages. London, 
University of Western Ontario, 1972. 
Reviewed by Raymond M. Thomp- 
son, Assistant Professor, University 
of British Columbia, School of Nurs- 
ing, Vancouver, B.C. 


The author of this all-Canadian publi- 
cation states that “this book aims to 
facilitate development of those [deci- 
sion-making] skills” required by nurse 
educators in dealing with student nurse 
problems. 

In her prefacing remarks, the author 
elaborates on the nature and the con- 
tent of her book, including the variety 
of skills and methodology required in 
the use of the complex case as an inten- 
sive learning experience. It is essential 
that we appreciate the complexity of 
the cases presented: the problems are 
not clearly identified; the critical ele- 
ments may or may not be readily 
identifiable; and the relationships be- 
tween and among the included data 
may be obscure. 

This casebook was designed for the 
use of graduate students; therefore, 
any discussion or analysis has been 
omitted. 

The learning process used in the 
case method approach (which is not 
extensively outlined in the book) can 
be viewed as analagous to the scientific 
method/problem-solving approach. 
Due to the complex nature of each si- 
tuation presented, each aspect and item 
of data must be closely scrutinized. Fol- 
lowing this, relationships between and 
among the data and problem areas can 
be identified. Solutions may then be 
proposed, the consequences of each 
analyzed, whereupon a well-analyzed 
decision regarding the problem(s) may 
be recommended. Group discussion 
and dynamic interaction are crucial 
throughout the process. 

It may be helpful if the user of this 
book attempts to comprehend totally 
the milieu of each case, thereby achiev- 
ing greater insight and comprehension. 

The 18 cases presented focus upon 
common nursing education problems, 
such as admissions, counseling, evalua- 
tion, and psychiatric problems, as well 
as other major student personnel is- 
sues. It is notable that each case has 


been researched under expert supervi- _ 


sion and the data within each repre- 
sents the current realities of nursing 
education. 

Minor errors, which normally should 
be easily resolved by the reader, but 


available for the begin- | 


You can breathe easy 


Ventfoam Traction Band has 
everything you want and your 
patients need for comfort and 
healing. f 

The perforations allow 
skin to breathe, inducing more! 
rapid healing of lesions. 

The Ventfoam Traction 
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pounds. 
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in handy 64 inch packages. 
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pated publication of a 
teaching notes should en- 
value of this text. In the 
a) (ge references and bibliogra- 

cluded by the author should pro- 
sufficient and useful information 
ng to the cases presented. Addi- 
ial helpful references would be: 
. Wood's recent article “The Drug 
ident — A Case Study,” The Cana- 
n Nurse, July, 1972, pp.21-6, and 
Schnelle, Kenneth B., ‘Case Analysis 
-and Business Pr oblem Solving, Toron- 


_ to. McGraw-Hill Book Company, 
1967. 

The value of this book, to those not 

involved in the specific course for 


| which it was designed, is that it focuses 
__ upon issues, factors, and considerations 
that may have previously eluded those 
involved in nursing education. 


accession list 


Publications on this list have been 
received recently in the CNA library 
and are listed in language of source. 

Material on this list, except reference 
items, may be borrowed by CNA mem- 
bers, schools of nursing and other 
institutions. Reference (R) items (ar- 
chive books and directories, almanacs 
and similar basic books) do not go out 
on loan. Theses (also R) are on Reserve 
and may go out on Interlibrary loan 
only. 

Request for loans should be made on 
the “Request Form for Accession List” 
and should be addressed to: The Libra- 
ry, Canadian Nurses’ Association, 50 
The Driveway, Ottawa, Ont. K2P 1E2. 

No more than three titles should 
be requested at any one time. 
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ALBERTA 


BRITISH COLUMBIA 


: ASSISTANT EXECUTIVE DIRECTOR 
ING aoe active Convalescent-Rehabilitation 
pital including 100-beds for School Hospital 
e Departments of Nursing, Physiother- 
py, | ational Therapy, Psychology, Speech/ 
\udiology. Social Service, and Recreational Therapy. 
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EMPLOYMENT OPPORTUNITY — Athabasca Health 
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to: Mr. V. Markowski, Secretary-Treasurer, Athabasca 
Health Unit No. 18, P.O. Box 1140, Athabasca, 
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REGISTERED NURSES required for a 30-bed Gen- 
ral Hospital, salary and Personnel Policies as per 
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phone 882-3434, Director of Nursing, Our Lady of the 
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Myrnam Municipal Hospital requires 2 GENERAL 
DUTY NURSES. Salaries in accordance with AARN 
recommendations and recognition granted for past 
experience. Lodging available in sare nurses 
residence. Excellent communication to Edmonton 
and other major cities. Area provides boating, fishing 
and golfing facilities. Apply to: Mrs. R. Marko, N/S, 
or phone 366-3870, Myrnam, Alberta. 


REGISTERED NURSES AND LICENSED PRACTICAL 
NURSES WANTED FOR FULLY ACCREDITED HOSPI- 
TAL EXPANDING TO 190 BEDS IN THE FALL OF 
1973. _ ADMINISTRATIVE, _ SUPERVISORY AND 
GENERAL DUTY CATEGORIES IN MEDICAL-SURGI- — 
CAL, PSYCHIATRIC AND ICU-CCU AREAS. MUST 
BE ELIGIBLE FOR BC. REGISTRATION. BASIC 
SALARY $672.00. APPLY: DIRECTOR OF NURSING, 
ST. JOSEPH’S GENERAL HOSPITAL, COMOX, 
BRITISH COLUMBIA. 


BRITISH COLUMBIA 


DIRECTOR OF NURSING: Applications are invited 
for the position of Director of Nursing for a modern 
fifty-six bed hospital in the Lakes District of the 
Central Interior of B.C. Applicants holding a degree 
in Nursing or a University diploma in Supervision 
preferable. Satisfactory administrative experience 
essential. Apply to: (Miss) Doris O.R. Allin, Adminis- 
trator, Burns Lake and District Hospital, Box 479, 
Burns Lake, British Columbia. 


DIRECTOR OF NURSING — June 1st — FOR 21-BED 
ACUTE GENERAL HOSPITAL NEAR LONG BEACH. 
APPLICANTS SHOULD HAVE DEGREE OR DIPLOMA 
IN NURSING SERVICE ADMINISTRATION WITH 
SOME PREVIOUS EXPERIENCE IN A SUPERVISORY 
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FICATIONS AND EXPERIENCE. WRITTEN APPLICA- 
TIONS TO: ADMINISTRATOR, TOFINO GENERAL 
HOSPITAL, TOFINO, BRITISH COLUMBIA. 


VACANCY FOR HEAD NURSE, MEDICAL-SURGICAL 
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at least one year as a general duty nurse. Graduation 
form accredited school of nursing; preferably a 
Bachelor of Science in nursing; current B.C. registra- 
tion; advanced preparation in administrative nursing 
techniques, including ward management and princi- 
ples of supervision or its equivalent. Apply to: Mrs. 
A. Simpson, Acting Director of Nursing, Victoria 
General Hospital, 841 Collinson St., Victoria, 
British Columbia. ' 


NURSING CO-ORDINATOR (Supervisor) for Obstet- 
rical and Gynecological Services HEAD NURSE 
for Obstetrical/Gynecological ward. Progressive 
department with family-centred approach to patient 
care. Apply to: Director of Nursing, Royal Columbian 
Hospital, New Westminster, British Columbia. 


INTENSIVE CARE UNIT TRAINED NURSES required 
for 120-bed General Hospital. Salary as per RNABC 
contract. Nurses’ Residence accommodation avail- 
able. Apply to: Director of Nursing, Powell River 
General Hospital, 5871 Arbutus Street, Powell River, 
British Columbia. 
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REGISTERED NURSES required for Nicola Valley 
General Hospital, located in the Southwestern part 
of B.C. Starting salary from $672.00 to $740.00 
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EXPERIENCED NURSES required in 409-bed acute 
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medical, surgical, obstetric, operating room, pediat- 
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of Nursing, Royal Columbian Hospital, New West- 
minster, British Columbia, 
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days annual vacation. Transportation paid from 
Vancouver, B.C. Apply: Director of Nursing, St. 
George's Hospital, Alert Bay, British Columbia. 


GENERAL DUTY NURSES. for modern 35-bed hospi- 
tal located in southern B.C.'s Boundary Area with 
excellent recreation facilities. Salary and personnel 
policies in accordance with RNABC. Comfortable 
Nurses’s home. Apply: Director of Nursing, Boundary 
Hospital, Grand Forks, British Columbia. 
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REGISTERED NURSE required for general duty in a 
25-bed hospital in Central Manitoba, room and board 
available. For application forms and fuller details 
apply to: Director of Nursing, Gladstone District 
Hospital, Box 250, Gladstone, Manitoba, ROJ OTO. 


ONTARIO 


REGISTERED NURSES required by 70-bed General 
Hospital situated in Northern Ontario, Salary scale — 
$610.00 — $720.00 allowance for experience. Shift 
differential, annual increment, 40 hour week. 
Excellent personnel policies. For particulars apply: 
Director of Nursing, Lady Minto Hospital at Cochrane, 
Cochrane, Ontario. 
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GENERAL DUTY AND OPERATING ROOM NURSES 
for modern 450-bed hospital with School of Nursing. 
RNABC policies in effect. Credit for past experience 
and postgraduate training. B.C. Registration required. 
For particulars write to: Acting Director of Nursing 
Service, Victoria General Hospital, Victoria, British 
Columbia. 


Positions available for REGISTERED NURSES for 
eneral duty in the Operating Room, Surgical, 
ntensive Care and Extended Care areas. MALE 
REGISTERED NURSES are required for the 20-bed 
Psychiatric ward. Salaries and Personnel Policies in 
accordance with the RNABC agreement. Apply to the: 
Director of Nursing, Chilliwack General Hospital, 
Chilliwack, British Columbia. 


REGISTERED NURSES for 34-bed General Hospital. 
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Director of Nursing Englehart & District Hospital 
Inc., Englehart, Ontario. 
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after 1 year and 18 sick leave days per year, Unused 
sick leave days pee at 100% every year. Mane 4 
rotation in effect. Rooming accommodations gers 
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for optimum patient recovery during rehabili- Blackwell $ 8.50 

tation. 

Little, Brown $10.50 hoieag OF ABDOMINAL OSTOMY CARE 

NURSING MANAGEMENT FOR PATIENT CARE . .. describes the care of abdominal stomas in 
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. integrates theory with a pragmatic ap- cecostomy and urinary diversion operations. 
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cloth $ 9.95 DEVELOPING THE ART OF UNDERSTANDING 
Johnson 
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NURSING CARE OF THE 
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cloth $ 7.95 cloth $15.50 
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| well remember the first time 
encountered a car accident a 


and give on-the-spot first aid. It w 
a revealing experience. a 

Several persons stood staring at 
the victims, doing nothing to help 
them. Others wererunningfrantical- 
ly back and forth from one car to 
another, telling motorists what had 
happened. No one had assumed 
leadership. 

As a nurse, | was able to rap out 
some directions to those standing 
by, and to help give basic first aid 
to the injured. 

Since then, | have come across 
other car accidents. And, with few 
exceptions, | have found the same 
thing: an appalling lack of knowl- 
edge on the part of laymen as to 
what should be done and how to do 
it. 

This month we feature an article 
by Dr. Hanns Pacy, author of Road 
Accidents —Medical Aid. His 
message is that drivers must be 
taught what to do at the scene of an 
accident and that it is the respons- 
ibility of the health professions “to 
promote and inspire the teaching 
of first aid.” 

Several measures Dr. Pacy men- 
tions are of interest to all drivers, 
including nurses who supposedly 
have knowledge of first aid. 

Dr. Pacy’s recommendations 
result from his experience as a 
member of a rescue team in Aus- 
tralia. His personal observations of 
motorists’ behavior at the scene of 
accidents lead him to write: “... 
victims of accidents continue to die 
on our roads because people do 
not know what to do when confront- 
ed with traffic injuries. The best 
hospital is of no use if the patient is 
already dead or beyond help.” 

Nurses, as well as doctors, do, 
indeed, have a responsibility ‘‘to 
promote and inspire the teaching of 
first aid.’”’ Our concern could well 
save the lives of persons who would 
otherwise be D.O.A. — VA.L. 
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will be considered for publication. 
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Only signed hese whit include the writer's Sikes address, 
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omments on laparoscopy 
fter reading the articles on lapar- 


- comak in the April issue, I would like 


e a few comments regardin 2 hee, 
rience in the St. Thomas-Elgin 
<a Hospital, St. Thomas, Ontario. 
In the last two years, we have succ- 


__ essfully completed about 1,200 similar 


operations on a one-day, outpatient 
basis. Patients and their husbands come 
to the admitting department usually by 
7:00 A.M. and sign consent forms; this 
is witnessed by hospital staff members. 

The patients are then taken to a 
unit with four stretcher beds, where they 
have their temperature, pulse, respira- 
tion, and blood pressure taken. A 
hemoglobin and urinalysis are also 
done. The surgeon visits each patient, 
does a brief examination, and takes a 
current history. 

One-half hour before surgery, pa- 
tients are instructed to void, and a 
preoperative medication is given. The 
method of sterilization is basically the 
same as described in the April articles. 
Using the abdominal approach, a 
single incision is made at the navel. 
One absorbable suture is placed in the 
incision. 

Recovery of these patients is usually 
speedy. Most are up and void within 
two to four hours, have a light lunch, 
and are discharged between 1:30 P.M. 
and 3:30 P.M. They must be driven 
home. 

The doctor and nurse give the pa- 
tients a complete explanation of their 
postoperative care, including pain, 
vaginal and incisional bleeding and 
discharge, sutures, dressings, physical 
activity, and the time each of these 
might be a problem. 

At present, a complete description of 
the operation and its aftereffects . is 
being made up. A copy will be given by 
the doctor during the patient’s visit to 
the office, so she and her husband will 
understand and be prepared for the 
procedure. 

This method has proven to be most 
effective in handling this type of sur- 
gery. Of the 1,200 operations complet- 
ed, only four patients have had to stay 
in hospital overnight. This was usually 
because of obesity, when it was neces- 
sary to make a larger abdominal inci- 
sion, or because the patients lived too 
far away to get home at a convenient 
hour.— Carol Player, Reg.N., St. 
Thomas, Ontario. 
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CEGEP graduates 
I am writing to inform readers that the 
first English-la ge CEGEP nursing 
students are graduating this June. The 
French-language graduates have been 
in the hospitals a couple of years now, 
and they ca to be coping well — 
in the English-language hospitals, too. 

I am graduating, together with 68 
others, from Dawson College in Mont- 
real. Many of us will be working in 
Quebec. A few will be working outside 
the province, and I think their educa- 
tion should be known to the hospital 
personnel. 

We are the first graduates and will 
be watched closely. However, with our 
education, we have been taught to 
watch you closely. So please give us 
time. We want to learn, and we will, 
with some patience from you. Accept 
us as individuals, not as a mass of 
CEGEP students. 

All I ask is that you set a good exam- 
ple of nursing — a good way to help 
us learn. Maybe we will help you learn 
something. — Donna Burgess, Mont- 
real, Quebec. 


Disappointed in April article 

I would like to express my disappoint- 
ment in some of the articles published 
in The Canadian Nurse, which are 
vague, generalized, and tell the reader 
little. 

An example of such an article was 
“Weekend Program for Tubal Liga- 
tion” (April 1973). The author was not 
only vague, but gave many unnecessary 
details. The fact that the patient’s 
youngest child was watching “Sesame 
Street” or that the patient was scrub- 
bing the floor is irrelevant. This space 
could have been used to give more 
vital information on this subject. 

The statement “The nurse next 
explained...the sequence of events 
that would take place... recovery 
room” (page 38) says little. Would 
readers not also benefit from knowing 
the sequence of events in the Grace 
General Hospital? They may be quite 
different from those in other hospitals. 

“Ms. P. wanted to know when she 
could resume her normal household 
duties....” and “when she and her 
husband might resume their marital 
relations.” This, too, is vital informa- 
tion for all nurses, but many do not 
know the answers because they do not 
work in such a unit or because they 


have not nursed for several years. The 
Canadian Nurse is the medium throu: 
which such 
available. 

Some articles can be improved and 
must be improved so that the nursing 
profession gains as much as possible 
from its national magazine. — R.N., 
New Brunswick (name withheld on 
request). 


information should be 


Nurses in Yukon should unite 
Registered nurses at Whitehorse Gen- 
eral Hospital —a federal hospital — 
are appalled at the discrepancy in 
salaries among registered nurses, certi- 
fied nursing aides, and nursing order- 
lies. We do not resent the recent salary 
increase gained by the two latter 
groups, but we resent the Professional 
Institute of Canada’s lack of response 
to our concern. 

Local supermarket cashiers make 
approximately $1.25 an hour more 
than registered nurses. We believe our 
pay should be higher because of edu- 
cational level and responsibility. At 
present, our contract is under arbitra- 
tion, but if precedent is any guide, we 
see no hope of achieving the salary 
increase we desire. 

The rest of the federally appointed 
nursing groups across Canada generally 
appear, due to lack of response, to be 
willing to remain in their present fi- 
nancial situation. 

As stated by Dr. H.O. Mauksch in 
The Nurse: A Study in Role Percep- 
tion, University of Chicago, 1960: 
“Historically and traditionally, nurses 
have not tended to engage in collective 
action, nor have they, as a group, 
demonstrated assertiveness.” 

It is time for federal nurses to unite 
and assert themselves as a group. We 
would like all federally appointed 
nurses or interested supporters to write 
to us with comments and suggestions. 
We will answer all responses. — C.N. 
Boyko, 308A Hawkins St., Whitehorse 
Yukon. 


More comments on registration 
I support the letter written by Elisabeth 
J. Storey of Halifax, Nova Scotia, con- 
cerning registration in Canada (Letters, 
March 1973, p. 4). I, too, was original- 
ly registered in England and am now — 
married to a member of the Canadian — 
Armed Forces, which means | can look | 
JULY 1973 
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Let more effective 


patient care 
start with us. 


WATSON: 
Medical-Surgical Nursing 
and Related Physiology 


The physiologic basis of patient care is discussed in the 27 
clearly-written and concise chapters found in this excep- 
tional text. The author reviews the relevant anatomy, physi- 
ology, and pathophysiology—and, on that basis, sets forth 
the rationale and goals of effective treatment and nursing 
care. Extensive cross-references lead the reader to relevant 
ancillary discussions. The nearly 100 illustrations are of un- 
usual instructional quality and visual appeal. By Jeannette E. 
Watson, R.N., M.Sc.N. 786 pp. Illustd. $10.30. April 1972. 


IRVING: 
Basic Psychiatric Nursing 


Details duties, responsibilities and types of care—with spe- 
cial emphasis on the therapeutic, personalized, comprehen- 
sive, preventive, and rehabilitative aspects of effective pa- 
tient care. Mental illness is described in terms of abnormal 
reactions to stress. Included are chapters on schizophrenia, 
manic-depressive illness, senile psychosis, the neuroses and 
psychosomatic illness. By Susan Irving, R.N., M.S. 319 pp. 
Soft Cover. $5.10. January 1973. 


GILLIES & ALYN: 
Saunders Tests for 
Self-Evaluation of Nursing Competence 


An easy and reliable volume for review and examination of 
nursing methods, professional skills and medical facts. Pre- 
sents a collection of representative clinical situations, each 
with a series of multiple choice questions to test the reader’s 
recall of facts and her ability to apply those facts to the res- 
olution of actual problems encountered in practice. By Dee 
.Ann Gillies, R.N., Ed.D. and Irene B. Alyn, R.N., Ph.D. 392 
pp. plus 152 answer sheets. $7.75. January 1973. 


Ww W. B. SAUNDERS COMPANY CANADA, LTD. 
LS 


833 Oxford Street, Toronto 18, Ontario 


Please send and [J bill me LJ check enclosed—send postpaid 


00 9135 Watson: Medical-Surgical Nursing $10.30. 
0 5045 Irving: Psychiatric Nursing $5.10. 


Name 


BERMOSK & CORSINI: 
Critical Incidents in Nursing 


IIluminates common human-relations problems which con- 
front today’s nurse. From euthanasia to a professional dis- 
agreement with a doctor, each of 38 incidents is scrutinized 
by a panel of specialists who voice their opinions on how to 
approach the problem ethically and with professionalism. 
Provides a beneficial and exciting learning experience for any 
nurse. By Loretta Sue Bermosk, A.N., M.Litt.; and Raymond 
J. Corsini, Ph.D. About 380 pp. About $12.10. June 1973. 


FREEMAN: 
Community Health Nursing Practice 


Here’s a text that prepares the nurse to meet the complex 
challenge of today’s community health practice. The author 
introduces modern community health nursing as a dynamic 
and societally-oriented discipline. She presents and dis- 
cusses the purpose and goals of nursing in community 
health, the organization and administration of community 
health services, and the role of the community health nurse 
in different situations. By Ruth B. Freeman, R.N., Ed.D. 414 
pp. Illustd $7.75. August 1970. 


MILLER & KEANE: 
Encyclopedia and Dictionary 
of Medicine and Nursing 


The first, all-new nursing encyclopedia in 20 years—a com- 
prehensive reference of accurate, up-to-date information. 
Clear-cut definitions fill more than 1000 pages. Full-drug data 
is included. Special sections detail nursing care for most dis- 
eases, conditions, and operations—and first-aid instruction 
for such emergencies as burns, electric shock, and barbitu- 
rate poisoning. Contains 122 illustrations plus 16 pages of 
full-color plates. By Benjamin F. Miller, M.D., and Claire B. 
Keane, A.N., B.S. 1089 pp. 122 ills. + 16 full-color plates. 
$9.95. March 1972. 


0 3876 Freeman: Community Health Nursing $7.75. 
0 6355 Miller & Keane: Encylopedia & Dictionary $9.95. 
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trying to prove I had done 

my certificates must surely prove, 
ow face another move after only one 
This time it will be even harder, 
is particular province has a ruling 
anybody coming in from outside 


what. 
1 have now had eight years post- 
graduate experience and feel humiliated 


and enraged that I should have to go 


_ through this process yet again. It’s 
enough to have to battle for months on 
end for one’s papers to be evaluated, 
without having to rewrite examinations, 
which I had hoped I'd finished years 
ago. 

Isn’t it time Canada had one national 
paper or standard that allowed “va- 
grants” like myself (and many more 
like me) to wander freely across its 
wastes? Even if provincial papers re- 
mained, it ought surely to be possible 
to obtain a “national certificate in 
nursing.” 

Like Ms. Storey, | wonder just how 
long my manuscripts will be kept in 
England and how many more times I 
will need to write overseas. — Jane 
Robichaud, S.R.N., S.C.M., O.N.C. 


Categorizes books for nurses 

You have»published a series of letters 
concerning the merits of one specific 
text. I would like to generalize on the 
topic of texts for nurses. In writing 
book reviews, preparing reading lists, 
and reading student papers, | find my- 
self categorizing the books available to 
nurses. 

There are those texts written by the 
nurse specialists who use the best up- 
to-date resources from all fields. These, 
for the most part, are excellent. Occa- 
sionally the style is cumbersome, but 
the content is up-to-date. 

Then there are the texts written for 
nurses by other professionals who. be- 
lieve they know nursing’s needs. These 
books range from excellent expositions 
to oversimplified condensations. Evi- 
dently, the market for nursing books is 
large, and many are trying to get onto 
the bandwagon. 

There are those who think so little of 
the discipline of nursing that they 
offer nurses a nondocumented, over- 
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amounts of poor mat 
Yet it is from this w 
material, so readily available, that 
many nurse authors choose to draw 
their information for a third category 
of texts, namely those written for nurses 
by nurses using material from these 
oversimplified books. 

This to me is the most disturbing 
group, as we see the weaknesses of the 
second category compounded. Not 
enough nurses, Canadian nurses espe- 
cially, are writing books, and we should 
commend those that do. But when 
they are hampered by the condescend- 
ing resource material available, it is no 
wonder the quality of books is ques- 
tioned. 

What should be done about this? 
One drastic but positive action would 
be to look at our libraries and weed out 
texts not up-to-date or not of the caliber 
we would like. Let us provide only 
books that stimulate an individual to 
discover, to read further, even to use 
the recent journal literature — and not 
just in nursing. 

Another way is to protest by not 
buying these books. A word to the 
publishers’ agents should also help. 
One can also protest by critical review- 
ing — the fact that a book is written 
for nurses does not necessarily mean it 
should be read by them. 

Nursing must not be satisfied with 
anything but the best, for a profession 
is judged, at least in part, by the quality 
of its literature. —Jo-Ann Tippett 
Fox, R.N., M.Sc., Assistant Professor, 
Dalhousie University School of Nurs- 
ing, Halifax; Nova Scotia. 


Students gain experience 
Third-year nursing students at Queen’s 
University in Kingston, Ontario, are 
gaining broader knowledge and prac- 
tice in maternity nursing. 

In January 1973, each student was 
assigned to an expectant mother in the 
community who was willing to partici- 
pate in the program and whose delivery 
was expected in February or March. 

We visited the home to teach meth- 
ods of relaxation, breathing control, 
and muscle toning, and to discuss as- 
pects of baby care. After assessing the 
home situation, our purpose was to 
help the mother and father-to-be with 
their approaching parenthood. 

Before each subsequent visit, we 
formulated a teaching plan outlining 
our objectives for that visit. After we 
submitted the plan to an advisor for 
review and discussion, we made the 
visit, then modified and evaluated the 
plan. When we needed help in special- 
ized areas, we had access to a nutri- 


J 


' a 2 H fered on ; an Pa 
relationships with “our mothers,” and 


ts, we formed close 


Shag the husbands as often as pos- 
sible. | 
With the onset of labor, we met the 
mother in the hospital and stayed with | 
her during labor, delivery, and the im- 
mediate postpartum period. We moni- 
tored the progress of the labor and 
reported this to the staff at necessary 
times. A faculty instructor was always 

present or on call. 

Many mothers said that having with 
them someone they trusted and could 
confide in helped tremendously. We 
shared the joy of birth with them and — 
cared for the baby until transfer to — 
the nursery. We also attended to the 
mother during the initial postpartum 
period. | 

Helping to cope with minor crises 
that can occur when the mother arrives 
home is important to the family’s ad- 
justment. We helped by reassuring the 
mother, answering her questions, and 
encouraging her efforts to deal with 
the baby. We assessed the baby and 
observed his behavior. Our purpose 
was to improve the care the parents 
gave their child. : 

This experience enabled us to an- 
alyze the various aspects of nursing 
involved in meeting all of the mother’s 
requirements. By sharing our exper- 
iences, we learned how each labor and 
delivery is different, and each one 
normal for that mother. 

The families have expressed many 
positive feelings. None of us will forget 
the important aspects of maternal and 
child health nursing we learned. As 
graduates, we will be more aware of the 
total patient and her needs. — Janet 
P. Cross, Ottawa, Ontario. 


Agrees with May letter 

My eye was particularly caught by the 
letter to the editor, “Compares Canada 
to the Philippines,” in the May issue 
(page 4). 

Three cheers for Ms. Heber. I agree 
wholeheartedly with her. In the Halifax 
area, a registered nurse faces the 
responsibility of being in charge, of 
giving medications, and of running her 
unit smoothly for eight hours, as well 
as giving IVs, following doctors’ orders, 
and so on. She also sterilizes bedpans 
and straightens the soiled utility room 
with the certified nursing assistant. | 

There is a definite need to know: 
where the duties of the CNA cease 
and those of the RN begin. I don’t — 
know too many RNs who find the time — 
in their eight hours on duty to use their — 
brains. The feet and hands, not the 
head, suffer from overwork. — Name 
withheld on request. — Sees 
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South Africa Nursing Association 
Must Try to Change Law by ’75:ICN 
Mexico City, Mexico— A resolution 
passed by ICN’s governing body May 
12 “requests the South Africa Nursing 
Association to take action to enable 
nonwhite members of SANA to serve on 
the board of directors” no later than 
January 1, 1975. 

The resolution of the Council of 
National Representatives (CNR), which 
met in closed session before the ICN 
Congress opened May 13, further states 
that if SANA fails to comply with this 
request, the ICN board of directors will 
recommend to the CNR at its 1975 
meeting that SANA be expelled from 
the international organization. 

At a press conference Monday morn- 
ing, May 13, ICN president Margrethe 
Kruse explained that the South African 
question was brought forward by the 
Swedish Nurses Association in relation 
to a policy statement the CNR adopted 
in Dublin in 1971. In that statement, 
CNR endorsed the United Nations doc- 
ument on the declaration of human 
rights. 

Ms. Kruse noted that South Africa 
voted in favor of this endorsement, 
which included an obligation on the 
part of all national associations to take 
steps to implement the principles in- 
volved in the declaration. 

In considering this question, Ms. 
Kruse said, the ICN board of directors 
had a dialogue with the president of 
SANA, Dr. Charlotte Searle, to get as 
much information as possible about the 
situation in South Africa, to give the 
CNR. 

“It was obvious that SANA had made 
great efforts to improve the education- 
al standards of nonwhite nurses and 
also to narrowing the gap in conditions 
of work between nonwhite and white 
nurses,” said Ms. Kruse. 

“Nevertheless,” she added, in the 
South African nursing act, which also 
includes the regulations of SANA, 
“there are discriminatory clauses that 
prevent the colored and Bantu nurses 
from being elected to the board of 
directors of SANA.” (These nonwhite 
nurses elect a white nurse to represent 
them on the SANA board.) 

Ms. Kruse said, “CNR decided with 
an overwhelming majority to request 
_ SANA to take action to have this deci- 
_ sion changed in the nursing act before 


January 1, 1975.” 

She pointed out that -because the 
board of directors of SANA is the gov- 
erning body of the association, all the 

owers of the association are vested 
in the board. Thus it is not a question 
of personal status, she said, but a ques- 
tion of being involved in the policy and 
decision making of the association. 

“It is therefore of the utmost impor- 
tance for Bantu and colored nurses to 
... elect one of their own people to this 
board.” 

The ICN president emphasized: 
“SANA is a strong association, and it 
is ICN’s hope that the. association’s 
strength will prove its value and that 
SANA will be able to comply with the 
request of ICN.” 

There are over 28,000 members of 
SANA —the sixth largest ICN mem- 
ber association. It joined ICN in 1922. 

SANA’s president told the ICN board 
of directors that the number of non- 
white nurses in South Africa has in- 
creased from 546 in 1948 to 17,537 
at the end of 1972. According to Dr. 
Searle, this resulted from ‘sustained 
pressure on the State Department and 
on educational authorities by the board 
of SANA.” 

The opportunities for the profession- 
al development of nonwhite nurses and 
the professional benefits they have 
gained through SANA’s efforts, Dr. 
Searle told the ICN board, “are superior 
in many respects to those which exist in 
many Western countries and, with 
few exceptions, are already in every 
respect on a par with that obtained for 
white nurses in South Africa. 

“These exceptions have for a long 
time been the subject of negotiations 
with the authorities, and it’s gratifying 
to note that as the financial situation of 
the country improves and as certain 
national units are moving toward poli- 
tical independence, the disabilities 
referred to are being reduced.” 

In her report to the CNR in Mexico, 
Ms. Kruse pointed out that ICN was 
suspended from UNESCO December 
31, 1971, after an investigation of all 
non-governmental organizations with 
branches or affiliates in South Africa. 

However, on the basis of SANA’s 
endorsement of the U.N. Declaration of 
Human Rights at the CNR meeting, in 
1971, ICN’s suspension was rescinded 
in June 1972. 


CPHA Delegates Adopt Policy 
Opposing Fee-For-Service ta 
Montreal — ‘Fee-for-service” _ pay- 
ments were a major topic of discussion 
at the Canadian Public Health Associa- 
tion annual meeting in Montreal April 
24-27, with the CPHA adopting a poli- 
cy paper opposing fee-for-service as 
“outmoded,” and several speakers 
saying the method encourages abuses. 

“The present fee-for-service method 
of payment is outmoded and forms a 
serious barrier to future evolution 
of Canada’s health service system,” 
the association said in a policy paper 
passed by delegates and approved in 
principle by the CPHA council. 

“What must be emphasized... is 
that the method of payment, not the 
level of payment for professional ser- 
vices, is a Critical issue in the future 
evolution of our health care system. 
The development of a real, cooperative, 
and functional health care team will 
not be possible with the fee-for-service 
payment for physicians.” 

Speakers Robin Badgley, sociologist 
and head of the behavioral science 
department at the University of To- 
ronto, and Dr. Samuel Wolfe, a former 
physician and commissioner in Saskat- 
chewan when medical care insurance 
was introduced and now professor of 
medicine at Meharry Medical College 
in Nashville, Tenn., went even further. 

Fee-for-service payments have en- 
couraged abuses of the medical care 
insurance program and raised health 
care costs, they told the meeting. It 
encourages doctors to plan for unneces- 
sary visits by patients and probably 
even to some unnecessary surgical 
procedures, they said. 

“Under the fee system... there is 
every incentive to try and admit pa- 
tients to hospital, to keep them in 
hospital a little longer than may be 
necessary, and to perform major 
surgery.” 

The association also passed policy 
statements, in principle, stating that 
improvements in health care are linked 
to the ability of health professionals 
to function together in a multidiscipli- 
nary team. 

The statement, which contained 16 
separate statements of belief, said, 
“The concept of the nurse practitioner, 
who, as a member of the multidiscipli- 
nary health team will function in an 
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expanded role in providing primary 
health care, is a valid application of the 
adaptation of an established health 
profession.” It also said the traditional 
concept that the doctor is the team 
leader must be abandoned. 

About 550 delegates registered for 
the conference. All provinces were 
represented. 

The meeting also approved policy 
Statements on quality of health care, 
on regionalization of health services 
in an integrated system, and on environ- 
mental health policy. 

The council’s closed sessions also 
were told that the association is facing 
financial difficulties “within three 
years,” unless it can attract more mem- 
bers. Membership in the 2,500-member 
association is open to the public. 


RNAO Supports Central Union 

To Replace Bargaining Units 
Toronto — Voting delegates at the 
Registered Nurses’ Association of 
Ontario (RNAO) annual meeting un- 
animously supported the establishment 
of a central vehicle for collective bar- 
gaining for nurses by nurses. The reso- 
lution endorsed the formation of a 
central union by the Nurses’ Central 
Security Fund (NCSF) and offered the 
NCSF “every possible assistance in the 
achievement of this goal” of centraliz- 
ed collective bargaining. 

According to the resolution, RNAO 
will provide necessary services, on a 
contractual basis, to the new central 
union and will maintain an employ- 
ment relations department to serve all 
RNAO members. 

The resolution came up for discus- 
sion on the first afternoon of the annual 
meeting, May 3, but voting was post- 
poned until the final day, May 5. 

Dr. Josephine Flaherty, RNAO pre- 
sident from 1971 to 1973, said there is 
urgent need for a centralized body. 
There are now 91 separate collective 
bargaining units of nurses in Ontario, 
most with one-year contracts; each of 
the units has chosen to ask RNAO to 
serve them. 

RNAO cannot continue to serve the 
mushrooming units, Dr. Flaherty said; 
nurses cannot continue to bargain in 
individual units and achieve their 
goals. 

The RNAO, in its present form, can- 
not become certified as the central 
bargaining agent. Graduate non-regis- 
tered nurses are members of the indi- 
vidual bargaining units but not of 
RNAO It was the overwhelming deci- 
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It Gives A Lovely Light! 


The mortgage for nearly $400,000, taken out in 1956, on the RNAO building 
at 33 Price Street, Toronto, was paid up two years ahead of time. The mort- 
gage was burned in a happy ceremony during the RNAO’s 48th annual meeting 
in May. Dr. Josephine Flaherty, /eft, held the burning paper up, watched by a 
large number of RNAO convention attenders and invited guests. On the platform 
with her were, left to right, Florence Walker and Alma Reid, RNAO executive 
secretary and president who signed the original mortgage, and Wendy Gerhard, 
Registered Nurses’ Association of Ontario president for 1973-75. 


sion of RNAO directors not to change 
association structure to allow member- 
ship to nonregistered nurses. 


Problems Of Teachers, Students 
Discussed At RNAO Meeting 
Toronto — Voting delegates and mem- 
bers of the Registered Nurses’ Associa- 
tion of Ontario (RNAO) discussed prob- 
lems of nurse-teachers in being classi- 
fied for jobs in community colleges and 
problems of interesting students in the 
association. 

A resolution, approved on Saturday, 
May 5, asked that RNAO be recognized 
as the official representative of nurse- 
teachers until they have joined the 
faculties of community colleges and 
become full members of the union 
representing Ontario civil servants, 
including community college faculty 
members. 

All diploma nursing programs in 
Ontario will become part of the com- 
munity college system on September 1, 
1973. (News, March 1973, page 14.) 
The Ontario minister of colleges and 
universities, Jack McNie, bringing 
greetings to the RNAO at the opening 
session, said: “... over the past two 


weeks there has been concern about the 
classification of (nurse) faculty as they 
move into the college system.... We 
had hoped that by delaying the actual 
classification discussions for perhaps 
a month or six weeks, we could have it 
done under the new classification sys- 
tem which has been under develop- 
ment in the colleges for two years and 
will be effective this September. It 
would have simplified the work involv- 
ed if it could have been done only 
once. 

“However, we recognize the uncer- 
tainty this has created, and are now 
encouraging task forces and colleges 
to proceed to classify faculty under the 
present system,” Mr. McNie said. 
“This, in fairness to those who wish to 
transfer, gives them the best possible 
information on which to base their 
decisions.” 

Voting delegates approved a reso- 
lution that the RNAO support the con- 
cept that all registered nurses, on initial 
employment as an RN, receive the 
same basic starting rate of salary with- 
in an employing agency, with appro- 
priate recognition for education. 

Having supported the idea of equal 
pay, the delegates defeated two reso- 
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lutions calling for a reduced member- 
ship fee for new graduates and a special 
student membership. More than 200 
students attended the annual meeting 
and several spoke to support the reso- 
lutions that would give students and 
new graduates the benefits of RNAO 
membership at reduced cost. 

During discussion of the transfer of 
diploma nursing programs to the com- 
munity colleges, one student. said: 
“Students are concerned. You've jack- 
ed up the prices (Ontario diploma stu- 
dents paid tuition and_ residence 
fees for the first time in 1972-73) and 
changed the school. We're for you, 
but we'd like to know what’s going on.” 


New Board and Committee 

Elected at ICN Congress 

Mexico City, Mexico — In the consti- 
tution of the International Council of 
Nurses, amended during the ICN Con- 
gress in May, there is now one standing 
committee instead of two. The profes- 
sional services committee remains. 
ICN‘s board of directors will carry out 
the functions of the former membership 
committee. 

Before the Council of National 
Representatives voted for the new board 
and committee members May 17, ICN 
president Margrethe Kruse suggested 
an enabling motion “that CNR refrain 
from voting on any candidate for the 
membership committee.”’ 

This motion, which was carried, was 
necessary because the constitution 
requiring two standing committees was 
in effect until the end of the 15th 
quadrennial congress. 

Those elected to the seven-member 
professional services committee for 
the 1973-77 quadrennium are: 

Rebecca Bergman, head of the nurs- 
ing department at Tel Aviv University 
in Israel and a member of this ICN 
committee for the past four years, 
chairman for 1973-77; 

Hermosinda de Campos, chief nurs- 
ing supervisor for Esso in Tartagal, 
Argentina, and a member of the special 
committee to consider the study of ICN 
objectives, structure, and functions, 
1971-73; 

Isabel C.S. Brown, chief nursing 
officer, King’s College Hospital Group, 
London, England; 

Ayodele Akiwumi, president of the 
Ghana Registered Nurses’ Association 
and lecturer in medical-surgical nurs- 
ing and curriculum development for 
the schools of nursing, University 
of Ghana; 

Birthe Kofoed-Hansen, director of 
the Bispebjerg School of Nursing in 
Copenhagen, Denmark; 

Elisabeth Stussi, instructor at the 
International School for Post-Basic 
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Nursing Education, Lyons, France; 

Jessie M. Scott, assistant surgeon 
general, United States Public Health 
Service; and director, division of nurs- 
ing, National Institutes of Health, 
department of health, education and 
welfare, Washington, D.C. 

Among the 11 nurses elected to 
ICN’s board of directors is Nicole Du 
Mouchel, Montreal, executive director 
and secretary registrar of the Associa- 
tion of Nurses of the Province of Que- 
bec. 


The other new board members 
Ingrid Hamelin, Finland; Fur 
Kobayashi, Japan; Hildegard E. 
plau, USA; Barbara N. Fawkes, E) 


land; Elouise C. Duncan, Liberia; 
Olive Eva Anstey, Australia; Hamu- 
da Mar-Haim, Israel; Mary Jane 
Seivwright, Jamaica; Jadwiga Izycka, 
Poland; and Maria Eleftheriou, Greece. 

For information about new ICN 
president Dorothy Cornelius, USA 
and the three vice-presidents, see 
Names, page 16. 
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Pres.-Elect Tells RNAO 
jety Needs Coping Resources 
_ Toronto — Huguette Labelle,  presi- 
_ dent-elect of the Canadian Nurses’ As- 
sociation, told a luncheon audience at 
, RNAO annual meeting, May 5: “I 
_ doubt whether we will reach ‘sociosta- 
sis.’ Society will continue to need re- 
sources for coping.” ; 
Ms. Labelle, principal nursing offi- 
cer, Health and Welfare Canada, said 
she is concerned about high-rise living. 
Individuals work in a cubicle called an 
office, ride home in a cubicle called a 
car, and live in a cubicle called an 
apartment. “In what way can we 
(nurses) influence community councils 
to get more greenery, indoor and out- 
door space for physical activity, space 
for health services and day care centers 
in high-rise apartments?” she asked. 

She expressed concern for the per- 
sonality and development of children 
raised where there is no space for 
socializing or for physical development. 
“Because of lack of early..detection, 
deterioration of the child and of his 
family often requires extensive treat- 
ment.” 

“Are we as nurses militant in assur- 
ing that the institutionalized aged re- 
ceive health care?” she asked. None of 
us is involved in all social issues, she 
said, but some of us will be involved in 
some. Involvement is our choice. 

“The degree of day-to-day activity 
in issues of our time as individuals, as 
citizens, as a collective profession, is 
the measure of where we stand on the 
continuum of amateurism-profession- 
alism,” Ms. Labelle said. 


RNAO Told Confusion Of Goals 
Prevents Nursing Communication 
Toronto —“No one is served — not 
patients, not nursing practitioners, not 
nursing service administrators, and not 
nursing educators — in a system where 
confusion of goals has jammed the lines 
of communication so that all we hear 
from each other is noise,” Myra E. 
Levine told nearly 1,500 registered 
nurses and nursing students at the an- 
nual meeting of the Registered Nurses’ 
Association of Ontario on May 4. Ms. 
Levine is associate professor of nursing 


ICN Report 
A report of the International Congress 
of Nurses, held in Mexico City, May 
13 to 19, will appear in August. 
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fist coal arth a patient but “we have 


not been taught to search out, cherish 
and sustain the dignity and humanity 
that marks him as human being.” 

Speaking about the danger of a to- 
ken role for the consumer in decision 
making, Ms. Levine said: “... The 
tokenism of an outvoted position on a 
committee may result in a quieter pub- 
lic but it will not provide a better sys- 
tem of health care.” 

Nursing is an intensely personal 
form of human experience, Ms. Levine 
said. “The most sophisticated technol- 
ogy, the most esoteric science avail us 
nothing if, in using them, we fail to use 
the spirit... of our very imperfect 
humanity. We must stop confronting 
each other and begin to confront the 
issues we all share as members of a 
community.... We will cherish our- 
selves when we have learned to cherish 
our patients. Out of their sustained 
humanity, we will discover our own.” 


CNA Gets Ready For The Day 

When Canada Goes Metric 
Ottawa — “Implementation of the 
change to the metric system on a na- 
tional scale is imminent, but the change 
will take place over a period of ten 
years or so,” Jane Henderson, asso- 
ciate executive director of the Canadian 
Nurses’ Association, told The Cana- 
dian Nurse. She represents CNA on 
one of the steering committees set up 
by the Metric Commission of Canada. 

“Because of the number of nurses 
and their wide contacts, in addition to 
most being women and all being con- 
sumers, nurses as a group are regarded 
by the Metric Commission as one of 
the most important influencers of the 
public in conversion to the metric sys- 
tem,” she said. 

CNA is setting up an advisory com- 
mittee, made up of representatives of 
each provincial association, to provide 
information to help the Metric Com- 
mission in deciding mechanisms of the 
change. 

“Nurses will be seeing signs of con- 
version very soon, in their daily lives 
as well as in their places of work,” she 
said. 

CNA’s representative suggested that 
nurses, in preparation for the change 
to metrics, should: 

e Push for inservice programs in their 
places of work; 

e Begin to think metric about the 
common things of life; volumes and 
weights of grocery products are or will 
soon will be marked in metric values, 
liters and grams; bra and shirt sizes 
will be in centimeters; 


Pak at babe eae hod iS . ; 
@ Purchase new household items, such | 
as bathroom scales or indoor-outdoor 
thermometers, in metric values. . 

“A weight watcher takes longer to 
lose a kilogram than a pound,” she 
said, “but he doesn’t gain one as quick- 
ly, either.” 

Children in primary school are or 
will soon be taught math in metrics, so 
parents will need to understand the 
system. But, some older people will be 
unable to make the transition, judging 
from experience in Australia where 
the conversion is well advanced. 

Nurses should be careful to have 
conversion tables verified by the Metric 
Commission, before adopting them. 
This can be done through CNA, or by 
writing directly to Metric Commission, 
320 Queen St., Ottawa KIA OHS. 


“Mediscope” Launched 

Montreal — Dr. Gustave Gingras, pres- 
ident of the Canadian Medical Asso- 
ciation, was host at the launching of the 
new CMA publication Mediscope, a 
newspaper for the Canadian health 
care team. 

The University Club in Montreal 
was the setting for the May 30 gather- 
ing of representatives of the medical 
profession, the major drug companies, 
and several para-medical disciplines. 

The “Scope,” according to Dr. Gin- 
gras, is meant to bridge the communi- 
cation gap among the various members 
of the health care team and will be de- 
voted to issues that are either common 
to, or affect, several disciplines. Parti- 
cular attention will be given to the 
larger issues of health care economics, 
medical-political affairs, the provision 
of health care, professional activities, 
and viewpoints that may have signifi- 
cance for other members of the team. 

Starting with the first issue Septem- 
ber 1, 1973, Mediscope will appear 
monthly until January, 1974, when 
it becomes a semi-monthly publication. 
Of its sixteen pages, eight will be de- 
voted to text, and eight to paid adver- 
tising. 

Initially, its distribution will be to 
the entire medical and pharmaceutical 
fraternity and, through the courtesy 
of the chief of the medical staff, to 
medical and hospital administrators, 
physiotherapists, radiology and labo- 
ratory technicians, medical education 


Countdown 1972 
Countdown 1972, a book of Cana-| 
dian nursing statistics, has recently] 
been published by the Canadian] 
Nurses’ Association. Copies are $5.50 
and may be ordered from CNA} 
House, 50 The Driveway, Ottawa,} 


ment with the order. 


Ont. K2P IE2. Please include pay-} 


senior ng administrators anc 
teachers. Subscriptions will also be 
available. ~ 

Editorial director of Mediscope is 
D.A. Geekie; editor, M. Korcok; as- 
sistant editor, J. Garner. Editorial 
otfices will be at CMA’s headquarters 
in Ottawa, Ontario. 

Dr. Gingras describes this venture 
as a communications research project 
with an immense potential. 

Milan Korcok, noted medical jour- 
nalist, finds it a particularly exciting 
prospect, in that the aim of the CMA in 
publishing Mediscope is to seek to 
promote sound understanding of current 
issues among those professions that 
must ultimately meet the public’s de- 
mands for health care — physicians, 
nurses, dentists, pharmacists, and other 
allied health workers. He adds, the 
term “teamwork” has been an artifact 
long enough. 


Teachers’ Brief To Government 
Urges Revision In Copyright Act 
Ottawa — A key recommendation in a 
brief submitted by the Canadian 
Teachers’ Federation (CTF) to the 
prime minister and federal government 
in March urges that revision of the 
Copyright Act not be delayed and that 
anyone interested should have the 
chance to participate in the revision. 

CTF explains that the provisions of 
the Copyright Act are of major concern 
to teachers in two ways: they affect the 
availability of teaching and learning 
materials, both print and nonprint, and 
they affect the interests of teachers as 
participants in the production of edu- 
cational materials. 

Another key recommendation calls 
for creation of a Canadian Office of 
Education, supported jointly by the 
federal, provincial, and territorial gov- 
ernments. CTF says this office would 
be responsible for collecting, organiz- 
ing, and disseminating information to 
provincial and territorial government 
authorities; promoting and supporting 
an adequate program of research in 
education; over-seeing a continuous 
study of the fiscal problems affecting 
education; and consulting with provin- 
cial governments in solving these prob- 
lems. 

According to the federation, “wast- 
age” and overlapping that occur with a 
number of federal government depart- 
ments involved in education would be 
cut down if a federal office of educa- 
tion coordinated educational activities. 

Other recommendations in the CTF 
brief call for: 


_e Creation of appropriate bodies to 
advise on national policy respecting 
production, distribution, and use of 
educational media, with Canadian 
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Exotic Foods Part Of Course For Nursing Stuc 


In November 1972, the first-year nursing class at Owen Sound Regional 
School of Nursing in Owen Sound, Ontario, sampled some of the ethnic 
differences in multicultural Canadian society. The students shown here are, 
left to right, C. Simpson, C. Paquin, and S$. McLachlan. Although emphasis 
was on dietary practices, other aspects of daily living were highlighted through 
a project designed by the teachers. The class, divided into six groups of some 
15 students each, chose to study China, Germany, Greece, Holland, India, 
and the U.S.S.R. Students wore authentic national costumes and displayed 
artifacts of esthetic interest and of daily use. Posters, pictures, and other items 
decorated the walls, and national music added to the atmosphere. In adjoining 
cafés, students served guests samples of several dishes from each country; 
they used traditional utensils and provided recipes. This project allowed the 
students to offer hospitality to friends, staff from nine participating hospitals, 
and members of the board of governors. Director of the school is Edith Bell. 
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_ Directors Of Nursing Told 
_ Halifax, N.S.—“‘Unless you - start 
__ from where you are, you'll never arrive,” 
_ Norma Wylie, director of nursing at 
~McMaster University Medical Centre, 
(o told 30 directors of nursing from hospi- 
; tals throughout Nova Scotia. The direc- 
i tors were attending the workshop she 
directed in Halifax, May 3-4, 1973. 

Ms. Wylie spoke about the many 
changes there had been in nursing in 
the last 30 years and reiterated the 
prediction that there would be more 
changes in the next 30 years than in 
the last 100. 

Because of the many demands being 
made on nursing service, the directors 
had met to discuss ways to meet these 
demands. The theme of the workshop 
was “The Role of the Nursing Service 
Administrator in 1973.” It was organiz- 
ed by the directors of nursing in the 
Halifax-Dartmouth area in cooperation 
with Jean MacLean, nursing service 
consultant of the Registered Nurses’ 
Association of Nova Scotia. 

Some of the topics covered were 
continuity of care in the hospital, 
coordination of care in the hospital 
and community, helping nursing per- 
sonnel to develop, initiating change 
within the limitations of the physical 
and social structure of a hospital, and 
effective use of time. 


Wage Settlement in Alberta 
Averts Nurses’ Strike 
Edmonton, Alta.—Nurses in the 
bargaining unit at the 976-bed Royal 
Alexandra Hospital were prepared to 
strike in May, rather than accept a 
conciliation board award. However, they 
were relieved when a last-minute settle- 
ment with the hospital board, which is 
expected to become the bench mark for 
nurses’ wage and salary agreements 
in the province, was worked out. 

The 628 nurses in the hospital bar- 
gaining unit received a salary increase 
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1 working day to 734 hours. 


f t C n and 
shift and a reduction in the 


Salary ranges for general duty staff 
nurses, as of January 1, 1973, are $605 
to $760 per month; as of August 1, 
1973, they are $625 to $785 per 
month; and as of January 1, 1974, 
$665 to $830 per month. Differences 
in pay were “maintained between staff 
nurses, assistant head nurses and head 
nurses, and instructors.” 

This settlement was the first in the 
1973 round of bargaining for nurses in 
Alberta. At the time of the settlement, 
group bargaining between the Alberta 
Association of Registered Nurses and 
the Alberta Hospital Association, which 
represents 51 other hospitals, had only 
reached the conciliation board hear- 
ing stage. 

According to the AARN, this was 
also an important settlement because 
it clearly showed the results of a positive 
plan of action by the nurses. At the 
time of the settlement, the nurses’ group 
had completed the final plans for action 
during the strike, which would have 
been legal. 

To prepare for a withdrawal of 


Next ICN Congress in Japan 
The Japanese Nurses’ Association will 
host the 1977 ICN Congress — the 
first to be held in Asia. 

At the ICN Congress in Mexico 
City in May, representatives from 
Japan, Israel, and Nigeria extended 
invitatigns to hold the next ICN quad- 
rennial congress in their countries. 
When the votes by the members of 
the Council of National Represent- 
atives were counted, Japan received 
30, Israel received 21, and Nigeria 
received 11. 

Hamuda Mar-Haim, president of 
the National Association of Nurses in 
Israel, invited ICN to hold its next 
congress in her “ancient, new country” 
and the holy land to many religions. 

Kofoworola Abeni Pratt, president 
of The Professional Association of 
Trained Nurses of Nigeria, said in 
extending her invitation that Nigeria 
is typical of the developing countries. 
She urged that nurses from the devel- 
oped countries see the health prob- 
lems in her country. 

Fumie Kobayaski, president of the 
42,300-member Japanese Nurses’ 
Association, spoke of the earnest 
desire of all members of the associa- 
tion to host the next ICN Congress, 
which she noted had never been held 
in Asia. 


A strike headquarters, which had 
been leased, was to be the administrative 
center for all the activities, including 
the operation of an emergency services 
plan. A public information campaign, 
designed to reflect the group’s integrity 
and professionalism, was also planned. 

The provincial government’s indus- 
trial relations board was instrumental 
in bringing both parties back to the 
bargaining table. The nurses had reject- 
ed a conciliation board award that gave | 
them a 14 percent increase over two 
years. They were aiming at a salary 
of $625 per month — midway between 
Saskatchewan nurses’ $580 and British 
Columbia nurses’ $670. 

It was after a supervised strike vote, 
in which 583 nurses indicated their 
willingness to use the ultimate sanc- 
tion, that the industrial relations board 
began working to bring the two sides 
together. Yvonne Chapman, AARN 
employment relations officer, represent- 
ed the nurses on behalf of the staff 
nurses’ association’s negotiating com- 
mittee. 


RNAO Accepts Statement On Role 
And Functions Of Nurse Midwife 
Toronto— A _ statement on the role 
and functions of a nurse midwife, pre- 
pared by an RNAO working party, was 
accepted unanimously by voting dele- 
gates at the RNAO annual meeting, 
May 3 to 5S. 

The role encompasses the total ma- | 
ternity cycle but nowhere does the 
statement refer to the nurse midwife 
delivering babies. Mary Cameron said 
the working party believed the nurse 
midwife would deliver babies under 
certain circumstances, but the state- 
ment avoids undue emphasis on one 
aspect of technical care. 

The purpose of the statement is to 
initiate dialogue with other groups; 
it defines what the RNAO means by 
nurse midwife. 

The statement says the nurse mid- 
wife would be prepared at two levels. 
the registered nurse with a diploma or 
baccalaureate in nursing and addition- 
al formal preparation in nurse mid- 
wifery, who will function in first-level 
positions; and the registered nurse 
prepared as a clinical specialist, who 
has a master’s degree with a major 
emphasis on nurse midwifery, or in a 
related clinical field, such as maternity — 
nursing, maternal-child nursing, or 
community nursing, and who, in addi- 
tion, has formal preparation ir e 
midwifery. 
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new products 


Descriptions are based on information 
supplied by the manufacturer. No 
endorsement is intended. 


Suture holder 
Davol Inc. has something new for 
organizing sutures during — surgical 
procedures. It is a block of flexible foam 
that is adhesive backed and slit to 
create four deep slots into which sutures 
and other surgical implements can be 
arranged. The holder, supplied sterile 
in a blister pack, is intended for single 
patient use. 

Various uses for the product include 
holding ties and sutures of various 
lengths and sizes, delicate surgical 
instruments, brain patties, and other 
small items. It can also serve as a 
protective dispenser for used needles 
and scalpel blades following the 
procedure. The holder can be position- 
ed either on the instrument table, Mayo 
stand, or attached to the drape at the 
operative site. 

The holder is 2% inches wide, 
14 inches high, and 12 inches long. 
A 6-inch-long version is also available. 
For more information, write to Davol 
Inc., Box D, Providence, Rhode Island 
02901, U.S.A. 


Lubricant for body rubs 

A soothing lubricant especially designed 
for hospital body rubs is available 
from American Hospital Supply, 1076 
Lakeshore Road East, Mississauga, 
Ontario. 


JULY 1973 


Amerigold lotion, which is also a 
refreshing moisturizer for dry hands, 
contains 25 percent oils (mostly min- 
eral), lanolin derivatives, and silicone. 
It contains no hexachlorophene. The 
silicone component of Amerigold acts 
as a repellent to water-borne irritants. 

This lotion contains only the lanolin 
derivatives, which provide moisturizing 
agents, supplement natural skin oils, 
and lubricate the skin. Amerigold has 
a pleasing fragrance. 


S.A.S.-500 
ICN Canada has announced a new 
product on the Canadian market: 


S.A.S.-500 (Salicylazosulfapyridine 
500 mg per tablet). 

S.A.S.-500 is indicated in the treat- 
ment of ulcerative colitis, especially 
for chronic administration. It is a scored 
tablet, sold in bottles of 100 and 500. 
One of its advantages is that the tablets 
are thinly film-coated to prevent stain- 
ing and overcome powdering and 
crumbling, but are still easily broken at 
the score. 

Dosage should be individualized and 
given frequently in divided doses. Food 
or milk may minimize possible gastric 
reactions. $.A.S.-500 is not recommen- 
ded for children under five years of age. 
Usual maintenance dose is 2 Gm daily 
for adults, and 0.5 to 1 Gm for children 
over five years of age. More informa- 
tion can be obtained from ICN Canada 
Ltd., 675 Montée de Liesse, Montreal 
377, Quebec. 


Mobile pulmonary function clinic 
A mobile clinic has been developed by 
Calumet Coach Company, Chicago, to 
help detect and evaluate respiratory 
diseases. Designed as a trailer clinic, 
it contains a pulmonary function labo- 
ratory, three interviewing rooms, a 
reception area with upholstered lounge, 
an x-ray viewing room, a washroom, 
and substantial storage facilities. 
Features of the mobile clinic include 
special tank carrying compartments for 
the necessary test gases, reel-mounted 
inlet electrical cables, centralized heat- 
ing and air conditioning, unitized water 
systems, and high-level lighting. 
Complete information is available 
from Calumet Coach Company, 11575 
South Wabash, Chicago, Illinois 60628, 
U.S.A; 


Nasogastric feeding tube 

Long-term tube feeding of medical 
and surgical patients unable to swallow 
spontaneously is possible with a new 
reusable nasogastric feeding tube, 
introduced by Health Development 
Corporation (HEDECO). 

The Keofeed Stomach Tube consists 
of soft silicone rubber tubing weight- 
ed at its distal end with a short column 
of elemental mercury. Perforations 
next to the mercury permit free passage 
of food into the stomach. 

The soft, resilient silicone rubber, 
which is essentially nonreactive to 
body tissues, increases comfort and 
decreases the likelihood of pressure 
necrosis of the pharynx or aspiration 
pneumonia. Thus long-term implace- 
ment in the stomach without loss of 
flexibility is possible. It is especially 
suitable for the debilitated or fragile 

This tube is also suitable for duo- 
denal or jejunal feedings, as it passes 
readily through gastrostomy tubes 
installed in gastrectomy or pancreatic 
surgical patients. It may be reused 
repeatedly without change in physical 
properties. 

Individually packaged, sterile tubes 
are available from HEDECO, 2411 
Plugas Avenue, Palo Alto, California, 
94303, U.S.A. re 
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urs. HOLES 
HN, L.PN. 


SCOPE SACK neatly carries and pro- 
tects Nursescope or any scope. Double-thick 
frosted flexible plastic, white vinyl binding. 442” 
x 942”. Your own initials help prevent loss. 

No. 223 Sack. . . 1.00 ea. 6 or more 75¢ ea. 
Your initials gold-stamped, add 50¢ per sack. 


NURSES PERSONALIZED 
ANEROID SPHYG. 


A superb instrument especially 
designed for nurses! Imported from pre- 
cision craftsmen in W. Germany. Easy- 
to-attach Velcro cuff, lightweight, com- 
pact, fits into soft sim. leather zippered | 
case 242" x 4” x 7”. Dial calibra- / 
ted to 320 mm., 10-year accuracy 
guaranteed to +3 mm. Serviced by 
Reeves if ever required. Your ini- 
tials engraved on manometer and 
gold stamped on case FREE, for 
permanent identification and 
distinction. A wise investment for 
a lifetime of dependable service! 


No. 106 Sphyg. . . . 32.95 ea. 


AP p OR 
CAP TOTE keeps your caps crisp and clean 
while stored or carried. Flexible clear plastic, white 
trim, zipper, carrying strap, hang loop. Stores flat. Also 
for wiglets, curlers, etc. 842” dia., 6” high. ‘ 


No. 333 Tote . . 2.65 ea., 6 or more . . 2.35 ea. _ 
Your initials gold-stamped, add 50¢ per Tote. - 
# WHITE CAP CLIPS holds caps 


firmly in place! Hard-to-find white bobbie pins, 
enamel on fine spring steel. Eight 2” and eight 
3” clips included in plastic snap box. 
No. 529 Clips . . 3 boxes for 1.95, 


6 for 3.25, 12 for 49¢ ea. 


MOLDED CAP TACS 
Replace cap band instantly. Tiny plastic tac, 
dainty caduceus. -Choose Black, Blue, White 
or Crystal with Gold Caduceus; or all Black 


(plain). The neater way to fasten bands. Pee = 
No. 200 Set of 6 Tacs .. . 1.25 per set. —, 
12 or more sets 1.00 per set Pek 


7 METAL CAP TACS pair of dainty 


RNY :: jewelry-quality Tacs with grippers, holds cap 
SS bands securely. Sculptured metal, gold finish, 


Le approx. ¥%” wide. Choose RN, LPN, LVN, RN 
Li : Caduceus or Plain Caduceus. Gift boxed. 
YAN SN No. CT-1 (Specify Initials), No. CT-2 (Plain 


“ Cad.) or No. CT-3 (RN Cad.). . 
SEL-FIX CAP BAND Black velvet | 


band material. Self-adhesive, presses on, 
pulis off; no sewing. or pinning. Reusable 
several times. Each band 20” long, pre-cut to 
popular widths: %” (12 per plastic box) 42” 
(8 per box) %4” (6 per box) 1” (6 per bbx) 
Specify width under ITEM column on coupon. 
No. 6343 Band. . .1.75 per box 


- 2.95 pr. 


. 1.50 ea. 
0: R UMPA Bo Attleboro q U2/0 


3 or more . 


ORDER NO. ITEM COLOR QUANT. 


Use extra sheet for additional items or orders. 


INITIALS as desired: 
(Good idea . . . for distinctive identification) 


TO ORDER NAME PINS, fill out all information in box top 
right, clip out and attach to this coupon 


| enclose $ (Mass. residents add 3% S. T,) 
Sorry, no COD's or billing terms available 


“yy , Apt 


y I 


IT’S EASY TO ORDER REEVES NAME PINS FOR YOURSELF OR FRIENDS! 


Choose style you want, shown left. Print name (and 2nd 


bottom left. Attach extra sheet for additional pins. 


ored line if desired) on dotted lines below. Check other info in NOTE SAVINGS ON 2 IDENTICAL PINS . . . more convenient, 
boxes on chart, clip this section and attach to coupon spare in case of loss. 
oe ET TEO ING ee Societe ee ee PRU LINE co isos sss es pcan 
NO. COLOR FINISH (Plastic) COLOR | Engraved I Line | Engraved 2 Lines 
ALL METAL ... rich, trim and © Gold |() Duotone Does 0 Black O1Pin 1.98)[F1Pin 2.58 
e tailored. Lightweight, smooth Polished not © Dk. Blue ; . 
a dell edges, rounded corners. O Silver 2 Satin apply O White |O peubag aac Eins SES 
PLASTIC LAMINATE .. . slimmer, White <0) Black E 3 
PAA broader; engraved thru surface to Does Does wer Green|] LE Dk. Blue} 0 1Pin 95/0) 1Pin 1.45 
contrasting core color. Beveled apply apply CMe. Blue |},White 112 Pins 1.65] [j 2 Pins 2.30 
border matches lettering. E}Cocoa P Letters only| (same name) (same name) 
0 00 m ‘AL Ae sla ee 7 Gold ae White D Black |O11Pin 1.98)/0)1Pin 2.58 
0 lesign; snow-white plastic wi’ I rame I Dk. Bi 2 Pins 3.25 2Pins 3.85 
smooth, polished beveled frame. Lie only ony ~ ue} CI tains name) & (same name) 
— 
MOLDED PLASTIC... .Simple,smart,| Does Does White CO Black 1Pin .95/()1Pin 1.45 
@} economical. Will never discolor. not not only Oi Ok. Blue 2 Pins 1.65] 2 Pins 2.30 
Smooth rounded corners and edges.}| apply apply (same name) (same name) 


*Please add 25¢ per order for 3 pins or less. 


MEDI-CARD SET Handiest reference 


ever! 6 smooth plastic cards (34” x 542”) cram- 
med with information, including Equivalencies of 
Apothecary to Metric to Household Meas., Temp. 
°C to °F, Prescrip. Abbr., Urinalysis, Body Chem., 
Blood Chem., Liver Tests, Bone Marrow, Disease 
Incub. Periods, Adult Wets., Child’s Dosages, etc. 
All in white vinyl holder with gold stamped 
caduceus. No. 289 Card Set... 


6 or more 1.25 ea. 


add 50¢ per set. 


12 or more 1.10 ea. 
Your initials gold-stamped on holder, 


-1.50 ea. 


= KELLY FORCEPS 66 handy for 
every nurse! 5%” stainless steel, fully 
guaranteed. Ideal for clamping off tubing. Your 
own initials help prevent loss. 
No. 25-72 Forceps . . . 2.75 ea. 
Your initials engraved, add 50¢ per forceps. 


6 or more 2.50 ea. 


Free Initials and Scope Sack 
with your own 


Littmann Nursescope! 


No. 216 Nursescope... 


13.80 ea. ppd. 


6-11... 12.80 ea. 


Famous Littmann nurses’ 
diaphragm stethoscope... 
a fine precision instrument, 
with high sensitivity for 
blood pressures, apical pulse 
rate. Only 2 ozs., fits in 
pocket, with gray vinyl anti- 
collapse tubing, non-chilling 
epoxy diaphragm. 28” over- 
all. Non-rotating angled ear 
tubes and chest piece beau- 
tifully styled in choice of 5 
jewel-like colors: Goldtone, 
Silvertone, Blue, Green, Pink.* 


FREE INITIALS AND SACK! 
Your initials engraved FREE 
on chest piece; lend individ- 
ual distinction and help pre- 
vent loss. Also FREE SCOPE 
SACK included, worth $1. as 
described above right. (Free 
sacks not personalized; add 
50¢ if initials desired.) Ideal 
for group gifts! Note big sav- 
ings on quantity orders (left). 


12 or more...11.80 ea. 


Group Discounts include free Initials and Sack! 


*IMPORTANT NEW FEATURE: 


New “‘Medallion’’ styling 


includes tubing in colors to match metal parts. If desired, 
please add $1. ea. to all prices above, and add ‘‘M’’ to 


Order No. (No. 216M) on coupon. 


Duty free | 


QUANTITY DISCOUNTS: 10-24 pins, deduct 10%; 
25-99 pins, 15%; 100 or more pins, 20%. 
Precision-made imported forged steel. 
SCISSORS Professional quality. Guaranteed 2 years. 
3¥2” LISTER MINI-SCISSORS 
Tiny, handy, slip into uniform pocket or 
purse. Choose jewelers Gold or gleaming 
Chrome plate finish on coupon 
BED ho. 3500 MiniScissors . . . 2.75 ea. 
4V2" or 5¥2” LISTER SCISSORS 
As above, but larger for bigger jobs. Chrome finish only. 
No. 4500 (412”) or No. 5500 (512”) Scissors . . . 2.75 
5¥2" OPERATING SCISSORS 
Stainless steel, with sharp/ blunt 
points. Beautifully polished finish. li = ae 
No. 705 OR Scissors . . . 2.75 ea. a 
All scissors above: 1 doz. or more (any style) . . . 2.00 ea 
Your initials engraved, add 50c per scissors. 
CLAYTON DUAL STETHOSCOPE tien 
weight imported dual scope; highest sensitivity for apical." _-~ 
pulse rate. Chromed head tubes and chest piece with 
1%” bell and 1%” diaphragm, grey anti-collapse 
tubing. 4 0z., 29” long. Extra ear plugs and 
diaphragm included Two initials engraved free. 
No. 413 Dual Steth........ 17.95 ea. 
R NURSES CHARMS r 
Finest sculptured Fisher charms “ale KD 
Sterling or Gold Filled (specify under COLOR on coupon) 7 
For bracelet or pendant chain. Add to your collection! e } 
No. 263 Caduceus; No. 164 Cap; No. 68  S 
Grad. Hat; No. 8. Band. Scissors . . 3.49 ea. ‘4 
14K PIERCED EARRINGS 
Dainty, detailed 14K Gold styles, for on or 
off duty wear. Shown actual size. Beauti- 
4 fully gift boxed. 
Birthstone Colors (specify on coupon): JAN 
Garnet, FEB Amethyst, MAR Aqua, APR Crys- 
tal, MAY Emerald, JUNE Alexandrite, JULY 
\ Ruby, AUG Peridot, SEPT Sapphire, OCT 
Rose Zircon, NOV Topaz, DEC Blue Zircon 
No. 13/297 Caduceus; No. 13/276 Cross; F 
No. 1/010 Gen, Cultured Pearl; No. 6/247 Birthstone }5.95 per pair. 
PIN GUARD Sculptured caduceus, chained ; “ 
to your professional letters, each with pinback/ 
safety catch. Or replace either with class pin 
for safety. Gold finish, gift boxed. Choose RN, 
LPN or LVN, NO. 3420 Pin Guard.... . 2.95 ea. 


ENAMELED PINS Beautifully sculptured status 

insignia, 2-color keyed, hard-fired enamel on gold plate. 

Dime-sized, pin-back. Specify RN, LPN, PN, LVN, NA, or 

RPh. on coupon. 

No. 205 Enam. Pin 1.95 ea., 12 or more 1.50 ea. 
PO A D 


Prevent stains and wear! 
Smooth, pliable pure white vinyl. Ideal 
low-cost group gifts or favors. 

No. 210-E (right), two compartments 
with flap, gold stamped caduceus . . . 
6 for 1.50, 25 or more 20¢ ea. 


No. 791 (left) Deluxe Saver, 3 compt. 
change pocket & key chain... 
6 for 2.98, 25 or more 35¢ ea. 


Nurses’ POCKET PAL KIT 


Handiest for busy nurses. Includes white 
Deluxe Pocket Saver, with 542” Lister Scissors 
(both shown above), Tri-Color ballpoint pen, 
plus handsome little pen light all silver 
finished. Change compartment, key chain 


No. 291 Pal Kit........ 4.95 ea. 
3 Initials engraved on shears, add 50¢ per kit. 


J 


Bzzz MEMO-TIMER time hot packs, heat 
lamps, park meters. Remember to check vital signs, RY 
give medication, etc. Lightweight, compact (142” dia.), 

sets to buzz 5 to 60 min. Key ring. Swiss made. 

No, M-22 Timer....... 4.95 ea. 


. White barrel with caduceus imprint, aluminum 
=~ band and clip. 5” long, U.S. made, batteries included (re- 
placement batteries available any store). Your own light, gift boxed. 


No. 007 Penlight . . . 3.98 ea, Your Initials engraved, add 50¢ per light. 


, One of the best ooking styles around! 
ae hion notches run around 

and heel; latest bumper- 

toe look w with big bold eyelets; sturdy 
extra-light cushion crepe sole 

and heel; finest long-wearing 

white glove leather... the 

ideal shoe to feel pretty 

in uniform. Fit guaran- 

teed or return 

(unmarred) for 

size exchange. 

No. 8 paley Shoe 


16.95 pr. 
ew “Kork? Lites Featherweigitt Style 


xt ly lig! ional walker, 
1 the new “bottom look. pom ms 
Sfortable lace-up heel oxford over __ SS 
meper toe last. Thick simulated cork 
with 14”cork heel (very slip 
t, and outwears crepe). 
in white washable soft 


ipper leather, tricot- < 
i, with arch vents. ia 


tneteniin, = oye 
y's fashions. Fi ‘Gate Bor C: 43.11 

sot Gay, lipecitystee ew coagen) DOF ES S11 
mange, No. 638 Kork-Lite Shoe . . . 16.95 pr. 


All-Weather NURSES’ CAPE 


Stay snug in cool weather, dry in the rain. 
Traditional Navy with Bright Red lining. 
Finest tailoring of 65% Dacron polyester, 
35% combed cotton. Zepel treated. 100% 
Nylon Duralyn lining. Snap fasteners, arm 
openings. Matching head scarf. SMALL (up to 
34 bust), MEDIUM (35-38,) or LARGE (39-42) 
. . Specify size on coupon. 


No. 658 Cape....... 14.95 ea. 
3 Gold Initials on collar, add 1.00 per cape. 


SHTINGALE LAMP 


Wthentic, unique favor, gift or engraved 

#! Ceramic off-white candleholder with 

e gold leaf trim. Recessed candle 
lle not included). 7” long. 


{00S Lamp . . 6.95 ea., 12 or more 4.95 ea. 
is and date engraved on gold plaque . 
1.00 per lamp. 


cms AUTO INSIGNIA Fuii-<coior enam- 
BS. lied AN insignia lief) on bronze-plated 
medallion. Easy to attach to registra- 
tion plate. Weather-proof, distinctive. 
No. 210 Medallion ... . 5.95 ea. 
4-color deca! with RN emblem, transfers 
easily to inside car window. 4%” dia, 
No. 621 Decal....... 1.25 ea. 


Endura NURSE’S WATCH Fine swiss-made 
». waterproof timepiece. Raised easy-to-read white numerals 
and hands on black dial, luminous markings. Red sweep- 
second hand. Chrome finish, stainless back. Includes 


black velvet strap. Gift-boxed, with 1 year guarantee. 
Very dependable. Includes 3 initials engraved FREE! 
No. 1093 Nurses Watch........... 19.95 ea. 


CAR NURSES BAG A lifetime of service 


R for visiting nurses! Finest black ¥4” thick 
f oa + 


genuine cowhide, beautifully crafted with 
tugged stitched and rivet construction 
Water repellant. Roomy interior, with snap- 


in washable liner and compartments to 
organize contents. Snap strap holds top 
open during use. Name card holder on end. 
Your initials gold embossed FREE on top. An 
outstanding value of superb quality. 
No. 1544-1 Bag (with liner). . 37.95 ea. 
Fast-Action TOURNIQUET Strong, lightweight 
Velcro® strap applies, adjusts and releases instantly 
SS on any limb. Positive holding power, self-adjusting 
mee emergencies. "Duty free 
No. 2017-1 Tourniquet *.-..... 2.69 ea. 
uM S PEN ie _Nalalie B. Havens = 
Wid-famous ballpoint, with ¥ 
“ip lured caduceus emblem. Full name ry mes 
pills avail. everywhere. Lifetime guarantee. ' 
8502 Chrome 8.00 ea. No. 6602 12kt. G.F. 11.50 ea. 
——— TRI-COLOR BALL PEN 
z | the thumb changes point (and color). Steno fine point (excellent 
ts). Polished chrome finish. A handy accessory for every nurse! 
EO ctr cose wee dee cece sewcecse 1.95 ea. 
HORSESHOE KEY RING Clever, unusual 
design: one knob unscrews for inserting keys. Fine 
sterling silver throughout, with sterling sculptured 
Oke ee 4.95 ea. 
$ Pull-Out KEY-KEEPER 
i ‘ee End fumbling for keys! Pin key-keeper on uni- 
‘Ss form or in bag. Attach keys to bead chain. Pull 
convenient. iter finish. In plastic gift case. 
No. oy Keeper . ‘ . 2.49 ea. 
6-11 2.25 ea. 12 or more, 2.00 ea 


Two rugged carrying straps. 6” x 8” x 12”. 
Extra liner No. 4415........ 6.95 ea. 
tension, eliminates “pinch”. For blood samples, 
engraved on barrel (include name with coupon az 
Write in black, red and blue with one ball point pen. 
ReS-COMPROARNS 6 sie snes veins oe elece 50¢ ea. 
caduceus charm. No bead chain to break! 
out to use ie rewinds automatically. Neat, 
3 initials engraved, add 50¢ per Keeper | 


August 10-12, 1973 

Moncton Hospital School of Nursing, 
Moncton, N.B., holding reunion for 
class of '68. Please contact Ms. Karyn 
Johnston, 84 Wilson Road, Riverview, 
New Brunswick. 


September 3-6, 1973 

Workshop on evaluation of student 
nurse clinical performance, Faculty of 
Nursing, University of Western Ontario, 
London. Tuition fee of $125 includes 
course fees, accommodation, and 
meals. The instructor will be Professor 
Vivian Wood. Registration limited to 30. 


September 10-11, 1973 

American Cancer Society, national 
conference on cancer nursing, Palmer 
House, Chicago, Illinois. Sessions open 
to nurses and nursing students only. 
No registration fee. For further infor- 
mation, write to: American Cancer 
Society National Conference on Can- 
cer Nursing, 219 E. 42nd St., New York, 
N.Y. 10017, U.S.A. 


September 20-22, 1973 

Ontario Occupational Health Nurses’ 
Association, second annual conven- 
tion, Holiday Inn, London, Ontario. 
For further information, write to: Ms. 
P. Read, Head Nurse, Health Service 
Dept., Victoria Hospital, London, 
Ontario. 


September 23-28, 1973 

Registered Nurses’ Association of 
Ontario, 17th annual conference on 
personal growth and group achieve- 
ment, Delawana Inn, Honey Harbour, 
Ontario. For further information, write 
to: Professional Development Depart- 
ment, RNAO, 33 Price Street, Toronto, 
Ontario M4W 122. 


October 10-13, 1973 

National training conference and 16th 
annual meeting, Canadian Association 
for the Mentally Retarded, Interna- 
tional Inn, Winnipeg, Manitoba. Con- 
ference theme: “Come See — Come 
Serve.” For further information, write 
to: Alice Moore, Canadian Association 


for the Mentally Retarded : 
NIMR Bldg., York University Campus 
4700 Keele St., Downsview, Ontario. | 


October 12-15, 1973 
American School Health Association, 
47th annual convention, Sheraton- — 
Chicago Hotel, Chicago, Illinois. For 
further information and registration 
forms, write to: American School | 
Health Association, Kent, Ohio 44240. 


October 17-18, 1973 

Sterile Disposable Device Committee 
of the Health Industries Association, 
third biennial meeting, Mayflower 
Hotel, Washington, D.C. 


October 24-26, 1973 

Alberta Hospital Association, annual 
convention, Jubilee Auditorium, Cal- 
gary, Alberta. 


October 25-26, 1973 

Rosehill Institute of Human Relations, 
third seminar on the application of 
group psychodynamic theory’ to 
management effectiveness, Inn-on- 
the-Park, Toronto, Ontario. For further 
information, write to: Conference Di- 
rector, Dr. Sheldon Heath, Rosehill 
Institute, 1365 Yonge St., Toronto, Ont. 
M4T 2P7. 


October 28-November 4, 1973 
International Confederation of Mid- 
wives, 16th congress, Washington, D.C. 
For further information, write to: Pan 
American Sanitary Bureau, Washing- 
ton, D.C. 20037, U.S.A. 


October 31-November 2, 1973 
Three-day advanced cardiac care 
symposium for nurses, The Charter 
House, Williamsville, N.Y. Sponsored 
by the School of Nursing, State U. of 
New York at Buffalo. Fee: $75. 


June 16-21, 1974 

Canadian Nurses’ As- 
sociation annual 
meeting and conven- 
tion, to be held in the 
Manitoba Centennial 
Centre Concert Hall, 


Winnipeg, Manitoba. -_ 
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‘Allen has recently received a 
r health scientist award from the 
nment of Canada. Primarily a 
award, it will allow Dr. Allen to 
a research training program in 
irsing and establish in the McGill 
School of Nursing a research center for 
ve: 2a rpose of “stimulating and con- 
ucting research in nursing practice 
acd health care delivery.” 
Dr. Allen (B.N., McGill U.; M.A., 


U. of Chicago; Ph.D., Stanford U., 
~ Calif.), a professor in the McGill School 


of Nursing, Montreal, has been involv- 
ed in the development of the B.Sc. 
nursing program and the masters pro- 
gram she now heads. She has written 
Learning to Nurse: The First Five Years 
of the Ryerson Program, and is editor 
of Nursing Papers, published by McGill 
U. School of Nursing. 


Dorothy Cornelius, U.S.A., was elected 
president of the International Council 
of Nurses for a four-year term at the 
ICN congress held in Mexico City in 
May. She succeeds Margrethe Kruse 
of Denmark. 

Other officers elected are: first vice- 
president, Docia Kisseih, Ghana; sec- 
ond vice-president, Margaret Scott- 
Wright, Great Britain; third vice-presi- 
dent, Verna Huffman Splane, Canada. 

Nicole Du Mouchel, Canada, was 


elected to the 11-member board of 
directors. 


Ms. Cornelius has 
just completed her 
term as first vice- 
president of the 
ICN. She is current- 
_ly executive direc- 
‘tor of the Ohio 
_ Nurses’ Associa- 
_ tion, having form- 

\ “erly worked in 
areas of administration, teaching, public 
health, and staff nursing. Active in 
nursing association work, she has been 
president of the American Nurses’ 
Association. She has also served as 
president, a member of the board of 
directors, and treasurer of the Amer- 
ican Journal of Nursing Company. 

Ms. Kisseih, chief nursing officer of 
Ghana’s ministry of health, is currently 
studying at the Boston School of Nurs- 
ing. Dr. Scott-Wright is professor of 
nursing studies, University of Edin- 
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burgh, Edinburgh. Ms. Splane was until 
recently principal nursing officer, 
Health and Welfare, Canada. 

Ms. Du Mouchel is executive direc- 
tor and secretary registrar, Association 
of Nurses of the Province of Quebec, 
Montreal. 


Nicole DuMouche 


Verna Splane 


Maria Rychtelska of Warsaw, Poland, 
has been appointed nurse adviser at 
the headquarters of the International 
Council of Nurses in Geneva, Switzer- 
land. 

Having studied at the Nursing School 
of the City of Warsaw, and the Teach- 
er’s College for Nurses in Warsaw, Ms. 
Rychtelska took courses in inservice 
education in hospitals in Roskilde, 
Denmark, and in teaching medical/ 
surgical nursing at Wayne State Uni- 
versity in Detroit, Michigan. Ms. Rych- 
telska’s career has been devoted chief- 
ly to nursing education in recent years 
as instructor in medical-surgical nurs- 
ing at the Teachers College for Nurses 
in Warsaw. 

Fluent in Polish and English, Ms. 
Rychtelska has some knowledge of 
Russian and Spanish. 


Life membership in the New Bruns- 
wick Association of Registered Nurses 
has been conferred on Sister Florence 
Darrah of Saint John and Grace Stevens 
of Fredericton in recognition of out- 
standing service to the association. 
Sister Darrah attended Holy Family 
Hospital School of Nursing, Prince 
Albert, Sask.; Saint Francis Xavier 
University, Antigonish; and Saint 
Louis University, Missouri. She work- 
ed in the dietary department of various 
Canadian hospitals before returning to 
Saint John in 1948. A former director 
of nursing at Saint, Joseph’s Hospital 
school of nursing and administrator at 


he ss aieeiiioe: 


Mater Misericordia Home, she is pre- 
sently the admitting officer of Rocmau- 
ra in Saint John. 

Ms. Stevens, a graduate of the Royal 
Victoria Hospital School of Nursing, 
Montreal, interrupted her career as 
industrial nurse for the Fraser Compa- 
ny in Edmundston to serve in the Army 
Nursing Corps. In 1967, Ms. Stevens 
joined NBARN staff to help establish a 
collective bargaining program for 
nurses. As this program de eveloped, she 
was employed the New Brunswick 
Provincial Collective Bargaining 
Councils, from which she retired last 
year. 

Ms. Stevens was president of the 
NBARN for four years, and was instru- 
mental in organizing the Victorian 
Order of Nurses in Edmundston. 


At the spring con- 
vocation of the Uni- 
versity of Saskat- 
chewan, Helen Ro- 
berta Irwin of In- 
dian Head was 
awarded the Kath- 
leen Ellis prize for 
the most distin- 
guished graduate in 
the school of nursing. This year 84 
eamed B.S.N. degrees, 15 more than 
last year. 


Sister Catherine Chisholm (R.N., Hali- 
fax Infirmary school of nursing; B.N., 
Dalhousie U.) has been appointed 
associate director of nursing service 
at the Halifax Infirmary, where she 
has been medical-surgical day super- 
visor. 

A member of the Sisters of Charity 
since shortly after her graduation as a 
nurse, she has worked in the congre- 
gation’s three hospitals in Alberta and 
in their institutions in North Sydney, 
Nova Scotia. 


The Registered Nurses’ Association of 
Ontario has honored Wilma Ballantyne, 
supervisor of the central supply depart- 
ment, McKellar General Hospital, 
Thunder Bay, Ontario, by cons ang 
her the status of Member Emeritus ; 
Ballantyne, who is a graduate of the 

McKellar School of Nursing, has been — 
a member of the hospital peri ae ! 
for 40 years. : 


| names: 


Mary Spry (R.N., St. Boniface School 
of Nursing, St. Boniface, Man.) has 
been named assistant director of nurs- 
ing at the Oshawa General Hospital, 
Oshawa, Ontario. She has worked there 
in a supervisory and administrative 
capacity for the 11 years since she and 
her family returned to Canada from 
Florida. 

Her earlier nursing career brought 
Ms. Spry from her home base of St. 
Boniface Hospital to the Oshawa Gen- 
eral Hospital, then to the Peterborough 
Civic Hospital before moving on to The 
Vancouver General Hospital in Can- 
ada’s west. 


The Mildred I. Walker Bursary Fund 
was established at The University of 
Western Ontario Faculty of Nursing 
by the many students and friends of Ms. 
Walker. During the 1972-73 academic 
year awards were given to: Lydia Bahro, 
Linda E. Demers, and Suzanne M. Ro- 
binson. 


An honorary degree of Doctor of Let- 
ters was conferred on Sister Catherine 
Gerard Herlihy at Saint Mary’s Univer- 
sity spring convocation. She was admin- 
istrator of the Halifax Infirmary and 
founder of the Infirmary’s school of 
nursing assistants. 

In 1965, Pope Paul VI bestowed on 
Sister Catherine the Holy Cross Pro 
Ecclesia Pontiface, one of the high- 
est honors of the church. In 1967, she 
received Canada’s Centennial Medal 
for service to the people of Nova Scotia. 

Sister Catherine was, at one time, 
president of the Registered Nurses’ 
Association of Nova Scotia. She is now 
retired at Mount Saint Vincent, Wellesly 
Hills, Mass. 


E.A. Electa MacLennan was presented 
with a life membership in the Atlantic 
Region, Canadian Association of Uni- 
versity Schools of Nursing (CAUSN) in 
April 1973. The award, presented in 
absentia at the annual meeting of the 
Atlantic Region CAUSN, was for “her 
contribution to nursing education in 
the Atlantic region and the formation 
of the organization.” 

At the same meeting, Dr. Helen 
Naum was presented (in absentia) with 
an honorary membership for her con- 
tribution to university schools in the 
Atlantic region. 


_ Nicole David of the nursing faculty of 
Laval University is the first nurse to be 
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~] appoir council of social affa 
- for the province of Quebec. The 1: 


members on this council are appointed 
for four years and represent health and 
social services, family-centered asso- 
ciations, various socio-economic 
groups, labor unions, and universities. 

Ms. David (R.N., Hépital Maison- 
neuve School of Nursing, Montreal; 
B.Sc.N., U. of Montreal; M.N. (child 
care), Pittsburgh U.) was formerly 
night supervisor of the intensive care 
unit, Hopital Maisonneuve, and has 
been a clinical instructor in pediatrics 
and cardiology. 


Dorothy Wylie is now assistant exec- 


utive director, patient care, at Sunny- 
brook Hospital, Toronto, where she 
has been director of nursing since 1971 
Her studies (Reg.N., 
St. Michael’s Hospi- 
tal School of Nurs- 
ing, Toronto; 
| P.H.N., U. of To- 
ronto; B.Sc.N., New 
York University; 
M.A., nursing, 
Teachers College, 

a = Columbia Universi- 
ty, New York City) have interlaced a 
nursing career that has included several 
years at New York Hospital, Cornell 
Medical Center, New York, and two 
years as assistant director of clinical 
nursing at Scarborough Centenary 
Hospital, West Hill, Ontario. 

Ms. Wylie is currently president of 
the Freeway chapter of the Registered 
Nurses’ Association of Ontario. 


Dorothy Wyatt (B.A., B.Ed., B.N.) has 
been for three years on the city council 
of St. John’s, Newfoundland. 

While her husband studied medicine, 
she worked as director of nursing for 
the Red Cross in Halifax. Now she is 
Don’s (family practice) office nurse, 
looks after their two children, and finds 
time to hold political meetings twice 
monthly, have a weekly five-minute 
radio show, and for a year to write a 
twice-weekly column for St. John’s 
Daily News. A social issue she sees as 
pressing is the need for public housing 
for the poor. 
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Expand student knowledge. . 


Increase their interest. . . 


¢ Sie 
New 7th Edition! 

PRINCIPLES OF MICROBIOLOGY 
Carefully updated, this new edition be- 
gins with basic concepts in microbiology, develops the 
events of injury, indicts culprits, and emphasizes re- 
straints. The chapter on immunology is reorganized to 
coordinate the immune system, immunoglobulins, cell- 
mediated immunity, immunopathology, tissue transplan- 
tation, and tumor immunology. A final unit relates your 
students to the microbial life of our environment, 
incorporating measures for safeguarding food and swim- 
ming pool sanitation. 

By ALICE LORRAINE SMITH, A.B., M.D., F.C.A.P.,F.A.C.P. 


June, 1973. 7th edition, approx. 704 pages, 7x10’, 305 
illustrations, About $11.50. 


Develop their potential. . ° 


with Mosby texts! 


New 3rd Edition! Smith 


MICROBIOLOGY LABORATORY MANUAL 
AND WORKBOOK 


This workbook is the ideal companion to Dr. Smith’s 
Principles of Microbiology — yet is readily adaptable for 
use with any current text on the subject. It effectively 
relates classroom theory to practical laboratory applica- 
tions. Well-planned exercises on individual microorgan- 
isms and public health microbiology demonstrate techni- 
ques for isolation and culture of microbes, their distribu- 
tion and biologic activities, and their effects on the 
human body. 

By ALICE LORRAINE SMITH, A.B., M.D., F.C.A.P., F.A.C.P. 


June, 1973. 3rd edition, approx. 192 pages, 7% x 10%”, 
35 illustrations. About $5.50. 


Dike 


New 3rd Edition! 


TIMES MIRROR 


THE C. V. MOSBY COMPANY, LTD. 
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Hart 


THE ARITHMETIC OF 
DOSAGES AND SOLUTIONS: A 
Programmed Presentation 


A concise, programmed approach actively 
involves students in the learning process, 
while allowing them to proceed at their own 
rate. The programs are designed for indepen- 
dent self-study. Information is arranged in 
logical order; each step builds on the one 
before; and answers to each problem are 
shown at the end of the exercise. The 10% 
rule for converting one system of measure- 
ment to another is now included. 

By LAURA K. HART, R.N., B.S.N., M.Ed., M.A., 
Ph.D. April, 1973. 76 pages plus FM I-VIII, 7” x 
10”. $4.15. 


A New Book! Vukovich-Grubb 


CARE OF THE OSTOMY 
PATIENT 


Beginning with the normal digestive tract, 
this book shows progressively how the body 
can develop problems leading to ostomy 
surgery. It provides guidelines for under- 
standing the specific needs of the ostomy 
patient and the behavioral and physical 
problems encountered in their return to a 
productive life. 


4 By VIRGINIA VUKOVICH, R.N., E.T.; and REBA 


D. GRUBB, Medical Writer; foreword by DONALD 
G. SHROPSHIRE; illustrations by TRAVIS L. 
MAYHALL, September, 1973. Approx. 136 
pages, 6” x 9”, 23 illustrations, About 


INSTRUCTOR’S NOTE: To receive a compli- 
mentary copy for firsthand evaluation, write 
to the Textbook Department mentioning 
your position, course, and enrollment. 
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A briet look at the history of tobacco 
smoking may remind us of the incon- 
gruities in smoking behavior that puz- 
zle us today. One of the famous early 
smokers, Sir Walter Raleigh, demon- 
strated how unpleasant the first few 
experiences can be —a fact bolstered 
by countless young men over the years 
as they experimented behind the barn. 
King James the First found the act of 
smoking so intolerable that he legislat- 
ed against it (with a lack of success that 
seemingly still deters the federal govern- 
ment from taking similar brutal action). 

In spite of these hindrances, smok- 
ing of various kinds continued and 
grew slowly in popularity until World 
War I. Then, for reasons of conven- 
ience and, some say, safety, the ciga- 
rette suddenly became the soldier’s 
friend and the habit was well launched 
for males. 

At that time, strong efforts were 
made to stop the young from adopting 
the habit. The terrible effects of smok- 
ing — stunted growth, social ostracism, 
and all the other unverifiable happen- 
ings —were detailed for all to know. 
Perhaps because the prognostications 
seemed so improbable to the young, 
they didn’t “buy” and, in growing num- 
bers, turned to the weed. (It is ironic 
that in principle the tobacco antago- 
nists were so right in their fears; yet, 


_ lacking adequate confirmation, their 
_ propaganda seemingly worked against 
them.) 


By World War II, the cigarette was 
ly the soldier’s friend. However, 
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schoolchildren 


The authors present some suggestions to help reduce the number of 
smokers and of cigarettes smoked in Canada. 


F.R. Wake, Ph.D., Eleanor Thomas, B.A. (Hons.), and Jane Bergin, M.A. 


many soldiers in this war were female, 
so it was natural and inevitable that 
there should be a rise in the number of 
women who smoked. Post-World War 
II saw steady increases in the numbers 
of persons smoking, the numbers of 
cigarettes smoked, and also the begin- 
ning of determined research to explore 
the strongly suspected deleterious phys- 
ical effects of using tobacco. 

In 1964, the U.S. Surgeon-General’s 
Report made plain the dangers of 
cigarette smoking. The response was 
immediate: led by the medical profes- 
sion, large numbers of smokers gave up 
the habit. People were behaving ration- 
ally, as they should, and smoking was 
expected to be reduced markedly in a 
short time. 


Old myths die hard 

But people are people and often do 
not behave rationally. Old habits die 
hard and so do old myths of “sophisti- 
cation,” “masculinity,” “social ease,” 
“relaxation,” and “it won’t happen to 
me.” Many workers in the field became 
discouraged: it simply didn’t make 
sense that people not only would con- 
tinue to smoke, but also that others 


2 66 


The authors are associated with the 
Department of Psychology, St. Patrick’s 
Campus, Carleton University, Ottawa. 
The research was supported by Health and 
Welfare Canada, as part of a larger re- 
search project, Project No. 318-4-3, 
Grant No. 2042-01. 


would deliberately begin to smoke in 
the face of the obvious danger. 

Research proliferated to provide 
data for ever-increasing propaganda 
against the cigarette. Pressure from 
government exacted concessions from 
the tobacco industry. Therapeutic clin- 
ics sprang up to help those who could 
not help themselves. In spite of all 
these efforts, the antismoking gains 
have not been spectacular. In fact, the 
research detailing the increasing rate 
of smoking in young females, the great- 
er difficulty females have in ceasing to 
smoke, and the yearly increase in per 
capita consumption are viewed by 
many as failures. 

And so the gloom remains. Many 
suspect the menace cannot be beaten, 
and statistics from the tobacco industry 
suggest that the industrialists are win- 
ning. 

But they are not. What really has 
happened is that health authorities er- 
red in believing that a form of social 
behavior of over 40 years standing 
could be reversed simply by showing 
it was dangerous. Educators underesti- 
mated the forward momentum of the 
smoking movement and did not realize 
it would be necessary to halt the habit 
before reversing the trend. 

‘But halt the increase in cigarette 
smokers we have for all except the 
15- to 19-year-old age group of fe- 
males. Furthermore, if the numbers 
of smokers of all types of tobacco had 
increased between 1965-70 at the 
rate anticipated in 1965, there would 
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avi sheen nearly 400,000 more than 
ere are (both sexes, ages 15 years 
and over). 
_ And, if Canadians follow their com- 
mon pattern of adopting behaviors 


_ from the United States after a one- or 
two-year delay, it can be anticipated 
_ that the Canadian per capita consump- 

tion, like that of the U.S., will level, 
rather than increase, as has been the 
case in the past. 


The per capita consumption of 
cigarettes, so worrisome to readers of 
newspaper articles, is a strange statistic 
indeed. It may, in fact, be subject to 
strange manipulations and, in any 
event, is only part of the story of ciga- 
rette smoking. So the unemotional look 
at the smoking scene tells us we are 
winning — not winning “as big” as we 
should like, but winning nevertheless. 


Program in schools 

This leads to the first point to be 
considered in an antismoking program 
in schools. Many students do not know 
the facts about cigarette smoking and, 
for that matter, neither do the teachers. 

A year ago, while pursuing a research 
problem with an honors student, we 
held a discussion with a seventh-grade 
class. The point was made that more 
persons do not smoke than smoke. The 
teacher not only contradicted the state- 
ment, but said more grade seven chil- 
dren smoke than do not smoke. She 
was wrong. Data for this age group in 
Canada vary, with an approximate 
range of 9 percent to 25 percent who 
smoke. Combine this teacher’s belief 
with the following research findings, 
and the problem of persuading school 
children not to smoke begins to grow. 

“Many grade seven students live 
with the false belief that a larger num- 
ber of their own age smoke than is 
actually the case. Similarly, they over- 
estimate the incidence of adult smok- 
ing. A higher proportion of student 
smokers than nonsmokers overestimat- 
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ed the incidence of adult smoking.” 

In addition, other data from the 
same research show that students who 
smoke heavily believe it will be more 
difficult to stop smoking than do light 
smokers. The students also lacked 
knowledge of the effect of smoking on 
various illnesses. (Some of the findings 
here were ludicrous; for example, only 
45 percent of the sample answered 
correctly that smoking did not cause 
polio.) 

This information may give the pub- 
lic health nurse an idea of where to 
start with children. She could begin her 
efforts by stressing facts to dispel the 
defeatist atmosphere that overhangs 
the smoking scene, to place smoking in 
the proper perspective with regard to 
health, to repudiate the atmosphere 
of status connected with smoking, and 
to minimize to the smoker the suppos- 
ed difficulties in quitting when one is 
young. 

The methods used to introduce such 
facts to students have been detailed in 
a section written for the publication 
Readings in Public Education, present- 
ly in press and to be distributed by the 
International Union Against Cancer.” 
There is no need to cover the same 
ground here. However, the public 
health nurse must face a real problem 
in assessing what method to recommend 
for the particular teacher in the parti- 
cular class in the particular school. The 
ancient and tightly clutched education- 
al belief that good materials are good 
anywhere and anytime probably has 
led to a considerable economic drain 
in money, time, and effort for little 
return — except in massive boredom. 

Of course, if the public health nurse 
studies the teachers and students she 
wishes to teach, it follows that she must 
assess herself to maximize her strengths 
and minimize the horrors of her weak- 
nesses. For example, people who know 
me are aware that I use a blackboard 
rarely; when I do, I use it with the lack 


of skill associated with the truly naive. 
So, when I am on tap, it is best to have 
prepared drawings if illustrations are 
needed. 


Review of literature 

There has been a belief for a num- 
ber of years that a smoker’s personality 
exists —a set of predispositions that 
led the smoker to the cigarette in a 
nearly straight line. Until lately, the 
search has been unrewarding and 
smokers began to join the ranks of 
alcoholics, homosexuals, “cruel” boys, 
and others in being described as differ- 
ing from the normal only in the use of 
alcohol, sex, and violence. 

Recently, however, Thomas * exam- 
ined the literature, noting the following 
findings by several researchers: Smith 4 
reported that extraversion. and anti- 
social tendencies are associated with 
cigarette smoking, but that more data 
are needed to confirm tentative findings 
that link smoking and external orienta- 
tions, impulsiveness, orality, and poor 
mental health. Veldman and Brown? | 
related smoking to low self-esteem and — 
negative attitudes to work, reality, and 
parents, but with positive attitudes to 
peers. Other evidence has been adduced 
by Jacobs and Spilken,° Berger,’ Salber 
and Rochman,® Stewart and Livson,? 
and Clausen.'° 

However, Thomas continues, most 
of these reports involved college age 
or adult subjects as the smokers, and 
thus are concerned more with continua- 
tion of smoking patterns than with 
initiation of the habit. (The United 
States Public Health Service reports — 
that most people who smoke began to 
do so before 18 years of age.'') 

These data are of real interest, but — 
tell little of the relationships between 
personality and early ee 
with cigarettes — an area of 
nurses working to prevent 
Perhaps ba most pertinent | 


ae oo: 


junior high school students. His research 
found smokers to be less agreeable, 
possessing less strength of character, 
less self-reliance and social maturity; 
however, smokers rated higher in extra- 
version. 

Thomas concluded the review of re- 
search by stating: “Studies on personal- 
ity and smoking have generally been 
cross-sectional in design, comparing 
smoking subjects with nonsmoking 
subjects on various characteristics. 
Most studies have concerned subjects 
of college age or older, many of whom 
are continuing rather than beginning 
to smoke. A few studies have been 
reported on younger people, but none 
on students below the grade eight level 
in school, and none of these studies 
separated experimenters from regular 
long-term users of cigarettes with a 
longitudinal design. The few available 
longitudinal analyses have related 
presmoking personality with adult 
smoking habits. The initiation of 
smoking by young people and its rela- 
tion to psychological factors have not 
been directly studied . . .”' 


Research findings 

Thomas, a member of the St. 
Patrick’s College Smoking Research 
Team, undertook to examine data col- 
lected earlier on approximately 2,500 
Eastern Canadian urban students 
“_..to investigate relationships be- 
tween personality factors and grade 
seven smoking behavior, and between 
personality and the initiation of smok- 
ing by former nonsmokers .. . .”’'9 

Students completed specially con- 
structed questionnaires on smoking 
behavior and selected scales of the 
1953 Revision of the California Test 
__ of Personality, Intermediate Form AA 
_ (Thorpe, Clarke and Tiegs)."* 
___ The principal findings are of interest, 
if not spectacular: 
More nonsmokers than smokers 
scored high in sense of personal free- 


dom in all sex and age groups. 
e More nonsmokers than smokers 
scored high in feeling of belonging and 
freedom from withdrawing tendencies. 
This was especially so of young females. 
e Social skills scoring bore no relation- 
ship to smoking. 
eNonsmokers showed dramatically 
better adjustment on the family rela- 
tions scale. 
e Older male nonsmokers scored higher 
than did smokers on the community 
relations scale. 
e More students who had “never 
smoked” than “ever smoked’’ scored 
high in personal, social, and total ad- 
justment, with the greatest differences 
for the younger female subgroup. 

As far as personality and starting 
to smoke are concerned: 
e Starting to smoke was not related 
to self-reliance, feeling of belonging 
or freedom from withdrawing tenden- 
cies, social skills, school relations, or 
community relations. 
e Nonstarters scored higher than start- 
ers in sense of personal freedom and in 
family relations. 
e At this grade level, the dynamics of 
experimenting and starting to smoke 
differ from those of continuing to 
smoke, especially so for young female 
students. 


Putting findings to use 

How can these findings be put to 
use in a school? One way would be to 
devise separate programs for those 
who have started to smoke and those 
who have not. This has the advantage 
of concentrating on prevention in one 
group and conversion in another. 

More specifically, the factors strongly 
associated with nonsmokers on a con- 
tinuing basis are: feelings of belonging; 
freedom from withdrawal; good school 
relationships, mainly in young females; 
and better community relationships. 

The following hold for both continu- 
ing and taking up smoking: nonsmokers 


had a greater sense of personal free- — 
dom, and stronger family relationships. 

Interestingly, no significant positive 
traits appear for smokers over non-_ 
smokers on either a continuing or.on a 
taking up basis. 

So, school children could be separated 
into smoking and nonsmoking groups. 
The smokers could be advised of the 
relationship of smoking to lack of per- 
sonal freedom and of strong family 
relationships. .Nonsmokers could be 
told of the association of nonsmoking 
with closeness to others and the real 
world, good relationships in school 
and community and with family, plus a 
sense of personal freedom. 

There are, of course, some obvious 
problems. School-age smokers might 
not want to identify themselves. Also, 
classroom schedules might not be ame- 
nable to the needed manipulations. 
And exposing a group of smokers to 
obvious strong propaganda might have 
social side effects. Finally, it might 
be difficult to concoct stories to avoid 
the implication of a causal effect 
between smoking and “personal-social” 
characteristics, exemplified by the 
statement “smoking causes...” which 
has run its course in the misuse of data 
on smoking behavior and school grades. 

Perhaps more important, school 
children would again be faced with 
propaganda stemming from the harm 
done by cigarettes and smoking. Not 
only might the repetition turn them off, 
but the reminder of the danger could 
lead some males to experiment. What 
might be done is to start from the other 
end and talk to all students about the 
development of personal freedom and 
how such achievement permits him-or 
her to have a say in what happens in 
life, to choose friends, and even to 
choose not to smoke, no matter the 
behavior of friends or adults. 

Attention could be given to the need 
for balance between being comfortable 
with people and comfortable alone, 
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us supports, such as eeaee: 
_ The health educator could stress 
> importance of good family, school, 
/ community relationships, with 


result in less friction, less unhap- 
ss, and no need to smoke cigaret- 
bye s. In some respects, this approach is 
ay Caiailay to the American Cancer Socie- 
ij _ ty’s “education for health” program. 

" ns An even more ambitious project has 
been suggested for a Toronto high 
school. A group of health-oriented 
_ students has proposed that education 
about cancer be integrated with the 
curriculum. For example, research 
might be taught as part of biology, 
understanding of statistics as part of 
math, with cancer as the illustrative 
material. (Smoking, of course, would 
provide excellent material.) 

In this fashion, not only would 
activity and data appear naturally and 
appropriately, but reinforcement — the 
factor so important in learning — 
would also be achieved painlessly in 
| many and varying contexts. Although 
it may be difficult for students to alter 
a curriculum, it would not be amiss 
for public health nurses to take the 
| lead in suggesting, organizing, and 

building such programs. In fact, many 
| teachers may welcome “real life” illus- 
trative material. 
If the public health nurse has an 
opportunity to meet with members of 
the local home and school association, 
the same approach can have value. 
Parents may be able to ignore the 

negative and move toward warmer 
parent-child relationships. 
The foregoing suggestions are aimed 

at reducing the number of smokers and 
of cigarettes smoked in Canada. How- 
ever, they also can be used to combat 
alcohol, drugs, and so on. Carried out 
| by exemplary adults, in a low-key at- 
| 


mosphere, they may be helpful in win- 
ning those games that society has no 
choice but to win — and soon. 

There is no question but that the 
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momentum is turning in the direction 
of nonsmoking. The main factor yet 
to be determined is “What shall be the 
price of victory? How many sufferers 
before the war is won?” I submit that 
wars (and we are at war with cigarette 
smoking) are won by confident people, 
tirelessly applying themselves to the 
task in little and in big ways. 

If we accept the progress already 
achieved, work to encourage all those 
who have labored earnestly, and refuse 
to follow the lead of the pessimists, the 
ill health due to smoking will diminish 
and, eventually, disappear. There is 
“no room at the inn” for pessimism. 
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STi 


t is a sad fact that victims of acci- 
l dents continue to die on our roads 
because people do not know what 
to do when confronted with traffic 


injuries. The bést hospital is of no use 


if the patient is already dead or beyond 
help. This, in Australia, is highlighted 
by the fact that most road deaths occur 
on highways (two thirds in New South 
Wales) and often far from the nearest 
properly staffed and equipped hospital. 
Under these conditions the lives of 
victims can depend on the right meas- 
ures taken by a passerby, because he 
has a most important weapon in his 
hand — time. 


Fix the time 
A glance at the clock is the first 
thing anyone arriving at an accident 


From the Coweambah Clinic and Myall 
Valley Institute for Regional Research, 
Tea Gardens, New South Wales, Austra- 
lia. Reprint requests to Houghstreet, Tea 
Gardens, New South Wales 2324, Aus- 
tralia. 
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First aid for drivers 


Ye 


“It is a function of the medical [and nursing] profession to promote and 


inspire the teaching of first aid.” 


Hanns Pacy, MB, BS, MD, FRACGP 


should do. In the excitement, time 
slips away quickly and it is very difficult 
later to pinpoint the time of the acci- 
dent. Witnesses vary greatly in their 
recollection. Yet for the later-arriving 
skilled rescuers, it is vital to know how 
long ago injured persons have stopped 
breathing or moving. This information 
affects the value of artificial respiration 
and other measures that may have to 
be given priority at the expense of other 
injured victims. 


Proper parking 

An accident scene can be protected 
from run up accidents by the way the 
next arriving cars are parked (Ffg. /). 
Slow down gently and bring your car 
to a stop at a sufficient distance from 
the accident so that ambulances and 
doctors’ cars can be driven right up to 
the casualties. Park far enough from 


Reprinted with permission from the Jour- 
nal of the American Medical Association 
223:10:1151-3, and with the permission of 
the author, Dr. Hanns Pacy. 


the edge of the road to cover the scene 
and, at night, illuminate it with your 
headlights. Leave your battery switched 
on and let your left signal produce an 
intermittent blinking signal. The driver 
behind you must park about one foot 
further toward the edge of the road, so 
as not to obscure your blinking signal 
and he also must switch on the same 
blinking signal. In this way the accident 
scene is already largely protected by 
the time the next cars have stopped 
and time is gained for urgent lifesaving 
measures. 


Assessment 

It is necessary for the efficient utili- 
zation of skilled rescue to get an accu- 
rate, concise, and complete message in 
a minimum of time. Where persons are 
injured; nobody should be expected to 
rely on memory. Every car, by law, 
should be equipped with emergency 
message forms in triplicate, so the 
assisting driver can immediately know 
what to look for (Fig. 2). One person 
takes the original message to the nearest 
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Fig 1.—Staggered parking (From Pacy!). Cars parked facing traffic must shine their headlights on crash, but only if this is 
possible without blinding oncoming traffic. 
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URGENT ACCIDENT REPORT! 


Accident at about 


Time of message 


o'clock 


Exact location of accident 


HOW MANY 


Unconscious 


Trapped 
Lightly injured 


Breathing 
Not breathing 


Receiving mouth-to-mouth 
resuscitation 
Look serious 


NEEDED 
(Encircle) 


Ambulance, Doctor, 
Police, Tow Truck, 
Rescue Van (Trapped) 
Fire Department 


telephone, one copy is held by a person 
who stops all oncoming cars, asking 
whether a two-way radio, a doctor, a 
nurse, or a trained first aider is in the 
car, and the last copy is held at the 
scene of the accident and sent to the 
hospital with the ambulance. The 
importance of such a_ standardized 
primary message just cannot be over- 
stated. 


Remove danger 

Do not touch a car onto which high 
tension power lines have fallen unless 
you are sure the power has been 
switched off or someone, who knows 
exactly how to do this, has removed 
them. 

If the engine of a crashed car is still 
running, switch it off. 

Someone must make sure that no- 
body smokes at the scene of the acci- 
dent. 

Flagmen must be posted at least 500 
yards up and down the road, clearly 
visible in the dark (yellow raincoats, 
white shirts, newspaper tucked into 
collar, etc). These flagmen must not 
obscure the lights of any parked cars, 
should make use of any available flares 
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and warning triangles, and make sure 
they are not mistaken for hitchhikers. 


Remove from danger 

The removal of the injured from 
vehicles is best left to skilled rescuers. 
Often the car is the only available shel- 
ter anyway. However in certain cir- 
cumstances (leaking gasoline tank and 


Fig 2.—Every car should carry these 
message forms. 


smell of smoldering cigarette butts or 
dangerous position of crashed car) they 
just have to be removed. There are a 
number of good methods for doing 
this. However, before removing a per- 
son from a car, make sure that his air- 
way is clear. To be sure that it is, the 
head of an unconscious sitting victim, 
who is slumped forward, must be held 
up with the chin supported forward 
because the kinking of the paralyzed 
larynx may cause suffocation. After 
this, the seat must be slipped into its 
most backward position if possible. 
Figure 3 shows how three helpers can 
remove such a victim. 

If only one person is available, the 
head can be supported by a collar 
fashioned from sheets of newspaper, 
folded about five inches wide and wrap- 
ped into a triangular bandage or similar 
cloth. Rautek’s grip can then be used 
to lift the weight of the victim with the 
victim’s forearm, held from behind, 
with the rescuer’s forearms on both 
sides of the chest (Fig. 4). The rescuer 
transfers the weight of the victim from 
the seat onto his thighs, which become 
a slide, as the rescuer changes to a 
kneeling position and lets the victim 


Fig 3.—One rescuer 


takes up weight of 


head, securing the 
airway and making t 
sure its position in 
relation to body does 
not change, the 

second applies 

Rautek’s Grip, and 
third lifts 

legs out of car. 


gently slip onto a blanket on the ground. 

When a person has to be dragged out 
of danger just a few yards, Rautek’s 
carry can be used with the victim’s 
clothing as a handle, but it is essential 
that the man in front supports the head 
securely and makes sure that the posi- 
tion of the head in relation to the body 
does not change (Fig. 5). 


Save life (breathing, bleeding) 

Make sure all unconscious persons 
are on their sides and cannot inhale 
blood, vomit, and other material. 
Having rolled the victim on his side 
by taking his arm and the trousers at 
the hip, remove dentures and other 
obstructing material from his mouth 
and wipe it out with a handkerchief or 
the like. When entering the victim’s 
mouth with the finger, use a clothespin 
or strong wooden spatula to prevent the 
possibility of being bitten. Figures 6 
and 7 show two classic positions of 
victims on their sides and whichever 
you choose (this depends on what other 
injuries the person has), make sure that 
the victim’s head is sufficiently cush- 
ioned to prevent a kink in the neck. 

Mouth-to-mouth resuscitation must 
be given as soon as a person stops 
breathing and must be maintained until 
skilled rescuers arrive. If, however, it 


is certain that a person has not been 
breathing for 15 minutes or more, the 
value of this procedure must be weighed 
against the demands of other casualties. 

The value of cardiac massage in 
victims of serious traffic injury is ques- 
tionable unless simultaneous intrave- 
nous infusions are available. In vic- 
tims without apparently serious chest 
injuries it can be tried. 

If the source of bleeding is not ob- 
vious, cut. away clothing if necessary 
to locate the bleeding point. Most 
bleeding can be stopped by a pad pres- 
sed onto the bleeding point. Such a pad 
(clean handkerchief, sterile dressing, 
and other clean material) can be held 
in position by a triangular bandage or 
similar cloth. A limb that is bleeding 
should be elevated. If this is not possible 
and bleeding continues, tie a flat object 
(flat stone or block of wood) over the 
tied-on pad with a second triangular 
bandage. This almost always does the 
trick. 

Having done all this, you can now 
not only be but also appear to be a good 
samaritan. Reassure the injured and 
relatives. Ask conscious victims to 
adopt a position of least pain and im- 
provise cushions and supports. Do not 
cover up wounds. Leave this to the 
now imminent arrival of skilled medical 


before they use the infinite variety — 


of technical aids now available to a 
modern ambulance service. 

Every car should carry: 

1. Standardized Message forms. 

2. A strong tongue depressor or all 
wooden clothespins. 

3. Newspaper. 

4. Four triangular bandages with 
safety pins. 

5. Large sterilized combined dress- 
ings and sticky tape. 

6. A strong pair of notched scissors. 

7. Mouth-to-airway rescue tube. 

8. Flashlight. 

9. A small block of wood (about 1 
inch high and 2 inches square) with 
rounded corners. 


Comment 

As a result of my experience in going 
to the aid of road casualties with a 
rescue team on Australia’s National 
Route No. | for 17 years, 50 miles (80 
km) from the nearest hospital that 
was staffed and equipped to receive 
casualties, the above recommendations 
of course have not been fabricated out 
of thin air. They are entirely based on 
personal observation of motorist behav- 
iour at the scene of accidents often long 
before the arrival of ambulances. 


Fig 4.—Rescuer’s body acts as a fracture board. 


Fig 5.—Moving a few yards out of danger. 
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teams who will want to see all injuries J 


Fig 7.—The semiprone, coma-shock position, or modified 
Sims position as recommended by Gumnit.3 
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Ahnefeldt’s method,*both arms forward. 


| 


commonest mistakes made are: 


ah Placing unconscious persons su- 


so that inhalation of blood and 
t can kill the victim within min- 
The frequency of this error alone 


justifies the introduction of first aid 


measures 
schedule. 

2. Haphazard parking makes it im- 
possible to get specially equipped ve- 


into any  driver-training 


 hicles close to the injured. 


_ 3. Traffic guards are posted too close 
to the scene and are poorly visible. 

4. Casualties suffer further injury 
by being needlessly dragged out of cars. 

5. Even slightly injured persons are 
left lying in the middle of the roadway. 

6. Finding out at what time the acci- 
dent took place can be an impossible 
problem. 

7.No one bothers to support the 
heads of unconscious persons, trapped 
in cars, whose airways are paralyzed 
and obstructed due to their slumped- 
over position. 

8. Panic-stricken, exaggerated, in- 
complete messages waste time and lead 
to the unnecessary dispatch of skilled 
staff to remote accidents. 

9. There is a general reluctance to 
do mouth-to-mouth resuscitation as 
long as “ambulance and doctors are on 
their way.” 

10. The one thing everyone unfor- 
tunately seems to remember is to apply 
a tourniquet. 


I would be surprised if this state of 
affairs was limited to Australia or the 
495 missions carried out by my team 
between 1964 and 1970. 

Naturally, when instructing lay per- 
sons one has to be. dogmatic. Many 
will quibble with the “15-minute-no- 
breathing” rule and not doing mouth- 
to-mouth resuscitation. Imperceptible 
respiration (to the lay observer) may 
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have gone on. Academically, four min- 
utes without breathing will render an 
injured person nonresuscitable. Car- 
diac massage in cases of multiple in- 
juries and chest injury is another bone 
of contention. There are other methods 
of carrying victims apart from those 
described. But at least what I have 
reported is practical experience and 
tried-out procedure and has_ been 
developed in consultation with a senior 
police driving instructor who has in- 
structed and examined drivers along 
these lines for some time. 

Instruction designed for all drivers 
cannot be by necessity as comprehen- 
sive as a full basic first aid coyrse. 

It is a function of the medical profes- 
sion to promote and inspire the teaching 
of first aid. 

This paper describes what a driver 
might be taught. A medical practitioner 
confronted with a traffic accident will, 
of course, use a quite different and 
much more sophisticated approach, 
such as I have detailed in my glove- 
compartment manual.4 
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While a student, I was assigned the 
care of a woman who had just given 
birth to her first child. It was particu- 
larly sad because she and her husband 
had wanted a child for several years, 
and their baby was an acephalus. I was, 
unable to convey to this patient how 
badly I felt for her. When she made a 
few attempts to discuss her child with 
me, | changed the subject quickly. | 
had never been more ill-at-ease with a 
patient, nor felt more helpless. Be- 
cause I could not find any answers to 
her “whys,” I tended to spend more 
time at the nursing station than in her 
room. 

Somewhat ironically, our first child 
was born with a severe encephalocele. 
But I was not left alone. Because of 
sensitive intervention by the postpar- 
tum ward staff, my husband and I were 
better able to cope with the birth and 
ultimate death of our son. 

The birth of our baby was perhaps 
the greatest crisis in our married life, 
and my husband and I learned a great 
deal through our suffering. Because of 
our experience, I feel I have become 
better able to help other parents who 
have a defective child. And perhaps | 
can help you understand some of the 
principles of crisis intervention follaw- 
ing the birth of such a child. 


Empathy important 

The nurses who helped my husband 
and me most were sensitive to our 
needs, used common sense, and, most 
important of all, truly cared about us. 
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Sensitive intervention by staff helped the author and her husband cope 
when their first child was born defective. 


Barbara Stanko 


Not all nurses were able to convey 
their empathy verbally. One nurse 
brought me a bun from the cafeteria 
because I had said I liked them. When 
handing it to me she said, “I don’t 
know what to say, but I wanted to show 
you that I feel so badly for you and 
would like to do everything possible to 
make your stay in hospital happier.” It 
was not important that she could not 
express her feelings — after all, what 
was there to say? The important thing 
was that she was another human who 
knew what I was feeling. 

Empathy must be genuine, however. 
It must have its roots in the heart, not 
the brain. I could easily distinguish the 
nurses who really cared from those 
whose objective it was “to encourage 
the patient to verbalize her emotions” 
merely because their course in nursing 
care planning had emphasized that ap- 
proach to crisis. Not everyone is able 
to empathize with the parents of a 
defective child. If you cannot, do not 
pretend. 


Reactions 

In the beginning, I said many things 
I did not mean. I continually asked the 
nurses if my baby had died —I sup- 
pose because, if he were dead, I would 
not have to cope with his dying (the 
doctors had assured us that he could 
not live long). It was important to me 


The author is an instructor at the Miser- 
icordia School of Nursing in Winnipeg. 


that my tears, my anger, and my ques- 
tions were accepted without censure. 

It is essential to recognize that, im- 
mediately following the birth of a 
defective child, the parents are very 
concerned with their own reactions to 
the birth.! They do not think of the 
child as an individual until they are 
able to cope with their reactions, espe- 
cially if they have not seen the child. 
A perceptive nurse waits for and rec- 
ognizes cues that indicate the parents 
have overcome the initial shock and are 
ready to accept the child as more than 
an “it.” For 24 hours following the 
birth of our baby, I thought of nothing 
else but the experience. 

On the second day, when I asked an 
instructor about her student nurses, 
she pointed out to me that I was show- 
ing an interest in something else for 
the first time since the birth of our 
baby. She asked me if I knew what had 
happened in the world during the last 
24 hours. Then she told me an amusing 
story about her children. 

When she left, I realized with a shock 
that I did not know anything that had 
happened in the last day. I had not 
cared about how I looked or about what 
was happening elsewhere. 

1 made an appointment with the 
hairdresser, caught up on the news, and 
began to think about the future. 


Child is a person 
When a parent demonstrates that 
he/she is beginning to think about the 
child as a person, remember to treat 
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e parent as a parent. 

My husband and I were discouraged 
by everyone from seeing our child. 
More than once, the nurses asked, 
“You won't go to see the baby, will 
you?” Whenever they discussed the 


baby, they described the defect. Be- 


cause the doctors, interns, and nurses 
all had different ways of describing the 
defect, my husband and I became con- 
fused and thought our child was gro- 
tesque. I wanted to ask “What color is 
his hair?” “How big is he?’ — ques- 
tions that a mother asks. But everyone 
talked about how large his head was, 
and so I did not ask. 

I suggest that, if it has been decided 
that the parents should not see their 
child, only one person, preferably the 
physician, describe the defect or prog- 
nosis to them immediately following 
the birth of the baby. The postpartum 
staff and other attending physicians 
should be told exactly what has already 
been said to the parents and they 
should be cautioned to answer only the 
parents’ questions without adding to 
the original description. I strongly 
advise that the nurses who care for the 
mother see her baby if at all possible. 
Then, they will be able to tell the moth- 
er about the child himself — not just 
his defect. 

Because of the variety of descriptions 
we received about our baby, I believed 
him to be horribly deformed. We were 
aware that he would probably live 
longer than we had originally thought. 
This meant we would leave him in hos- 
pital. I became afraid that no one could 
love him because of his defect, and 
depressed by the idea of leaving him 
with people who would think he was 
ugly. 

The head nurse visited me one day, 
noticed I was unhappy, and sat down 
to talk to me. I knew she was busy, yet 
cared enough to take time to sit with 
me. I told her what was bothering me. 
She said, “You're a nurse. Have you 
never loved a patient who was physi- 
cally ugly, but whom you thought was 
beautiful?’ Of course, like all nurses, 
I have many memories of patients with 
physical or mental defects who were 
dear to me. Her visit was reassuring. 

My husband and I became extremely 
anxious to see our child, but each of us 
convinced the other not to go against 
the doctor’s wishes. 
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One night, | dreamed that I was 
eight months pregnant and the child 
had died. The physician removed the 
baby in his office, and I left the office 
to attend a class reunion. In my dream 
I pestered everyone at the reunion by 
repeating, “I really have been pregnant, 
you know.” When I awoke, | realized 
that | felt as if | had never given birth. 
I had waited nine months for nothing. 

I decided to see my baby. 

The nurses obtained permission from 
the obstetrician for me to visit the 
baby on the pediatric floor. The nurse 
who had cared for me during my hos- 
pital stay accompanied me. I was nerv- 
ous and frightened. She squeezed my 
hand and said, “I think I know what 
you are feeling. | am a mother too.” It 
was the first time someone had ac- 
knowledged verbally that I was a 
mother. 


Introduction to son 

The nurse on the pediatric floor was 
expecting us and led us into the baby’s 
room. She held my hand and introduced 
me to my son. She did not really have 
to — he looked just like his father. 

I wondered why no one had thought 
to tell us that. He had so much hair and 
it was so fair. And he was big! Why 
hadn’t they told us? I was aware of the 
encephalocele, but only because it was 
part of him. I felt the pride of giving 
birth and joy in knowing that others 
could love him. I asked the nurse to 
call him by his name — I wanted him 
to be an individual, not “Boy Stanko.” 
I wanted to touch him, but the nurse 
stood in my way. (Was it so terrible to 
want to touch my own child?) She took 
me to the door and said simply, “We 
will love him.” I could have hugged 
her! 

When I returned to the ward, I was 
jubilant. I refused the sedation ordered 
by the obstetrician and tried to make 
him understand how much better | felt. 
He was perplexed. 

My husband saw the baby the next 
day and his reaction was like mine. 

Because the visit to our baby con- 
tributed so much to our ability to cope 
with this experience, I believe all par- 
ents should see their defective child. 
I am fully aware that obstetricians do 
not always agree. For this reason, it is 
the nurse’s responsibility to recognize 
cues indicating that the parents wish to 


see their child, and report to the obste- 
trician. 

On the day I was to leave the hos- 
pital, a friend of mine, a nursing ins- 
tructor, came to visit me. She noticed 
I was restless and preoccupied, and 
asked if I wanted her to see the baby 
before I was discharged. I nodded. 
She returned shortly and told me about 
the baby’s condition. I found it difficult 
to concentrate on her words. Then she 
said, “When I walked into the room, 
the nurse was feeding another baby. 
I talked to her for awhile and then 
your son started to cry. The nurse smil- 
ed at him and went right over to the 
crib to see what was wrong.” Only 
then was I able to leave the hospital in 
peace. 


Crisis intervention means good care 

From my experience, | learned that 
crisis intervention following the birth 
of a defective child should include the 
elements of good nursing care. Re- 
member, the parents will need you as 
much five days postpartum as they did 
immediately following the _ birth. 
Arrange appropriate diversion for the 
mother during “feeding” times on the 
postpartum ward. Do not censure the 
parents’ emotions but encourage them 
to elaborate on their feelings whenever 
they indicate they wish to do so. Do not 
expect the father to be a “pillar of 
strength” while the mother is in hospi- 
tal. He will then just delay his reactions 
to the crisis until the mother gets 
home. Crisis intervention should in- 
clude him, too. 

The birth of a defective child is a 
traumatic event. The trauma experienc- 
ed by the parents can be reduced or 
amplified by the nurse-parent interac- 
tions on the postpartum ward.? I was 
lucky. I had sensitive, empathetic nurses 
who helped me to cope by taking the 
time to stay with me when I needed 
them. 
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Regular maintenance dialysis for indi- 
viduals with chronic renal failure be- 
gan in 1960. The nurse is no longer 
“just a nurse-technician” who monitors 
the machines; she is involved in total 
patient care and one of her greatest 
responsibilities is patient teaching. 

Although hemodialysis cannot as- 
sume all the functions of healthy kid- 
neys, it can give the person with chronic 
renal failure a chance for a useful life 
as breadwinner or homemaker. He or 
she is maintained on hemodialysis until 
a suitably matched kidney from a 
cadaver or in-family source can be 
transplanted. 

Being on dialysis is by no means an 
easy life for the patient or his family. 
Each person in the family is affected, 
as life now revolves around the ma- 
chine. The patient is dependent on the 
machine for his very existence; for 10 
hours, 3 times a week, he must “hook 
up” and cleanse his blood of excess 
fluid and wastes. It is the dialysis nurse 
who helps the patient and family 
through the difficult adjustment period. 
Fear is one of the biggest factors hinder- 
‘ing the patient in his adjustment to 

_ dialysis, and much of this fear stems 
_ from a lack of knowledge. It has been 
_ our experience that the person who can 
ry out his own dialysis independent- 
is better adjusted to dialysis, is more 
nfident and self-reliant, and often 


dialysis 


Do-it-yourself ‘ 


Since regular maintenance dialysis for individuals with chronic renal failure 
began in 1960, the nursing role with these patients has increased. One of 
the greatest roles now is patient teaching. The author describes how 
patients are taught in a self-care dialysis center. 


Elaine Schaffer, B.N. 


appears physically healthier than pa- 
tients who are dialyzed in hospital. 
Can a lay person learn the techniques 
and principles necessary to carry out 
his dialysis independently and safely? 
Our answer to this is: definitely, yes. 
Why would we want him to carry out 
dialysis independently? Our goal for all 
our dialysis patients is total rehabilita- 
tion. We want him to be as independent 
as possible, and the more he knows, 
the greater will be his independence 
and the better his rehabilitation. 
Expansion of regular in-hospital 
hemodialysis programs is handicapped 
by shortage of money and staff. To 
overcome this, patients can be taught 
to undertake hemodialysis unattended, 
either at home or in a self-care dialysis 
center detached from the hospital. The 
chronic hemodialysis patient is not 
really ill enough to require hospital 
dialysis and, through our self-care 
dialysis program, we hope to move him 
from the hospital into a more homelike 


Ms. Schaffer graduated from the Univer- 
sity of Manitoba school of nursing in 
1970. She has worked in the dialysis unit 
at the Health Sciences Center (Winnipeg 
General Hospital division) for three years. 
In the past year and a half, she has been 
coordinator of the home training pro- 
gram and the self-care dialysis center. 


atmosphere, where he can assume total 
responsibility for his dialysis. 

Since home dialysis is not always 
possible, the self-dialysis center is of 
great benefit in a province, such as 
Manitoba, where most of the popula- 
tion is centrally located rather than 
widely scattered throughout the prov- 
ince. The center is easily accessible to 
most persons. We have several patients 
living outside of the city and, where 
possible, we have sent these people 
home on dialysis. For the majority, the 
center is a “halfway house” between a 
hospital dialysis unit and home dialysis. 
It provides a safe, economical, and 
reliable method of treating and rehabil- 
itating persons in end-stage renal 
failure. 

The Health Sciences Centre (Winni- 
peg General) self-care dialysis center, 
which opened on October 27, 1972, 
is in a building about one block from 
the hospital. Full capacity for the cen- 
ter is eight patients at one time. At 
present, the center is used for patient 
instruction in self-dialysis and for dial- 
ysis by the patient when instruction is 
completed. 

The self-care dialysis center lessens 
the medical costs of dialysis treat- 
ments by requiring less nursing staff 
than the in-hospital dialysis unit and 
provides dialysis at lower costs than 
could be provided in the home be- 
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“cause of the availability of machines 


yr multipatient use. 

The center is staffed by two nurses 
only during the day, but it is open 24 
hours a day, seven days a week for pa- 
tient use. Persons learning self-dialysis 
must come during the day but anyone 
who has completed the course can ad- 
just his dialysis time to fit in with his 
or her work schedule. Those who work 
during the day may dialyze overnight, 
as they require no nursing supervision. 
The unit is linked to the central hospi- 
tal unit by phone. 


Teaching program 

The self-dialysis teaching program 
is approximately two to three months 
long and is adjusted to the individual 
patient and his learning ability. One 
person may require two months, while 
the next requires four months. 

We have criteria for the selection of 
patients for self-dialysis. The patient 
should have no major, secondary, sys- 
temic disease that will interfere with 
the safety of his self-care. He should 
have an average intelligence and an 
ability to learn the skills and principles 
required. He must be fully aware of 
what self-dialysis entails and what is 
expected of him; knowing what the 
program involves, he and his family 
must have a positive motivation and a 
desire to carry out self-dialysis. No 
one who really wants to learn self-dial- 
ysis is refused and every effort is made 
to teach him and to assist him to learn 
as much as he can. At the same time, 
no one is forced into self-dialysis. 

The patient is instructed in the 
technical aspects of dialysis: prepara- 
tion and monitoring of all equipment, 
monitoring of vital signs, administering 
intravenous fluids while on dialysis, 
keeping accurate charts, and regulat- 
ing heparin dosages. He or she is in- 
structed in the theory of normal kidney 
function, kidney failure and hemodial- 
ysis, medications, and diet. Each pa- 
tient learns normal laboratory blood 
levels and his own average levels. He 
checks his blood results and reads the 
reports. No information pertinent to 
medical management is withheld from 
him as he is a partner in the dialysis 
team. 

The atmosphere at the center is easy 
going and friendly with a lot of kidding 
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between the patient and the nurse. A 
good sense of humor is an essential 
quality of the nurse at our center. The 
relaxed atmosphere minimizes stress 
and makes learning easier. The center 
is decorated by the patients and, as the 
population is predominantly male, a 
sparsely dressed Raquel Welch and 
pinups of Miss November and Miss 
December appear on the walls. It is in 
this relaxed environment that we teach 
our patients. 

Most of the teaching is directed to 
the patient. Family members are in- 
cluded in the teaching program but 
ultimate responsibility for the dialysis 
lies with the patient. Family members 
learn to be capable assistants, particu- 
larly in emergency situations, but we 
do not feel the family member should 
have to assume major responsibility 
for the procedure. Most of our patients 
have taught their spouses to assist and, 
at the same time, each knows that he or 
she can manage his dialysis alone if 
necessary. 


Teaching methods 

We teach as much as possible by 
principle and discourage rote learning. 
The patient should always know the 
“why” behind his actions; he will be 
able to react to any dialysis problem 
safely on the basis of understanding. 
He is able to gain considerable confi- 
dence if he knows he can use reason 
rather than memory in facing a new 
situation. 

Instruction is always done by the 
same nurse, who works closely with the 
patient. This encourages a comfortable 
relationship between the student-patient 
and the nurse-teacher and allows for 
consistency of instruction. As the pro- 
gram continues and the patient gains 
confidence, our dialysis technician joins 
the team for more teaching in depth 
about the inside workings of the ma- 
chines. 

The patient comes to our center be- 
fore his dialysis regime is started. He 
becomes familiar with the area, meets 
the other patients at the center, and is 
introduced to the nurse and technician 
who will be working closely with him. 
If possible, he or she often brings the 
spouse or parent and together they 
adapt to what begins to feel like their 
“home away from home.” As often as 


possible, we begin some theory classes 
at this time with the patient and family, 
as they will be more at ease and learn- 
ing will be enhanced. An excessive 
level of anxiety, such as is encountered 
on the first dialysis, greatly hinders the 
patient’s ability to learn. He is more 
receptive to new information during 
the weeks before dialysis is initiated or 
about two weeks after it has begun. 

Instruction is assisted by several 
teaching aids. The most important one, 
the patients feel, is the dialysis manual. 
It includes both theory and procedures 
in language that a lay person can un- 
derstand. The procedures are written in 
step-by-step detail that is easy to follow. 
The theory includes everything from 
normal and abnormal kidney function 
and hemodialysis to the action and 
side effects of the medications requirec. 
The manual is used diligently at first 
by each patient; as skill and understand- 
ing increase, it becomes a reference 
book for information lacking or for- 
gotten. 

As each topic is covered in class, the 
patient can refer to the subject in the 
manual and reread the information, 
adding to his understanding, possibly 
clarifying something, or raising ques- 
tions. 

Visual aids are important to any 
teaching program; we use several dial- 
ysis films and slides. We have made 
our own “dialysis story” in slides and 
have the major workings of the dialysis 
system on slides. The latter are parti- 
cularly good as pictures explain better 
than words. At present, we are prepar- 
ing a teaching film to be made on video- 
tape which, hopefully, will include 
the entire program. However, these 
aids will never replace the nurse and — 
are only adjuncts to her teaching. The 
subject is always explained before be- 
ing shown on a film or slide. If one 
relies too heavily on audiovisual aids, 
the program can become impersonal. 

Practice equipment is available for 
the patient’s use. Several patients have 
practiced preparing the dialyzer for use 
before they have begun a regular dial- 
ysis schedule. We also have available 
an “arterio-venous shunt arm” with 
which the patient is able to practice 
shunt dressings, initiating and discon- 
tinuing dialysis, and declotting of a_ 
shunt. i 
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This young man is preparing to hook up for a dialysis treatment. He has an 
arterio-venous fistula in his right forearm; the enlarged veins are readily visible 
with the tourniquet applied. He has already inserted the needle that will return 
the blood from the dialyzer. The extension tube attached to this needle can be 
seen. Prior to inserting the needle that will carry the blood to the dialyzer, he is 
infiltrating the site for venipuncture with a local anesthetic, Xylocaine 1%. 


Most patients have an internal arte- 
rio-venous (A-V) fistula rather than 
the external arterio-venous shunt to 
provide access to the blood stream; 
there are fewer restrictions for the pa- 
tient with the fistula and less danger of 
clotting and infections. In the A-V 
fistula, a side-to-side anastomosis of 
the radial artery to an adjacent vein 
is made. The force and amount of 
arterial blood flowing through the fis- 
tula and returning to the venous circu- 
lation distends the blood vessels in the 
arm; the vessel walls thicken, making 
repeated venipunctures possible. Two 
punctures are required for each dialy- 
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sis, one to carry the blood from the pa- 
tient to the dialyzer and the second to 
return the blood from the dialyzer to 
the patient. Large bore (14-gauge) 
needles are used for venipuncture. 
Insertion of these 14-gauge needles is 
the most difficult thing for the patient 
to learn and is the most feared part of 
the treatment, whether the needles are 
inserted by the nurse or by the patient. 
We have made practice veins, using 
tape and latex tubing; many patients 
practice with these at home before try- 
ing self-venipuncture. It is important 
thatthe patient learn venipuncture in 
steps, for example, first and most diffi- 


cult, just inserting the needle through 
the skin; then threading it up the vein 
after the nurse has done the venipunc- 
ture; and then the actual venipuncture 
by himself, first on the largest available 
vein and then on the more difficult 
veins. 

With practice, all our self-care pa- 
tients become adept at inserting their 
own needles and they prefer to do this 
themselves. As one young patient 
said, “I can feel for the vein better than 
anyone and I know when to push and 
when not to. I would never have be- 
lieved I could put those needles in but 
I’m glad I learned.” A second patient 
has learned to insert the needles with 
his left hand. His fistula is in his right 
arm because of previous A-V shunts 
in his left arm, even though his right 
hand is dominant. Today he, too, is 
totally independent in his dialysis. 

The dialysis nurse-teacher must 
prepare the patient to meet all potential 
dialysis problems. To accomplish this, 
we set up problem-solving situations 
and leave the patient alone to find the 
solution. For example, we have placed 
a blown fuse in the machine or caused 
an intentional air leak in the drip 
chamber of the blood tubing. The pa- 
tient learns best when placed in the 
actual situation. 

As long as the patient knows the nurse 
will not allow him to make any harmful 
mistakes, he will learn. What happens 
when one forgets to release a clamp 
on the exit or venous end of the dialy- 
zer but continues to pump _ blood 
through from the arterial side? One of 
our patients found out. Blood shot out 
from all sides of the dialyzer. Such a 
mess, no one could forget. 

A second patient also learned the 
hard way. He frequently forgot to clamp 
his blood lines before cutting the tape 
bridging the connection between the 
needle and blood line; the connection 
can come apart when the tape is cut. 
One evening he forgot, as usual. The 
connection accidently pulled apart and 
blood spurted out in all directions. He 
could have lost considerable blood if 
the nurse had not manually pinched 
the tubing. He is now home on dialysis 
and no one needs to remind him of 
those clamps. 

The nurse often finds it difficult to 
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the patient to manage by himself. 

not easy to watch him lose exces- 

e fluid and become hypotensive, 
nd not rush in to help him. But the 
jurse may not be there the next time 
is happens. One of our patients was 


particularly prone to excessive fluid 
~ Joss; I was afraid to leave him alone, 
but I knew he would be going home on 
dialysis. One day I left him alone for 


two hours and, when | returned, he 


was sitting in a chair reading a maga- 


zine. “How is your blood pressure?” 
I asked. “Fine,” he replied. There was 
a long pause before he added — “but 
it was 60/20 about one hour ago — I 
guess | did it again — but I got out of 
it alone.” From then on I never worried 
about leaving him alone. 


Patients become responsible 

The patients want to learn, and they 
want the responsibility and indepen- 
dence that can be theirs. One nephrec- 
tomized patient occasionally has dif- 
iculty maintaining his “dry” (ideal, 
with no excess fluid present) weight; 
he is young and enjoys parties, at 
which he sometimes overindulges, even 
though he knows the consequences. 
About two months ago, his weight 
steadily rose to a maximum of about 
7 kg. over his ideal “dry” weight. His 
blood pressures were elevated and he 
was getting short of breath. He knew 
he would have to do something and, 
without anyone telling him what to do, 
he decided to have extra dialysis. For 
four out of the next five nights he hook- 
ed up to his machine. 

He dialyzed close to 50 hours that 
week and lost all 7 kg. “I knew the 
weight had to come off and | knew 
how to take it off, but I don’t know if 
you could have forced me into 50 hours 
of dialysis in one week, a year ago. | 
understand what is happening now; | 
am responsible for what happens to 
me, not the nurses.” 
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The patients at the center have dev- 
eloped a comradeship and they help 
each other during the dialysis treat- 
ments. One of the patients, who had 
just completed the self-dialysis course, 
wanted to come on a Sunday for her 
dialysis but was still fearful of being 
alone at the center. The center is not 
staffed on weekends and there were no 
other patients dialyzing on Sundays. 
A second patient volunteered to come 
in for an extra dialysis that Sunday, to 
be with her in case she needed assist- 
ance. “The extra dialysis wouldn’t hurt 
me anyway.” 

As the patient becomes more adept 
in performing technical procedures and 
develops confidence in his abilities, he 
begins to add variations to the proce- 
dures. He often teases his nurse-teach- 
er and may criticize some of her tech- 
niques. Many procedures have been 
revised because the patient found a 
more efficient way. 

We encourage this resourcefulness 
and accept the criticism without feel- 
ing threatened by it. The patient may 
become more skilled than the nurse 
in some procedures; this shows her 
teaching was successful. The atmos- 
phere we have tried to create in the 
center encourages the patient to express 
his feelings, his likes, his dislikes. The 
nurse and the patient become good 
friends and are able to speak with each 
other freely, openly, and honestly. 

The nurses at the center have tried 
to help each patient realize his, or her, 
capabilities. He may become a dialysis 
expert but it is the nurse who has guid- 
ed him there, and this makes self-dial- 
ysis teaching rewarding. 
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Viral hepatitis 
—arisk to nurses 


Viral hepatitis is a serious threat to personnel who work in various areas of 
health-care institutions. Every nurse must be aware of the risk to herself 
and to patients, and take all possible precautions to prevent the transmission 


of this potentially fatal disease. 


Christine Frye 


Nurses have long been aware of the 
various implications in caring for pa- 
tients with infectious diseases. How- 
ever, an increase in the incidence of 
viral hepatitis in hospital settings is 
presenting added risk to nurses, partic- 
ularly in certain areas. This article 
deals with the specific risks in hemo- 
dialysis units and the hidden risks re- 
sulting from the increase in the illicit 
use of drugs. It also presents general 
information relating to hepatitis in one 
large Canadian hospital. 


Viral hepatitis 

Viral hepatitis, generally classed as 
infectious (type A) and serum (type B) 
hepatitis, is a disease characterized by 
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random necrosis of liver cells. Infectious 
hepatitis may be prevented, or its sever- 
ity lessened, by injections of immune 
serum globulin. Its incubation period is 
from two to six weeks. On the other 
hand, serum hepatitis does not appear 
to be preventable by immune globulin, 
and its incubation period is from four 
to twenty-three weeks. 

Transmission of the virus is usually 
fecal-oral in infectious hepatitis, and 
parenteral in serum hepatitis. Howev- 
er, an unqualified distinction between 
the two types is difficult. 

Hepatitis is first manifested in flu- 
like symptoms: lassitude, weakness, 
drowsiness, anorexia, nausea, abdom- 
inal discomfort, fever, and headache. 
Jaundice may develop, lasting about 
two weeks, and may be accompanied 
by dark urine, gray stools, and mild 
pruritus. 

An enlarged and tender liver is the 
usual physical finding. Splenomegaly, 
posterior cervical adenopathy, and 
“spider” angiomas may be seen. How- 
ever, for every clinical case of hepatitis, 
there may be several asymptomatic or 
mild subclinical cases, usually unde- 
tected. 

The most valuable laboratory test in 
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me 
‘3 et oice SGPT 


expected several days before the 
arance of physical symptoms or 
remains abnormal 
onger than SGOT, usually up to 90 


days. Serum bilirubin and alkaline 


phosphatase levels may be slightly 
elevated. The current use of Australia 


antigen determination is discussed later 


in this article. 

There are several ways to prevent 
the transmission of the disease, aside 
from isolation of the patient. Unneces- 
sary use of blood and blood products 
should be avoided, since every unit is 
a potential carrier of the virus. The use 
of disposable syringes and needles is 
becoming more common in hospitals, 
and careful handling of their disposal 
is essential. Related to this is the need 
to educate the public, particularly drug 
abusers, on the dangers of unsterilized 
needles and syringes. 

Careful handling, meticulous auto- 
claving, and protected disposal of con- 
taminated equipment in laboratories, 
blood banks, operating rooms, and 
dialysis units should not be neglected. 
Care must be taken to avoid parenteral 
or oral contact with contaminated 
material. 

In 1963 an unusual antibody was 
found in the serum of a hemophiliac 
patient who had received many trans- 
fusions. This antibody was found to 
react with the serum of an Australian 
aborigine, but not with the sera from a 
variety of other people. The antigen to 
this antibody was thus labeled Austra- 
lia antigen (Au (1)). 

Some time later, researchers in Japan 
found Au(1) in the serum of 20 percent 
of patients with viral hepatitis.’ Al- 
though evidence of association between 
Au(1) and hepatitis does not prove a 
causal relationship, research following 
this discovery has led to the conclusion 
that Au(1) is a significant factor in 
hepatitis. It may be found in the blood 
early in the disease, often before the 
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appearance of any symptoms. 

The antigen, as seen under the elec- 
tron microscope, is a spherical particle 
about 200 A in diameter. No one has 
yet been able to grow it in culture. It is 
now believed that the antigen forms a 
protective coat around the hepatitis B 
virus. It survives cold (to 1°C), heat 
(to 60°C), boiling for three minutes, 
and many bacteriocidal agents. 

The Australia antigen can be trans- 
mitted through urine, feces, emesis, 
and wound discharge, but is 1,000 
times more transmissable through 
blood. As 90 percent of serum hepatitis 
patients carry Au(1), its presence is 
considered indicative of the disease.2 
Because of this relationship, Au(1) 
is now being called hepatitis B antigen 
(HBAg). Since Au(1) (HBAg) is ap- 
parently not the infective agent, anti- 
body formation does not guarantee im- 
munity against serum hepatitis. 

Screening of all donor blood is rec- 
ommended to prevent transfusion of 
antigen-carrying blood. However, 
present screening techniques are not 
100 percent effective. Testing for the 
presence of HBAg is now commonly 
done in many areas of potential hepa- 
titis, such as transfusion services, hemo- 
dialysis units, and in cases of suspected 
parenteral drug abuse. 


Hemodialysis-associated hepatitis 

As the patient’s blood passes through 
a membrane circuit during hemodialy- 
sis, there is an exchange of water and 
ions between the blood and a chemical 
“bath” solution circulating around it. 
In this way, metabolic waste products, 
excessive electrolytes, or toxins pass 
from a high concentration in the blood, 
through the membrane, and into the 
low concentration in the bath. Although 
the blood is completely enclosed, 
hemodialysis personnel can have man- 
ual contact with it while connecting 
and disconnecting the patient and tub- 
ings, when there is a leak in the mem- 
branes, or while cleaning the equipment 


after the dialysis. 

In a comprehensive report from 
Edinburgh, five factors are listed as 
means of exposure: 
1. the transfusion, during dialysis, of — 
infected blood, plasma, or blood prod- 
ucts (other than immune globulin); 
2. admission to the chronic dialysis 
program of a hepatitis carrier; 3. the 
infection of chronic dialysis patients 
outside the unit, (for example, during 
surgery requiring blood; while self- 
administering drugs); 4. transplanta- 
tion from an infected donor; and 5. — 
spread to patients from staff who are — 
chronic or short-term carriers. (How- . 
ever, in most outbreaks, hepatitis in — 
staff follows, rather than precedes, in- 
fection in patients.)? 

Other factors contributing to the 
possibility of epidemics are the small, 
congested areas often used for dialysis 
units, the close contact between patients 
and staff, and the sharing of equipment 
by patients. These patients are also 
prone to infections, frequently subclin- 
ical, and asymptomatic hepatitis may 
not be detected. Common sense should 
preclude such factors as putting both 
blood and food in the same refrigerator, 
or poor hand-washing techniques. 

Danger to the staff results primarily 
from direct contact with contaminated 
material. After manual contact with 
blood or excreta, hand-to-mouth activ- 
ities allow oral ingestion of the virus. 
Any skin lesion is a potential site of 
entry. Accidental needle punctures or 
skin cuts are probably the most serious 
hazard, even through protective gloves. 

Many papers have been published 
concerning hepatitis in dialysis units, 
some reporting deaths of both patients 
and staff members. As early as 1970, 
one source reported the incidence of — 
cases in the United States.4 In the 
period from the mid-1960s to July — 
1969, 83 of 125 dialysis centers (66 
percent) reported 349 cases of 
titis among hic Se LED: d 
(meses eer? piace 


This sample of reported cases may 
have grossly underestimated the actual 
incidence of dialysis-related hepatitis, 
because many subclinical cases went 
undetected, and the report was volun- 
tary. 

Recently, a Canadian journal re- 
ported an epidemic of hepatitis in a 
Montreal hemodialysis unit.5 There 
were 54 people at risk in the unit: 24 
patients, 17 full-time staff, and 13 
part-time staff. The unit contains 10 
beds, each in a separate, walled cubicle, 
and 10 artificial kidney machines in 
an open central area. 

Of the 54 people, 10 patients and 10 
staff members developed hepatitis. 
Seven of the staff members traced their 
exposure to accidental needle punc- 
tures and one to a scratched hand. 
However, two cases developed in elec- 
tricians who had merely repaired 
equipment in the unit. The source of 
infection in the 10 patients was not 
determined. 

Australian antigen was present in 
the serum of four staff members and 
seven patients, and remained positive 
up to a year in the patients. Liver func- 
tion tests stabilized and improved more 
quickly in patients than in staff. The 
only Cases that required hospitalization 
were three of the staff. Neither positive 
HBAg nor clinical hepatitis was seen 
in any relatives of patients or staff. No 
deaths were reported. 

As the epidemic developed, certain 
policies and procedures were instituted 
to reduce the chances of further spread, 
including precaution techniques. The 
frequency of blood transfusions was 
sharply reduced, from 204 transfusions 
in a three-month period before the 

_ epidemic to 43 in the three months after 
_ the outbreak of the epidemic.* Admis- 
_ sion of new patients to the dialysis 
program was limited as much as possi- 
ble during the epidemic. 

In April 1973, in another Canadian 
dialysis unit I know of, 6 of 11 patients 
were found to have HBAg in their 


a SS 


sera, but none had abnormal liver 
function tests or overt symptoms of 
hepatitis. In this unit, the nurses are 
tested monthly for liver function and 
HBAg; four of seven have been found 
to have antibodies to HBAg. 

Precautions include use of disposable 
gloves when handling any blood- 
contaminated equipment; careful 
hand-washing; a ban on eating, drink- 
ing, and smoking (by staff) in the unit; 
clear marking of all lab requisitions 
accompanying HBAg positive blood; 
and careful bagging of all soiled dress- 
ings and linen. Since the HBAg particle 
is small enough to pass through im- 
perfections in the dialysis membrane, 
there is always a risk of transmission 
from patient to patient through shared 
equipment.6 Fortunately, at the time of 
writing, there has not been an outbreak 
of clinical hepatitis in this busy, crowd- 
ed unit. 


Drug-associated hepatitis 

“The association of viral hepatitis 
with contaminated injection equipment 
shared by drug users is well known. 
Shared needles were first implicated as 
a source of hepatitis in drug addicts 
in New York City in the late 1940s and 
early 1950s.”7 Analysis has shown 
marked changes in epidemiologic 
characteristics of reported viral hepa- 
titis in the years 1966-1971 in the 
United States, including seasonal, re- 
gional, and age fluctuations. “These 
changes, along with a gradual but dra- 
matic increase in reported annual 
incidence of viral hepatitis during the 
last six years, have occured simulta- 
neously with an emerging nationwide 
epidemic of illicit parenteral use of 
drugs.”’® 

From July 1970 to July 1971, 11,738 
cases of viral hepatitis were reported in 
the 15- to 24-year age range in 49 
states, excluding California. Thirty- 


*Both figures were for 24 patients. 


one percent of these patients (3,993) 


either admitted to, or were suspected of, 
drug use. The authors comment, “It is _ 


quite likely that many patients with 
drug-associated hepatitis deny illicit 
use of needles and that these data [such 
as quoted above], although impressive, 
greatly underestimate the true magni- 
tude of the problem.” They conclude 
that “drug-associated hepatitis is not an 
isolated incident or a local problem, 
but a nationwide epidemic.” 

Another American report describes 
a 42-month evaluation of 7,272 pre- 
sumably well adolescent users of heroin, 
sedatives, and airplane glue.'° Thirty- 
seven percent were found to have 
abnormalities in liver function, most 
commonly elevated SGPT. Most used 
intravenous or subcutaneous heroin, 
and all sedative users had previously 
taken heroin. Use of amphetamines and 
sedatives increased during the study 
period, while glue sniffing decreased. 

Of the 4,052 heroin users, 129 had 
clinical evidence of acute hepatitis 
within the first month of observation. 
Two died, and postmortem examination 
revealed massive acute hepatic necrosis 
in both. Frequently, liver disease was 
not clinically apparent, and a diagnosis 
of hepatic dysfunction was based on 
the findings of chemical abnormalities 
of liver function. 

Australia antigen determination 
was performed in only 46 of the 129 
clinically ill adolescents in this Amer- 
ican study. The sera of 11 were positive 
in the acute phase of illness. Australia 
antigen determination was performed 
on the serum of all drug users during 
a five-month interval within the study 
period. Routine screening of sera from 
80 consecutive heroin users revealed 
39 with HBAg and 6 others with the 
antibody. The antigen was found in 
approximately one-half of the asymp- 
tomatic patients with abnormal liver 
function tests. 

A dramatic case of drug-associated 
hepatitis was treated at the Ottawa 
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dent was transferred from 
ital, where she had been 

a mild illness. 

ssion to the Civic Hospital, 

unconscious and _ grossly 


inating type B viral hepatitis 
Fe 1epatic encephalopathy. Serum 
hes lectrolytes were relatively normal, and 
her renal function appeared adequate. 
‘ r, all liver function tests were 
grossly abnormal, and HBAg was 
reported positive. 
This student had a history of intra- 
venous injection of amphetamines for 
at least one year, and the use of 
methadone and LSD was suspected. 
eer: On admission, her. blood amphetamine 
| level was 24 mg. percent, classed as 
| “extremely high” by the hospital labo- 
ratory. 
| As amphetamines have been report- 
ed to be at least somewhat dialyzable,' 
| an emergency hemodialysis was start- 
ed, using portable equipment in the 
| isolation ward. Dialysis, combined with 
exchange transfusions and fresh frozen 
plasma, was continued for 11 hours, 
with little evidence of clinical improve- 
ment. The patient remained uncon- 
scious, but was extremely restless at 
times. 
Her condition gradually deteriorat- 
ed, over the next two days, with a 
temperature elevation to 40°C and 
repeated convulsions, terminating in 
death. The cause of death was listed 
as “acute massive hepatic necrosis due 
to serum hepatitis (apparently result- 
ing from injection of contaminated 
materials, likely self-administered).” 


General hospital problems 

Dorothy Pequegnat is the infection 
control officer at the Ottawa Civic 
Hospital. When | interviewed her, she 
gave me greater insight into the prob- 
lem and the handling of viral hepatitis 
in the hospital setting. She teaches the 
nursing staff to be alert to the type of 
patient who might be a hepatitis carrier, 
and to treat blood, excreta, and wound 
discharges from these patients as 
dangerous. 

All patients with hepatitis are treat- 
ed the same until the HBAg result is 
reported; if positive, this is considered 
diagnostic of serum hepatitis. Any 
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jaudiced patient admitted is put on 
bedpan precautions until a diagnosis 
is made. If hepatitis is diagnosed, 
complete enteric and needle precau- 
tions are continued for 10 days follow- 
ing the onset of jaundice. (It should be 
noted that patient serum can remain 
infective for a variable period of time.) 

The risk of hospital spread of the 
disease is increased by the number of 
drug-associated hepatitis patients who 
are admitted for social, rather than 
medical, reasons. That is to say, they 
need rest, nourishing food, and clean- 
liness more than medication and nurs- 
ing care. Therefore, increasing numbers 
of “street people” are being admitted to 
hospitals, even with mild cases of 
hepatitis. 

Three areas of nursing practice, 
aside from hemodialysis and the iso- 
lation ward, carry a particular risk. 
One is the operating room, as many 
unsuspected hepatitis carriers under- 
go surgery. Staff may cut or prick their 
fingers, and contact with blood is almost 
constant. Our hospital’s policy is to 
avoid surgery if at all possible on sus- 
pected carriers, such as known drug 
users, until an HBAg determination is 
reported. This may preclude kidney 
transplantation for waiting dialysis 
patients who are HBAg positive. 

A similar problem arises in obstet- 
rics, where there is contact with blood 
and vaginal discharge. Also, HBAg 
crosses the placental barrier, and there 
is danger of liver damage in the fetus. 
This raises the question of the advisa- 
bility of screening all pregnant women 
for HBAg. 

A third group at risk is the nurse 
technician team that does essentially 
all venipunctures in the hospital. They 
are screened monthly for liver func- 
tion abnormalities and HBAg, and 
one member of the team developed 
serum hepatitis. She was unable to 
remember any needle prick with known 
positive blood. 

A previously quoted report lists 
other areas of risk in hospitals: 


othe admission of positive dialysis 
patients to general medical or sur- 
gical wards without warning the staff 


of the risk; ' 
0 autopsies performed on undiagnosed 
cases; 


O handling of contaminated specimens 
by laboratory personnel; 

Oresearch, particularly tissue typing 
and biopsying of transplanted organs; 
and 


O handling of poorly packaged linen © 


and garbage by laundry and mainten- 
ance personnel. 12 


Summary 

Viral hepatitis is a serious threat 
to personnel working in many areas 
of health-care institutions. Awareness 
of the relationship of HBAg to hepa- 
titis is increasing and may eventually 
lead to the development of an effective 
immunization technique. In the mean- 
time, however, every nurse must be 
aware of the risk to herself and to 
patients through her. She must take 
all possible precautions to prevent the 
transmission of this potentially fatal 
disease. 
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How to make microbiolog: 


When students become involved in choosing their own projects, carrying 
them out, and evaluating them, a course in microbiology can be meaningful 
and even fun. 


Joe Anne Murray, B.Sc., B.Ed., M.S. 


How often as students have we com- 
plained about the irrelevancy of this 
course or that course forced on us by 
well-intentioned faculty? How often as 
teachers have these same complaints 
been addressed to us by our students? 
As the faculty science coordinator at 
the Peter Bent Brigham Hospital 
school of nursing, | am no longer the 
“student complainant”; I am_ the 
“teacher recipient.” 

One of the many responsibilities of 
my position is teaching the physical 
sciences — anatomy, physiology, and 
microbiology — and, at the same time, 
explaining their need in the curriculum. 
The major problem has been with the 
microbiology course offered in the 
first term of the freshman year. 

“Just what has this course got to 
do with nursing?” “I can’t pronounce 
Pseudomonas aeuroginosa, \et alone 
spell it.” “Is it really worth the effort?” 

To the new nursing student, who is 
unfamiliar and uneasy in the clinical 
area, the usual explanations fall on 
deaf ears. After discussing this problem 
with some of my colleagues and reflect- 


The author is a graduate of St. Francis 
Xavier University, Antigonish, Nova 
Scotia, and Boston College, Massachu- 
setts. She is presently science coordina- 
tor at the Peter Bent Brigham Hospital 
School of Nursing, Boston, Massachusetts. 


ing on the course objectives and ex- 
pected behavioral outcomes, we decided 
to use another approach to bring micro- 
biology to life and to make it a mean- 
ingful learning experience for the stu- 
dent. 

The purpose of this article is to 
share the experience with you, not to 
propose a startling innovation in the 
art of teaching. 

Along with the required theoretical 
and laboratory course content, the 
students involved themselves in a pro- 
ject of their own choosing that was in 
some way related to microbiology. They 
grouped themselves from within their 
laboratory sections; the maximum 
number in each group was six. 

Once the groups were arranged and 
the subject matter chosen, the students 
gave me various dates for the presenta- 
tion of their projects, which would 
occur during the laboratory periods. 
We agreed the projects would be 
evaluated by the students and the ins- 
tructor. 

The evaluation tool, including a 
grading scale, was devised with the 
areas for appraisal designated as: 

e evidence of research into the subject 

matter; 

e@ organization of the material into 

logical sequences; 

e evidence indicating adequate know- 

ledge of the subject matter; 

@ presentation of the material, including 
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er of the group. pbwodtd 
cath grade, and this would 


iden the gamut” 
subject matter for the projects 
e gamut from infection control 


anitary conditions in restaurants. In 
all, there were 18 presentations, most 
of which were very good. The students 
prepared their own charts, cultures, 
ioe and slides for microscopic examination. 

_ They had slides made, showed films, 
and demonstrated the use of specific 
equipment; in addition, they distributed 
literature, photographs, and arranged 

for guest speakers. 

We learned how an industrial plant 

| prevents the introduction of microbes 
| into its products. The most recent film 

__ onvenereal disease was presented, along 

with some excellent slides. We saw 
the inside of some sanitary and some 
not so sanitary restaurant kitchens 
through photographs and slides taken 
by the students. 

Three enterprising young ladies 
decided to,check out an advertisement 
displayed by a local supermarket, which 
claimed the store was trying to produce 
conditions that would achieve a goal 
of “zero microbial population growth.” 
Their findings, which included a tour of 
the facility with the microbiologist 
from the city, cultures taken from spe- 
cific areas in the meat-cutting depart- 
ment, and testing of a special disinfec- 
tant used by the employees, proved that 
the supermarket was living up to its 
advertisement. 

After investigating methods used 
to control food spoilage at one of the 
highly rated restaurants in the area, the 
students were treated to a nice dinner. 

One group of students, with assis- 
tance from the surgical bacteriology 
laboratory of a hospital, conducted a 
complete bacteriological survey of the 
physical therapy department. At the 
time of the sampling, two patients were 
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‘receiving ‘therapy and three to four | 


therapists were in and out of the area. 
Standard procedures of volumetric air 
sampling, settling plates, Rodac con- 
tact plates, and floor swabs were em- 
ployed. Water samples were taken 
from hydrotherapy equipment and 
were filtered, using the Milipore tech- 
nique to recover water organisms. The 
students exhibited the equipment, ex- 
plained how it was used, and reported 
the outcome of the survey. The results 
were published and sent to various de- 
partment heads in the hospital. 


Evaluation 
Some of the following comments were 

expressed by students on an evaluation 

questionnaire at the end of the term. 

“The projects were fun to do and 
interesting.” 

“I can see how microbiology relates 
to nursing in many ways.” 

“The kitchen in my apartment will 
be cleaner from now on!” 

“We worked as a team; we got in- 
volved.” 

It was fun, and the projects did 
bring the microbiology course closer 
to home. They promoted interest, en- 
couraged initiative, and stimulated 
critical thinking. The nursing measures 
and aseptic techniques practiced in the 
clinical area became meaningful and 
important. The course for these students 
had achieved a degree of relevancy. One 
added note of interest to the teacher 
was that not one student complained 
about the grade she received. 

It is difficult to evaluate the long- 
range effectiveness of this or any other 
approach to learning in a specific sub- 
ject. The immediate goals, as shown by 
the students’ response, were realized. 
The attitude of these students toward 
the course was more favorable than that 
of any previous group of students. This 
in itself is incentive enough for me to 
continue the projects or similar expe- 
riences along with the conventional 
methods of lecture and laboratory for 
the microbiology course. 
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Glass is the culprit 

In a letter to the editor of the Journal 
of the American Medical Association 
(Jan. 29, 1973), two physicians com- 
ment about oral ingestion of mercury 
from broken thermometers. Their 
remarks are interesting. 

“Each year, our Poison Control 
Center receives 20 to 25 calls from 
anxious parents whose children have 
bitten and broken thermometers and 
ingested the mercury. 

“In regard to mercury orally ingest- 
ed, we would like to make a few points 
of significance. 

“1. Thermometers contain metallic 
mercury, which oxidizes too slowly in 
the intestinal tract to yield the mercury 
ion for absorption and is, therefore, 
not a hazard. In the past ten years, we 
have encountered no toxicity from this 
source of mercury. A small danger may 
exist from the broken glass. 

“2. Parents should be advised not 
to use oral thermometers in children 
because of the hazard of broken glass.” 


Movies by the mile 

Secondary school students in northern 
Ontario put their imagination to work 
and solved the problem of boredom 
that would normally accompany a 
two-hour bus ride to school each day. 

In its March 1973 issue, Ontario 
Traffic Safety described the Sudbury 
students’ project of installing film 
and tape equipment on the bus, which 
makes the long trip interesting. 

“Each double seat is equipped with 
two sets of earphones, which receive 
the sound for both the f 1s and the 
taped music that is playe The stu- 
dents . .. worked out all the technical 
aspects, from the projector at the back 
of the bus powered by a motor outside 
the bus, to the daylight screen and 
window shades needed for a clear 
picture.” 

There were some bugs in the equip- 
ment, but these were worked out. 
Robert Bradley, Sudbury’s superin- 
tendent of schools who encouraged the 
students, explained: “With a rough 
road containing more potholes than 
tar, it wasn’t surprising that the projec- 
| tor disintegrated after the first three 
_ weeks. There wasn’t a screw left in 
it. The students tried soldering them 
in. They just broke. Now they’ve devised 
floating pad so the projector ‘gives’ 


orking fine.” 


¥ 1973, 


little with the jolts of the bus, and it’s ~ 


Good way to help the handicappea 

An excellent example of a way to help 
the handicapped comes from Ottawa. 
The Rehabilitation Institute of Ottawa 
and the National Capital Commission 
have compiled a bilingual guidebook 
that describes public buildings in Ot- 
tawa in terms of their accessibility to 
handicapped persons. 

Information in Ottawa— A Guide 
for the Handicapped is based on a 
survey by volunteers, who visited more 
than 300 buildings to find out if they 
could be used by aged and handicapped 
persons, especially those in wheelchairs. 

The survey also attempted to create 
awareness of the architectural barriers 
that prevent the handicapped from 
using public buildings and to encour- 
age both the modification of existing 
buildings and the elimination of barriers 
in future buildings. 

Buildings described in the guide- 
book include apartments, hotels, 


e ra * 
churches, theaters, hospitals and med-— 
ical facilities, banks, beauty salor 
and barber shops, office buildi 
funeral parlors, museums and ar 
galleries, libraries, parks and other 


recreational facilities, schools, restau- 


rants, stores, and transportation facili- 
- i 


ties. 


gives information such as the number 
of steps at the entrance of the building, 
the width of the doorways, whether 
elevators are available, the location of 
washrooms, and the provision of hand- 
rails on stairways. Buildings not ac- 
cessible to the handicapped without 
assistance are listed so arrangements 
for help can be made in advance. 

Copies of the guide are available 
from several sources, including the 
Ottawa Handicapped Society, 84 Ster- 
ling Ave., and Canada’s Capital Vis- 
itors’ and Convention Bureau Inc., 
251 Laurier Ave., W., Ottawa. 
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“Would that blood pressure still be alright if | happened 
to be a little older than thirty?” 
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This guide, which is free of charge, 3" 


Gadi @icstonary 
he Marielle Ortiz 
Maths I. Spence, and 
Sok Chapell. 222 pages. St. 
. Mosby, 1972. 
iewed by Lorene Bard Freeman, 
ecturer, School of Nursing, Queen’s 

iversity, Kingston, Ontario. 


Fax " 

4 fees programmed format is used to 
___ provide a stimulating, self-teaching aid 
ony and a systematic basis for problem 
_ solving with the coronary patient. The 
book is directed particularly to the 
Phase: the student, and all levels of 
_ practitioner. 

Based on a thorough knowledge of 

normal anatomy and physiology, the 
text concentrates on major problems 
associated with an acute myocardial 
infarct and makes no attempt to deal 
with all aspects of coronary artery 
disease. 
‘ Thus, on completion of this program, 
one could expect to have a working 
knowledge of: heart anatomy, basic 
electrophysiology, and chemical im- 
balances; history and diagnostic tests 
associated with an acute myocardial 
infarct; complications: arrhythmias 
(including heart block), intraventricular 
(bundle branch) conduction disturb- 
ances, heart failure, and shock; drug 
therapy in the management of arrhyth- 
mias, heart failure, and shock; electrical 
intervention in the management of 
cardiac arrhythmias: countershock and 
pacemakers; and arrhythmias with 
abnormal QRS complexes: fusion, 
aberration, and atrioventricular disso- 
ciation. 

Most of the foregoing items include 
a brief but fairly comprehensive list of 
related nursing orders. 

The programmed method moves in 
a logical progression by stages gradual 
enough for the beginning student or 
practitioner to grasp; the objectives of 
the text as outlined by the authors are 
met. 

Regrettably, however, some of the 
most important areas of nursing the 
coronary patient are omitted, mainly 
the psychological and_ rehabilitative 
aspects. The authors felt the program- 
med format did not accomodate this 
content. 

Emotional factors play a major role 
in influencing heart action. Recent 
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studies have indicated that the way in 
which the patient learned to cope with 
his feeling about his heart attack has 
affected his chances for recovery and 
rehabilitation. The nurse must accept 
the responsibility of providing comfort 
as well as physical safety. She needs to 
be taught the principles and rationale 
of supportive interpersonal relation- 
ships and the successful use of defense 
mechanisms and other ego strengths to 
help the patient adapt to the loss or 
change of functioning, prestige, in- 
come, and so on. This, I feel, would fit 
the design of a programmed text and 
more nearly complete the learning 
needs of the reader. 

Despite the omissions, the book 
would be an asset to nurses and nurse 
educators. The reference lists, as well, 
would be useful for those wishing to 
pursue areas of particular interest. 


Pathology by C.P. Mayers. 165 pages. 
London, England, English Universi- 
ties Press, 1972. Canadian Agent: 
Musson, Don Mills, Ont. 

Reviewed by Jo-Ann Tippett Fox, 
Assistant Professor of Nursing, Dal- 
housie University, Halifax, N.S. 


This volume is one of a series of 11 
paperbacks prepared in Great Britain, 


which “cover the syllabus of training of 


the General Nursing Council.” The 
author explains that he based his topics 
partly on the examination requirements 
of nursing councils in Great Britain, 
Canada, and Australia and partly on 
personal experience. 

The first half of the book examines 
general disease processes in a simplified 
fashion. This oversimplification leads 
to omissions, particularly in the discus- 
sion of the role of potassium; no men- 


tion is made of the systemic effects of 


hyperkalemia, its seriousness, and the 
disease entities where it is likely to oc- 
cur. The chapter on cancer is brief but 
more comprehensive. 

A separate chapter is devoted to 
most of the body system but, as the 
author states, the topics of obstetrics 
and gynecology, psychology and psy- 
chiatry, and neurology are not discus- 
sed, since these are the topics of other 
volumes in the series. 

The major pathological conditions of 
each of the remaining systems are dealt 
with simply and briefly with occasional 


simplified diagrams. One of the me- 
chanical comparisons has a truly Scot's _ 
flavor (the author lives in Edinburgh). — 
I had never thought of the analogy of — 
the functioning of the bagpipes and the 
human heart and, since | know more 
about the heart than the bagpipes, this — 
comparison served to enlighten me on — 
the names and functions of the bagpipe | 
parts. . 

This text has no further reading lists 
or bibliography. Therefore, I feel it | 
would function only as an introductory | 
text and would have to be supplemented ~ 
in most programs by a comprehensive — 
reading list or a further text. 


Venereal Diseases: Treatment and — 

Nursing by Hazel Elliott and Kurt — 
Ryz. 115 pages. London, England, 
Bailliére Tindall, 1972. 
Reviewed by P.Y. Abraham, Assist- 
ant Professor, School of Nursing, 
University of Windsor, Windsor, 
Ontario. 


A problem associated with sexually 
transmitted “dis-ease” is the condem- 
nation of the individual because he has © 
violated the “sacredness” of sex and is 
rightfully punished. These attitudes 
still prevail in society. Such attitudes — 
seem to blind society to seeing venereal 
diseases (VD) in a medical light and 
compounds the problem by passing a 
moral judgment on “those people.” 
Health professionals are part of the 
society and not immune to the value 
systems of the community. Probably 
this is why the authors discuss the 
desired qualities of a nurse who works 
in a VD clinic. 

Statistics show that the incidence 
rate in VD is rising. Related psycho- 
logical and social problems for the 
individual and society will also surface. 
Chapter two points out some of these 
problems and the ways a nurse can. 
ease the situation. 

The discussion of male and female 
anatomy of the genitourinary system) 
is kept simple, while pointing out some 
of the frequent entry points of the 
causative organisms for the vernallly 
transmitted diseases. 
Syphilis and paneer which a 
iad most wpisplenlcs and frequent infect 


/ an up-to-date account of the signs and 
symptoms of the diseases and the 
recommended treatments for them are 
given. 

_ The authors also have given a brief 
account of other conditions that are 
usually transmitted through intimate 
contact. 

This book is short, readable, and 
gives accurate information on sexually 
transmitted diseases. It will serve as a 
quick reference for those who are 
interested and want to be informed 
about these “dis-eases.” 


Moral Dilemmas in Medicine by Alas- 

tair V. Campbell. 214 pages. Lon- 
don, England, Churchill Livingstone, 
1972. Canadian Agent: Longmans, 
Don Mills, Ontario. 
Reviewed by Ina Watson, Assistant 
Professor, School of Nursing, Uni- 
versity of Saskatchewan, Saskatoon, 
Saskatchewan. 


Doctors and nurses are faced with many 
moral dilemmas in their practice today. 
The author has written this book to 
provide a short introduction to some of 
the major theories of moral philosophy 
and to relate these to contemporary 
moral problems in medical care. He is 
well qualified to write such a book, as he 
has been lecturer in Christian Ethics, 
University of Edinburgh, and lecturer 
in ethics, R.C.N. Institute of Advanced 
Nursing Education (Scotland). 

The objective of the book is well 
achieved. The content is built around 
examining four theories as possible 
answers to the question: “What con- 
stitutes the foundation of morality?” 
Theories based on conscience, the 
common good, moral law, and respect 
for persons are discussed. Limitations 
of each theory are brought out. Con- 
temporary issues, such as abortion, 
human experimentation, organ trans- 
plantation, and the dying patient, are 
examined. The conclusion drawn from 
this discussion is that there are no set 
answers — no agreed conclusions. 

This is an interesting and timely 
book. It would be excellent reading for 
any person in the health sciences or, 
indeed, for the layman. It would help 
people to attain a perspective on 
abortion, human experimentation, 
organ transplantation, and death. The 
right of the fetus as well as the mother is 
_ discussed. 

Issues involving donor and recipient 
of organ transplants are examined. 
The propriety of telling the patient the 


theory or issue is dis 


thentic ex: 


that no dogmatic answers are provided; 
indeed, no answers are provided. 
Guidelines are given to help each per- 
son find his own answer to the moral 
dilemmas he may be faced with in the 
practice of medicine or nursing. 


Alexander’s Care of the Patient in 

Surgery, Sed., by Walter F. Ballinger 
Jacquelyn C. Treybal, and Ann B. 
Vose. 905 pages. St. Louis, Mosby, 
1972. 
Reviewed by Pat Derham, Inservice 
Instructor, Operating Room, St. 
Boniface General Hospital, Winni- 
peg, Manitoba. 


This text is an excellent teaching tool 
for OR orientation and training pro- 
grams, and is a good reference for 
senior OR staff and surgical ward 
nursing personnel. It deals primarily 
with the technical aspects of OR nurs- 
ing and surgical procedures. However, 
this new edition does approach the care 
of the patient in surgery in a more 
patient-centered and humanistic 
manner. Psychological and physical 
care of the surgical patient is stressed 
in more depth than was previously 
done. 

The text is well organized, and 
written material is supplemented by 
means of excellent diagrams and illus- 
trations that facilitate understanding of 
operative procedures. Despite the 
amount of material covered and the 
number of contributing authors, there is 
relatively little duplication in content. 

The first two chapters deal briefly 
with the concerns involved in the design 
and administration of an operating 
room. This section emphasizes physical 
safety features and the need for stan- 
dards of practice to facilitate provision 
of quality nursing care. 

In the next five chapters, the funda- 
mental skills and knowledge in relation 
to OR technique and patient care are 
well outlined. The information given is 
brief and concise, principle-oriented 
where possible, and lends itself easily 
to use as a quick reference or a stimu- 
lant for study in more depth. Discussion 
of skin preparation soaps, other than 
the strictly controlled hexachlorophene 
compounds, is completely lacking. 
Greater emphasis could have been 
placed on electrical hazards in the OR, 
which are an increasing concern in 
surgery. 

The remaining chapters are organiz- 
ed into sections dealing with body 
systems, specific organs, or specialty 
surgery. This method lends itself to 


_ ogy; nursing conside 
instrument requirements, 


4 . pet A 
area of concern, are disc 
ative procedures are c 
relation to definition, | 
surgery, setup, and prepar 
patient, followed by a step 
description of the surgical techni 

The discussion presumes a kno 
edge of anatomy greater than tha 
described in the text, which tends 
stimulate research and review on | 
part of the reader. These chapter 
provide the opportunity forthe OR and 
ward staff to understand surgical tech- 
niques and to relate these to individual- 
ized nursing care. as 

The new additions in this text are — 
most welcome. Outdated procedures 
have been eliminated; modern tech- 
niques, such as microneurosurgery, 
have been added. Cesarean sections, 
angiography, and techniques related 
to outpatient programs, previously 
omitted, are now included. 

There are two completely new chap- 
ters in the text. Reconstructive plastic 
surgery deals with the various trau- 
matic, congenital, and disease-produc- 
ed deformities and their surgical treat- 
ment. Pediatric surgery considers the 
anatomical and physiological differ- 
ences inherent in the infant as opposed 
to the adult surgical patient. Common 
operative procedures performed in 
this age group are well defined. 

In summary, this new edition has 
increased its worth and scope as a 
reference and teaching aid. The greater 
concern for the patient as an individual, 
combined with the technical aspects of 
patient care, enhances its value. 


Jamieson’s Illustrations of Regional 
Anatomy (7 vols.), 9ed., revised by 
Robert Walmsley and T.R. Murphy. 
London, England, Churchill Living- 
stone, 1971, 1972. Canadian Agent: 
Longmans, Don Mills, Ont. 
Reviewed by Judith Hindle, Coordi- 
nator of Biophysical Science, Vanier 
School of Nursing, Ottawa, Ontario. 


This is a series of seven wire-bound, 
soft cover books each averaging about 
54 pages, and each devoted to drawings 
of a specific region of the anatomy. 
They are as follows: nervous system, 
head and neck, abdomen, pelvis, thorax, 
upper limb and lower limb. Originally 
designed to provide medical students 
with a “simple atlas” by which they 
could study regional anatomy, the 
books continue to espouse and serve 
this purpose. Since these books are 
focused completely on anatomy, ques- 
tions relating to function would require 
reference to a physiology text. 
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Phot 


of plates and abbreviations 
1 an index are contained at the 
inning and end of the book respec- 


‘tively. In between are pages of brilliant- 


ly colored, clearly delineated and 
concisely labeled eawinns of almost 
every body segment a student might be 
required to learn. In each instance, 
anatomical components of a region 
and the relationship between these 
components are clearly illustrated from 
several views — anterior, posterior, 
medial, lateral, superior, inferior, and 
so forth. Bone placement, muscle 
supply, and nerve innervation are also 
clearly shown. 

Depictions of blood vessels, nerves, 
and organ placement, in the books on 
the thorax, abdomen, and pelvis, are 
particularly useful when one is trying 
to ascertain the effects of disease 
processes and surgery in these regions. 
The section on the head and neck is also 
excellent for its visualizations of areas 
such as the interior of the larynx, the 
root of the neck, and the upper surface 
of the base of the skull. 

There are several advantages to be 
gained from having this set of books 
available to nursing practitioners, 
teachers, and students. Because they 
are small, lightweight, focused on 
specific segments, and __ illustrated 
clearly enough to be used with an 
overhead projector, the books lend 
themselves for use in a variety of teach- 
ing situations. They contain anatomical 
illustrations that nursing teachers are 
often hard pressed to find in standard 
anatomy and physiology texts but 
that are often needed to clarify a point 
or to demonstrate a relationship. 

Finally, they enable the reader to 
visualize a part separately, and in juxt- 
aposition with other parts, from more 
views than are available in other 
texts — an important feature when the 
physiological implications of disease 
processes are being considered. AI- 
together these books would be a valu- 
able addition to nursing and hospital 
libraries. 


1973 National Reports of ICN Member 
Associations by International Council 
of Nurses. 150 pages. Publication 
no. 7, International Council of 
Nurses, Geneva, Switzerland, 1973. 


The reports of the ICN member asso- 
ciations appear in 1973 in a new form: 
a loose-leaf binder with each country on 
a separate page. Reports of new ICN 
members, as well as reports of those 
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member associations received too 
late for inclusion in this printing, may 
be added in alphabetical order. 

In addition to the individual reports 
from each country, the 1973 volume 
includes a number of tables and charts 
containing information collected and 
compiled for the first time: the number 
of male nurses in each association, the 
number and type of salaried head- 
quarters staff, the relative importance 
of various sources of association in- 
come, and the various levels of respons- 
ibility for 25 different functions of 
nurses’ associations. 

This volume is a valuable addition 
to any nursing reference library. 


Introduction to Patient Care: A Com- 
prehensive Approach to Nursing, 
2ed., by Beverly Witter Du Gas. 487 
pages. Toronto, Saunders, 1972. 
Reviewed by D. Wood, Teacher, 
School of Nursing, Grace General 
Hospital, Winnipeg, Manitoba. 


In this new edition, the objective of the 
first section is to help the student de- 
velop judgment in assessing patient 
needs and in selecting, carrying out, 
and evaluating the effectiveness of her 
actions. The problem-solving process 
is used and referred to by the author 
as the “nursing process.” The nursing 
history is included as part of problem 
solving. Observational skills and 
charting conclude this section. 

The second section deals with meet- 
ing the basic needs of people with health 
problems. A new chapter has been 
added here, entitled “The Needs of 
the Patient for the Relief of Anxiety.” 
It discusses the nurse’s approach to an 
anxious patient, the signs and symp- 
toms, and physiological and psychol- 
ogical manifestations of anxiety. 

Included in this section are the spirit- 
ual needs of the patient with some ref- 
erence made to the role of the hospital 
chaplain. The remaining portion of 
this section deals with body mechan- 
ics, positioning and comfort devices, 
hygienic needs, nutrition, and safety 
needs. These are approached in much 
the same way as most nursing texts. 

The third section on the legal impli- 
cations of nursing practice includes 
such topics as the expanding role of the 
nurse, the nurse’s responsibility in 
regard to wills, and Good Samaritan 
laws. There is a short reference to Ca- 
nadian narcotics laws. This section of 
the text also includes the nurse’s role 
in diagnostic and therapeutic care. 

The fourth section discusses common 
health problems, such as fever, pain, 
dyspnea, and so on. Discussion of each 
problem includes scientific principles, 
signs and symptoms, nurse’s assessment 


of the patient’s need, and the nursing 
measures related to the need. At the 
end of each discussion there are ques- 
tions to help the student assess the nurs- 
ing need and evaluate the effectiveness 
of nursing action. 

The author indicates in the preface 
that the text is intended as an intro- 
ductory text for nursing students. I be- 
lieve it would satisfy this purpose. 


The Process of Planning Nursing Care: 

A Theoretical Model, by Fay Louise 
Bower. 139 pages. St. Louis, Mosby, 
1972. 
Reviewed by Kathleen M. Rowat, 
Assistant Professor of Nursing, 
School of Nursing, McGill Univer- 
sity, Montreal, Quebec. 


In the preface, the author identifies 
the two main purposes of this book: “to 
help nurses develop increased skill in 
decision making as the process of 
planning care,” and “to present a 
theoretical framework for nurses that 
will enable them to plan holistic care, 
to plan care that meets the needs of the 
person as he responds holistically to 
his environment.” 

The book initially presents an over- 
view of the process of planning nursing 
care. This is examined within the 
framework of a “stress-response model” 
that incorporates such concepts as 
existentialism, humanism, and holism. 

The major portion of the book deals 
with the elements of the planning 
process — identification of the nursing 
problem, selection of appropriate nurs- 
ing action, and evaluation of the out- 
comes. The final chapter illustrates 
how these ideas can be used in the 
development of nursing care plans. 

This format provides an approach in 
depth to these various stages of the 
planning process; the inclusion of 
clinical examples adds strength to the 
discussion. Throughout the book, the 
author illustrates how this process is 
applicable in any setting, whether it is 
an acute care center or the community 
at large. 

The author emphasizes the impor- 
tance of viewing the “client” as the 
main source of data collection and 
stresses the necessity of stating the 
problem and proposed solutions in 
behavioral terms. 

Although the ideas presented in this 
little book may not be new, the inclu- 
sion of notions such as probability 
theory to examine possible conse- 
quences of alternate nursing approaches 


may provide the reader with a some- — 
what different outlook on this subject. — 
At the conclusion of each chapter, the — 
author includes a list of suggested read- _ 


ings for those wanting to pursue the 
ideas further. 4 
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For the student or graduate in nurs- 
ing who wishes to gain an understand- 
ing of the nursing process, this book 
may well serve the purpose. 


Patient-Nurse Interaction by Annie 

T. Altschul. 235 pages. London, 
England, Churchill, Livingstone, 
1972. Canadian Agent: Longmans, 
Don Mills, Ontario. 
Reviewed by Norma Karlinsky, 
Psychiatric Nursing — Instructor, 
School of Nursing, University of 
Calgary, Calgary, Alberta. 


This book, which is an outgrowth of 
the author’s research for her MSc thesis, 
attempts to pinpoint what makes pa- 
tient-nurse interaction “therapeutic.” 

She has exhaustively searched the 
literature and, throughout the book, 
summarizes the findings and method- 
ology of other researchers. 

The author has used many variables 
to conduct her research, such as: 
number of interactions, length of 
hospital stay, age of the patient, 
diagnosis, and social class. She has 
also interviewed both patients and 
nurses regarding the content of their 
interactions, 

Possibly because the research is 
based on observations begun in 1961, 
and uses only four psychiatric wards 
(Royal Edinburgh Hospital, London), 
she does not arrive at any new or 
different conclusions. She does make 
some recommendations regarding the 
education of nursing students in 
Britain. She also suggests that com- 
munication patterns among ward staffs 
could be improved to include more 
discussion of approaches, philosophies 
of treatment, and successes and failures 
in interactions. 

It seems to the reviewer that there 
are considerable differences in the 
nursing situations described and those 
personally observed in Canadian 
hospitals. The use of the therapeutic 
community approach, as well as the 
implementation of the nursing team, 
in Canadian psychiatric hospitals seems 
to provide different and/or more 
successful modes for “therapeutic 
interaction.” 

The book would be somewhat com- 
plex and too research-oriented for 
student use. Nursing reference libraries, 
however, could find it useful as a 


source of research tools and method- 


ology and as a summary of past lit- 
erature on the nurse-patient relation- 
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Reviewed 


School of Nursing, Hamilton, Ont. 


The scientific knowledge underlying 
pharmacology does not make a nurse 
a “mini” doctor; instead, if used with 
wisdom, it would only make her actions 
more meaningful to herself as a safe 


practitioner. 
This twelfth edition contains a 
substantial amount of current material. 


Each chapter begins with a succinct list 


of contents to be discussed. 
Adequate knowledge of weights 


oF ire Es 
Aleyamma Varghese, 
Teacher, Hamilton Civic Hospitals 


the recollection of mat 
gained from the text. The 
chapter on drug abuse is a st 
serious thinking in this 
era of self-medication. fe 
Though nursing implications | 
some of the drugs are listed, spec 
points for patient teaching should be 
included for all drugs, since this knowl- 
edge is poorly demonstrated by per- 
sonnel in clinical practice. eke ort 
The text is organized systematically, e 4 
clearly, and concisely. Itisrecommend- 
ed as a reference for all, anda text for 
basic nursing students. 


and measures still remains a stumbling 


block in the calculations of fractional 
dosages of drugs. The chapter on 
weights and measures is clearly present- 
ed, equating the units of measurements 
used in various systems with specific 
exercises for application. 

The drugs are mentioned with their 


generic and trade names. Modes of 


action, dosages, side effects, and toxic 
effects are well defined. The text deals 
with brief, simple, physiological 
principles of drugs rather than their 
broad, chemical structure. This is 
comprehended well by the students. 
Extensive references for every chap- 
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The Pharmacologic Basis of Patient 
Care, 2ed., by Mary K. Asperheim 
and Laurel A. Eisenhauer. 526 
pages. Toronto, Saunders, 1973. 
Reviewed by Irma K. Riley, Asso- 
ciate Professor of Nursing, School of 
Nursing, McGill University, Mont- 
real, Quebec. 


A keen interest in pharmacology as it 
is related to nursing led to my review 
of this book. One’s first reaction is 
why Saunders would publish this replica 
of other companies’ offerings in this 
field, instead of the one they did pub- 
lish that was different. 

The authors state the nurse is faced 
with an environment that her educa- 
tion has helped her meet. This book 
does not reflect this statement. It is 
rigidly structured and tries to cover 
every possible event. It seems to me 
that a conscientious student and the 
competent practitioner would ask for 
a book that presents material clearly 
and leads to pertinent references. 

For example, acetylsalicylic acid is 
a much-used drug for both adults and 
children. The authors mention candy- 
type aspirin, but there is no direction as 
to what the range and frequency of 
dose for a child might be. Questions 
relating to the patient receiving an 
analgesic are in six sections. | wonder 
if they would lead to asking if aspirin 
is a safe as well as a dangerous drug? 
The bibliography does include an article 
on this topic. 

A book on this topic should help to 
expand one’s clinical experience, not to 
discourage, by its format, one’s use of 
a reference. 

One wonders what level of student 
or practitioner this book is written for. 
It is sad that this second edition to a 
book that was outmoded in its approach 
in 1968 has been published in 1973. 
Will nurses ever tell authors that books 
like this are not helpful when they 
are students, and less so when they are 
practitioners? 
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ire fairly represented 
and pete of health care 
ities linked with ba aid insurance. 
though this paperback reports on a 


dy carried out in the United States, it 
aa to say that could be applicable 
Canada 


nis is the report of a demonstration 
ject carried out in Portland, Oregon, 
stween July 1967 and January 1969. 
Patients for the demonstration were 
members of the Kaiser Health Plan. 
Primary objectives of the project 
were to ascertain the feasibility of 
___ integrating home care and extended 
care facility (ECF) services into an 
i ongoing, comprehensive, prepaid group 
practice plan; to train new personnel to 
| provide professional services; to 
analyze the use of home care and ECF 
| services in a comprehensive, integrated 
medical program; to evaluate -the 
| impact of home care and ECF services 
; in hospital use; and to determine the 
| cost of providing such services. 
| Nurses were involved in many aspects 
of administering and providing the 
home care and ECF services. 

This report will interest nurses work- 
ing in home care or extended care 
facilities and graduate students wishing 
to learn about research methods. It is 
of general interest for all nurses who 
want to understand more fully the 
possibilities of other methods of organ- 
izing health care. 


accession list 


Publications on this list have been 
received recently in the CNA library 
and are listed in language of source. 

Material on this list, except reference 
items, may be borrowed by CNA 
members, schools of nursing and other 
institutions. Reference (R)_ items 
(archive books’ and __ directories, 
almanacs and similar basic books) do 
not go out on loan. Theses (also R) are 
on Reserve and may go out on Inter- 
library loan only. 

Request for loans should be made on 
the “Request Form for Accession List” 
and should be addressed to: The Library 
Canadian Nurses’ Association, 50 The 
Driveway, Ottawa, Ont. K2P 1E2. 
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aa auaie “guide to health instruction 
materials in Canada 3ed. Ottawa, Canadian 
Health Education Specialists Society, 1972. 
-90p. 

2. Basic documents. 23ed. Geneva, World 
Health Organization, 1972. 164p. 

3. Blakiston’s Gould Medical dictionary. 3ed. 
Toronto, McGraw-Hill, 1972. 1828p.R 

4. Bourinot's rules of order, by John George 
Bourinot. 2ed: Rev. by J. Gordon Dubeoy. 
Toronto, McClelland and Stewart, c1963; 
reprinted 1972. 116p. 

5. Corpus directory and almanac of Canada, 
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Ltd., 1973. 1 vol. R 
6. Current therapy, 
Saunders, 1973. 911p. 
7. ESP in life and lab; tracing hidden 
channels, by Louisa E. Rhine. New York, 
Macmillan, 1967. 275p. 

8. The economics of medical care, Edited 
by M.M. Hauser. London, Allen & Unwin, 
1972. 334p. (University of York. Studies in 
economics no.7) 

9. Enrollment in Ontario Colleges of Appli- 
ed Arts and Technology: projections to 
1981/82, by Cicely Watson et al. Toronto, 
Ontario Institute for Studies in Education, 
(Enrollment projection series no.7) 

10. Final report of International Workshop 
on Communications in Family Planning 
Programs, Teheran, 1970. Edited by Robert 
R. Blake. Chapel Hill, N.C., Carolina Popu- 
lation Center, University of North Carolina, 
1971. 178p. 

11. Gynaecology for students of nursing, by 
John Cairney and J. Cairney, Sed. Edited 
and rev. by Trevor C. Svensen. Christchurch, 
New Zealand, Preyer, 1972. 252p. 

12. Introduction to asepsis; a programed 
unit in fundamentals of nursing, by Marie 
M. Seedor. 2ed. New York, published for the 
Dept. of Nursing Education by Teachers 
College Press, Columbia University, 1972. 
280p. (Nursing education monograph no.3) 
13. Mayes’ midwifery; a textbook for mid- 
wives, by Rosemary E. Bailey. 8ed. London, 
Bailliére Tindall, 1972. 530p. 

14. The medical uses of ionizing radiation 
and radioisotopes; report of a Joint 1AEA| 
WHO Expert Committee. Geneva, World 
Health Organization, 1972. S56p. (Its Tech- 
nical report series no. 492) 

15. Nutrition and diet therapy, by Sue Rod- 
well Williams. 2ed. St. Louis, Mosby, 1973. 
693p. 

16. Ontario university and college enroll- 
ment projections to 1981/82, by Cicely Wat- 
son and Saeed Quazi. Toronto, Ontario 
Institute for Studies in Education, 1969. 57p. 
(Enrollment projection series no.4) 

17. Principles of nursing, by Nancy Roper. 
2ed. Edinburgh, Churchill Livingstone, 
1973. 313p. 

18. Proceedings of annual conference, 1972. 
Ottawa, Canadian Library Association, 1973. 
101p. 


1973. Philadelphia, 


20. Paythological medicine for Giucdents, by 
John Pollitt. London, Churchill Livingstone, 
1973. 294p. 

21. Psychosocial nursing. Studies from the 
Cassel hospital. Edited by Elizabeth Barnes. 
London, Associated Book Publishers, 1968. 
31 6p. 

22. Quest for the optimum: research policy 
in the universities of Canada. Report by 
Louis-Philippe Bonneau and J.A. Corry. 
Ottawa, Association of Universities and Col- 
leges of Canada, 1972. 2 vols. 

23. Review of nutrition and diet therapy, by 
Sue Rodwell Williams. St. Louis, Mosby, 
1973. 293p. (Mosby’s comprehensive se- 
ries) 

24. Taber's cyclopedic medical dictionary. 
12ed. rev. and edited by Clayton L. Thomas. 
Philadelphia, Davis, 1973. 1 vol. R 

25. Teaching guide to accompany the sec- 
ond edition of Nutrition and Diet Therapy, 
by Sue Rodwell Williams. St. Louis, Mosby, 
1973. 85p. 

26. Twenty-fourth report of WHO Expert 
Committee on Biological Standardization. 
Geneva, World Health Organization, 1972. 
61p. (Its Technical report series no. 486) 


PAMPHLETS 

27. Applying models to the family planning 
programs of developing countries, by Curtis 
P. McLaughlin. Chapel Hill, N.C., Carolina 
Population Center, University of North 
Carolina, 1972. 33p. (Carolina Population 
Center. Program design paper 2) 

28. Brief on employer-employee relations in 
the government of British Columbia. Van- 
couver, B.C. Registered Nurses’ Association 
of British Columbia, 1972. 12p. 

29.A brief to the Minister of National 
Health and Welfare and the Ministers of 
Health of the Provinces on the delivery of 
health care and the cost of health services as 
a result of the Health action ’72 conference 
Prepared by the liaison committee of the 
CMAICNA/CHA. Ottawa, Canadian 
Nurses’ Association, 1972. 17p. 

30. Catalogue of films and filmstrips. Toron- 
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to, Canadian Cancer Society, Ontario 
Division, 1972. 19p. 
31. Implications of individual and small 


group learning systems in medical educa- 
tion; report of a WHO Study Group. 
Geneva. World Health Organization, 1972. 
29p. (Its Technical report series no. 489) 

32. Prototype agreement concerning the use 
of clinical facilities for student nurse expe- 
riences. Toronto, Ontario Hospital Associa-— 
tion, 1973. 8p. 

33. Public Affairs Committee. Pamphletsif 
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by Michael H.K. Irwin. New York, 197 F 
28p. 
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ment, by Theodore Irwin. New York, 1973. 
| Sissies 489 the Bill of Rights today, by 
Thomas I. Emerson. New York, 1973. 28p. 
37. Report of the Task Force to study the 
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38. Standards for personnel training in men- 
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handicaps. Downsview, Ont., National Insti- 
tute on Mental Retardation, 1973. 14p. 
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Canada 

39. Conference on the human environment. 
A report on Canada’s preparation for and 
participation in the United Nations Confer- 
ence on the Human Environment, Stock- 
holm, Sweden, June 1972. Ottawa, Informa- 
tion Canada, 1972. 7Ip. 
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Nursing resources in Canada. An analysis 
of the current situation, projections regard- 
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tives, by Beverly Witter Du Gas. Rev. Ot- 
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41. Economic Council of Canada. Annual 
review, 1972. Ottawa, Information Cana- 
da, 117p. 


da, 1972. 156p. 
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labour, 1971. Ottawa, Information Canada, 
1972. 536p. 

44. National Library of Canada. Research 
collections in Canadian libraries. Ottawa, 
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public health nurses, 1970. Ottawa, Infor- 
mation Canada, 1973. 45p. 
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mation Canada, 1972. 97p. 

47.—. Health manpower registered nurses, 
1971. Ottawa, Information Canada, 1973. 
66p. 

48.—. Hospital statistics, 1970. Ottawa, In- 
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ed institutions and facilities, 1973. Ottawa, 
Information Canada. 80p. 
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report, 1971. Ottawa, Information Canada, 
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51. Travail Canada. Gréves et lock-out au 
Canada, 1970. Ottawa, Information Canada, 
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on Post-Secondary Education in’ Ontario. 
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56. Alienation: alone, apart, awake, astarte, 
by Alice E. Caplin. Detroit, Mich., 1971. 
33p. (Thesis (M.Sc.N.) - Wayne State) R 

57. The comprehensive health care project: 
a preliminary study by Virginia K. Elahi 
and M. Gail MacDougall. Halifax, Dalhou- 
sie University, Dept. of Preventive Medicine, . 
Faculty of Medicine, 1972. 182p.R 

58. Falls in hospitals: a research study using 
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Elizabeth Clark. Calgary, Alberta, 1972. 
18p.R 

59. An operant conditioning program in self- 
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acting as change agents, by Therese F. Cari- 
gnan. Seattle, 1972. 77p. (Thesis (M.A.) - 
Washington) R 
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MISERICORDIA HOSPITAL, EDMONTON, ALBERTA. 
An extensive range of positions are available for 
REGISTERED NURSES, in such areas as: 1.C.U., 
SURGERY, MEDICINE, PAEDIATRICS, and OBSTE- 
TRICS. We have 555-beds in our modern, air- 
conditioned, active treatment and teaching Hospital. 
If you are interested in joining us and expanding 
Ne knowledge and experience, please apply to: 
ersonnel Department, 16940 - 87th Avenue, Edmon- 
ton, Alberta. 


REGISTERED NURSES. The Red Deer General Hos- 
pital requires nurses with an interest in a variety of 
Medical, Surgical, Obstetrical and Paediatric posi- 
tions. We have several immediate openings in our 
Progressive 240-bed hospital. Please apply to: Per- 
sonnel Department, Red Deer General Hospital, Red 
Deer, Alberta or phone 346-3321 for further informa- 
tion. 


_ BRITISH COLUMBIA 


REGISTERED NURSES — SUPERVISOR position 
available in 123-bed modern General Hospital. 
Experience and formal preparation required. RNABC 
contract in effect. a dg Director of Nursing. Mats- 
qui-Sumas-Abbotsford General Hospital, Abbotsford, 
British Columbia. 


NURSING CO-ORDINATOR (Supervisor) for Obstet- 
rical and Gynecological Services HEAD NURSE 
for Obstetrical/Gynecological ward. Progressive 
department with family-centred approach to patient 
care. Apply to: Director of Nursing, Royal Columbian 
Hospital, New Westminster, British Columbia. 


SUPERVISOR of O.R., P.A.R. & C.S.R. Depts., requir- 
ed for 86 acute-care bed pediatric hospital. Experi- 
ence essential. Post-graduate training desirable. 
Apply: Director of Nursing, Children’s Hospital, 250 
West 59th Avenue, Vancouver 15, British Columbia. 


SUPERVISOR — Evening and night rotation — re- 
quired for 86-bed acute-care pediatric hospital. 
Applicants with background in pediatrics and admi- 
nistration preferred. Apply: Director of Nursing, 
Children’s Hospital, 250 West 59th Avenue, Vancou- 
ver 15, British Columbia. 


REGISTERED NURSES AND LICENSED PRACTICAL 
NURSES WANTED FOR FULLY ACCREDITED HOSPI- 


1973. ADMINISTRATIVE, D 
GENERAL DUTY CATEGORIES IN MEDICAL-SURGI- 
CAL, PSYCHIATRIC AND ICU-CCU AREAS. MUST 
BE ELIGIBLE FOR B.C. REGISTRATION. BASIC 
SALARY $672.00. APPLY: DIRECTOR OF NURSING, 
ST. JOSEPH’S GENERAL HOSPITAL, COMOX, 
BRITISH COLUMBIA. 


EXPERIENCED NURSES required in 409-bed acute 
Hospital with School of Nursing. Vacancies in 
nedical, surgical, obstetric, operating room, pediat- 
ric and Intensive Care areas. Basic salary $672. — 
$842. B.C. Registration required. Apply: Director 
of Nursing, Royal Columbian Hospital, New West- 
minster, British Columbia. 


EXPERIENCED GENERAL DUTY NURSES — required 
for small up-coast hospital. Salaries start at $672.00. 
Residence accommodation at $25.00 per month. 20 
days annual vacation. Transportation paid from 
Vancouver, 8.C. Apply: Director of Nursing, St. 
George's Hospital, Alert Bay, British Columbia. 


GENERAL DUTY NURSES for modern 41-bed 
hospital, located on the Alaska Highway. Salary and 
personnel policies in accordance with RNABC. 
Accommodation available in residence. Apply: 
Director of Nursing, Fort Nelson General Hospital, 
Fort Nelson, British Columbia. 


WANTED: GENERAL DUTY NURSES for modern 70- 
bed hospital, (48 acute beds — 22 Extended Care) 
located on the Sunshine Coast, 2 hrs. from Vancou- 
ver. Salaries and Personnel Policies in accordance 
with RNABC Agreement. Accommodation available 
(female nurses) in residence. Apply: The Director 
of Nursing, St. Mary’s Hospital, P.O. Box 678, Se- 
chelt, British Columbia. 


GENERAL DUTY NURSE wanted for 87-bed modern 
hospital. Nurses Residence. Salary $646.00 per 
month for BC Registered. Apply: Director of Nursing, 
Mills Memorial Hospital, Terrace, British Columbia. 


MANITOBA 


INTENSIVE CARE UNIT TRAINED NURSES required 
for 120-bed General Hospital. Salary as per RNABC 
contract. Nurses’ Residence accommodation avail- 
able. Apply to: Director of Nursing, Powell River 
General Hospital, 5871 Arbutus Street, Powell River, 
British Columbia. 


GRADUATE NURSES for 21-bed hospital preferably 
with obstetrical experience. Salary in accordance 
with RNABC. Nurses residence. Apply to: Matron, 
Tofino General Hospital, Tofino, Vancouver Island, 
British Columbia. 


OPERATING ROOM NURSE wanted for active mo- 
dern acute hospital. Four Certified Surgeons on 
attenaing staff. Experience or training desirable. 
Must be eligible for B.C. Registration. Nurses 
residence available. Salary $687 per month starting. 
Apply to: Director of Nursing, Millis Memorial Hospi- 
tal, 2711 Tetrault St., Terrace, British Columbia. 


GENERAL DUTY AND OPERATING ROOM NURSES 
for modern 450-bed hospital with School of Nursing. 
RNABC policies in effect. Credit for past experience 
and postgraduate training. B.C. Registration required. 
For particulars write to: Acting Director of Nursing 
Service, Victoria General Hospital, Victoria, British 
Columbia. 


Positions available for REGISTERED NURSES for 
eneral duty in the Operating Room, Surgical, 
ntensive Care and Extended Care areas. 
REGISTERED NURSES are required for the 20-bed 
Psychiatric ward. Salaries and Personnel Policies in 
accordance with the RNABC agreement. Apply to the: 
Director of Nursing, Chilliwack General Hospital, 
Chilliwack, British Columbia. 


HEAD NURSES and REGISTERED NURSES for gen- 
eral duty required. Please apply to: Personnel 
Director, Morris Hospital District No. 25 & Red 
River Valley Lodge, Inc., Box 519, Morris, Manitoba, 
ROG 1K0. 


ADVENTUROUS NURSES: A registered non profit 
Organization seeks Canadians to share in 2 yr. 
academic excursion to Latin America. Task: to 
promote greater awareness of Canada on cultural & 
educational lines; to lecture on various subjects from 
arts to applied & pve sciences; to drive 55,000 
miles along Pan American Hwy., throughout 17 
countries. Requirements: should be self solvent; have 
good knowledge of Canadiana and be versed in 
contemporary Latin American developments; must 
speak French, Spanish, or Portuguese although other 
ethnic tongues ie. German, Austrian, Italian an asset. 
Couples welcome to apply providing mate can con- 
tribute. Preference given to University graduates. — 
Reply with short resume & telephone number to: 
Canadians Introducing Canada Inc., P.O. Box 601, — 
Winnipeg, Manitoba R3C 2K3. 


NEWFOUNDLAND 


GENERAL DUTY NURSES required for 37-bed active 
treatment hospital in South-West Newfoundland. | 
Salary and policies in accordance with Provincial 
contracts. dations available in residence. — 
The hospital serves 18,000 people and is located 

a community of 6,000. Enquiries should be direc! 

to: Director of Nursin annel Hospital, Chann 
Port aux Basques, NowYeundiand: 4 
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BE WELL SUITED 
THIS FALL IN 
WHITE SISTER’S 
NEWEST PANT SUIT 
FASHION IN WHITE 
OR PROFESSIONAL BLUE 


FEEL AS ELEGANT AS YOU WILL LOOK 
in this classic Pant Suit. 


Invisible front zipper closure. 
White Sister action back. 


1431 


“ROYALE CORDED” knit, corded stitch 
polyester blended with nylon 


Sizes 8-20 
White about $25.00 
Pale Blue about $26.00 


1431 \5 » - ee 
“S Bae FALL FASHIONS AVAILABLE AT FINE STORES ACROSS CANADA 


CAREER A’PAR: 


RESPIRATORY INTENSIVE CARE 


NURSING ep 
Beth Israel Hospital, Boston 

. A comprehensive presentation of current inter- 
disciplinary practices in respiratory and nursing 


care. 
Little, Brown April 1973 $10.95 


COMMUNICATION IN NURSING 
PRACTICE () 


Hein 

. Presents a simple, formal model of the com- 
munication process between nurse and patient, but 
emphasizes the need to use variety in meeting 
variety. 
Little, Brown July 1973 about $6.50 


LEADERSHIP TECHNIQUE IN EXPECTANT 10 
PARENT EDUCATION 
2nd edition Clark 
. Designed to equip the nurse instructor to con- 
duct well planned educational sessions for pros- 
pective parents. 
Springer June 1973 $4.50 


Recent relea 


for clinical 
competence 


THE BODY’S RESPONSE TO TRAUMA: 
Fractures 
Clissold 

In this programmed text, fracture is used to 
demonstrate the responses of the cells of the body 
to trauma. 
Springer June 1973 $6.75 


WINTERS’ PROTECTIVE BODY 
MECHANICS: A Manual for Nurses 
Bilger and Greene 

. Concentrates on the physical and physiological 
principles underlying the body movements that need 
to be initiated to achieve therapeutic objectives in 
patient care. 


Springer y 1973 $6.25 
ADMINISTERING NURSING SERVICE 
DiVincenti 


. A straight forward presentation of everyday 
approaches to the management of nursing services 
and the application of management theories to the 
care of patients. 

Little, Brown December 1972 $10.95 
BASIC MICROBIOLOGY - Third Edition 
Volk and Wheeler 

. This edition meets all the criteria for a one 
semester course for students of nursing and allied 
health fields. 

Lippincott May 1973 $12.75 
PERSPECTIVES IN HUMAN 
DEVELOPMENT: Nursing Throughout 
the Life Cycle 
Sutterley and Donnelly 

. Emphasizes a multi-disciplinary, holistic view of 
man, the promotion and maintenance of health as 
well as intervention in times of physical, emotional 
and social stress. 
Lippincott May 1973 $8.75 


MONITORING CENTRAL VENOUS eu aaaie Ae delle biggie cing 
PRESSURE: A Programmed Sequence : A Community Approac 
Krueger Morgan and Moreno i : ait 
. A programmed text on the aspects of central woe Reflects the dynamic quality of psychiatric care 
f F : in a community setting and desirable colleague re- 
ee eee eon mOcon During. lationships required for successful treatment of the 
Springer June 1973 $4.25 be idlegt 
emotionally disturbed. 
EFFECTIVE APPROACHES TO PATIENT Lippincott May 1973 flexible cover $5.95 
BEHAVIOR CRITICAL CARE NURSING 
Lipkin and Cohen Hudak, Gallo and Lohr 
. .. How the nurse should approach an emotionally . A comprehensive course in the area of critical 
disturbed patient when giving direct nursing care. care nursing unexcelled in depth and content. 
Springer June 1973 $5.50 Lippincott August 1973 about $9.95 
Please send me the book(s) whose number(s) | have circled 
1 5 9 
2 6 10 
3 7 11 
Serving the health professions in & 8 12 
Canada since 1897 
J. B. Lippincott Co. of Canada Ltd. Ce ore TE. Pines SB ns Bethy tees SRI. ee otc ERENCE OOP re P Secthin tee 
75 Horner Ave. N As 
Toronto, Ontario M8Z 4X7 UO Og eae ae Le Seer Eas eo er ce gy ie en to Position ¢:..2.ciscshene ee eee 
Representing in Canada: ‘ 
Little, Brown and Company LT eh ees ee se ae as Previnee tse tcc yee ie Postal Code ........0......6.08. 
Blackwell Scientific Publications Ltd. (O Payment enclosed (send postpaid) 1 Use my GChargex number ............ccccccccssesssessesseeee 
Springer Publishing Company, Inc. Books may be returned within 15 days (Charge and bill me CN8-73 
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chairman referred to ‘‘th 
Mexico — music, charm, and 
ty.” There was mariachi m 
spicy food, and a waiter ry wish- 
edme “the sleep of the little angels” ¥ 
as | left after the late Mexican din-— 
ner hour. 

But the business sessions were 
dismaying: few nurses recognized 
the needs and desires of nurses 
from countries struggling to estab- 
lish health care and to increase 
professional autonomy. att 

The words: colleague, collégue, 
and colega were used frequently ; 
during the congress. But, | wonder- 
ed, who are our colleagues? White, 
middle-class, North Americans? 

The ICN Council of National 
Representatives is not solely re- 
sponsible for the lack of internation- 
alism in decisions made at the 15th 
quadrennial congress. These rep- 
resentatives can take positions only 
sightly ahead of their constituents. 

Reports of ICN officers and com- 
mittees clearly forecast the result 
of alternative actions. Nevertheless, 
national interests won over inter- 
nationalist choices by a big majority 
when decisions were voted on — 
decisions to provide ICN with the 
slenderest of budgets, while open- 
ing the opportunity of ICN member- 
ship to nursing personnel other 
than registered nurses and to nurs- 
ing sections of multidisciplinary 
groups, such as unions. 

To recruit and provide services 
to a disparate group of members 
will require travel for staff and offi- 
cers, correspondence, representa- 
tion with other international groups: 
in other words, money. 

“Nurses in our country don’t feel 
they need ICN,’”’ someone from a 
country in the European Common 
Market told me. In Mexico City, six 
national associations — four from 
Africa, one each from the Carib- 
bean area and from South Amer- 
ica — were admitted to ICN mem- 
bership. The nurses of these coun- 
tries believe they need ICN. And a 
strong ICN needs funds for staff 
and services. 

The ICN budget will come up 
again at the CNR meeting in Singa- 
pore in 1975. Canada, as the sec- 
ond-largest member association of 
ICN, can have an impact on that 
discussion. Our concern for nurses 
and nursing, especially in countries 
outside North America and northern 
Europe, should lead us to support a 
fee increase to provide ICN with the 
funds to do what can be done only 
at the international level. —D.S.S. 
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Name will be withheld at the writer’s request. 
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ts on May article 
ay 1973 issue, Dirksen and 
s article “Surgical Separation 
Conjoined Twins” provided a detail- 
( ett of nursing objectives 
e for these twins. 
rticularly impressive was the total- 
the care, which included measures 
ich as promoting social and sensory 
development and normal parent-sibling 
relationships. Including the family in 
the care was a fundamental issue. 
_ There was, however, one aspect of 
the article that was a disappointment. 
_ Although there was a full account of 
the preparation and equipment for 
‘ surgery, there was no information as to 
} how this surgical separation was ac- 
tually carried out. Surely there is a 
place in nursing journals for this in- 
formation. — Catherine Harrop, stu- 
dent, McMaster University School of 
Nursing, Hamilton, Ontario. 


Author replies 

Before writing the article, Dorothy 
Mielicke and I discussed whether the 
surgical procedure, surgical statistics 
on successes, and etiology and classi- 
fication of conjoined twins should be 
included in the article. As we thought 
they were not directly related to nurs- 
ing nor to nurses’ responsibilities, they 
were not included. 

As the surgical procedure has been 
well documented in medical journals, 
we believed that persons interested in 
these details would consult our refer- 
ences. — W.S. Dirksen, _ assistant 
director, special services, University of 
Alberta Hospital, Edmonton, Alberta. 


Insulted by article 

It was with delight that I saw the picture 
of coinjoined twins on the May cover 
of The Canadian Nurse. | only wish I 
had shared the same delight with the 
article! In a decade in which nurses 
are striving for an expanded role and 
recognition of their potential in total 
health care, I found this article an 
insult to my intelligence. 

How can we hope to become nurse 
practitioners when our national (and 
compulsory) magazine prints, and our 
leaders produce, kindergarten material? 
If this 1s the level of understanding, | 
suggest we all go back for retraining or 
possibly recycling! 
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Do we not have the common sense 
to know what isolation technique is, 
without being told to wash our hands? 
Do we have to be retold five times in a 
five-page article that physical contact 
leads to emotional security? Is_ it 
important or even interesting that 
Edmonton nurses begin work at 0700 


-hours? Are hospitalized infants not 


usually bathed? I could continue. 

Please, sister nurses, let’s graduate 
from diapers into training pants. — 
Elisabeth Vincent, Regina, Saskatche- 
wan. 


June issue unique 

The June issue of The Canadian Nurse 
was indeed unique, with the inclusion of 
the article by K.G. DeMarsh, “Red 
Cross Outpost Nursing in New Bruns- 
wick.” 

Ms. DeMarsh vividly shows that 
“nurses are prepared to meet the con- 
tinually changing and emerging 
demands for their services.” In 1946, 
the demands were met by a registered 
nurse on Miscou Island. Today, RNs 
are prepared to meet the demands of the 
twentieth century in a similar way. 

Do nurses need a course in the role 
of the nurse practitioner or nursing in a 
primary health care unit? Perhaps they 
do in today’s society. But Ms. De- 
Marsh’s article makes us stop and 
wonder what “primary health care” 
really means. — Thelma 1. Potter, 
Assistant Professor, The University of 
Western Ontario, Faculty of Nursing, 
London, Ontario. 


Kudos 

The following letter was received by 
Dr. Helen K. Mussallem, CNA execu- 
tive director. We believe it is of interest 
to our readers — Editor. 

I am writing to express my thanks to 
your association and to Margaret Par- 
kin, CNA’s librarian, for your excel- 
lent cooperation with our Center. 

We have just arranged to borrow 
masters’ theses and reports from your 
collection for abstracting for our journ- 
al, Abstracts of Hospital Management 
Studies. 

You should be very proud of your 
collection of research material on nurs- 
ing and the publication of the issues of 
“Addendum.” I am sorry to say we 


have nothing as good in the United 
States. 

Since our journal is read in 35 or 40 
countries outside of Canada and the ~ 
USA, your collection will be having 
quite an international impact through 
the description of this material in Abs- 
tracts of Hospital Management Studies. 

Please feel free to call on our Center 
for anything you think we might be 
able to do for your association. — 
Lewis E. Weeks, Ph.D., Editor, Ab- 
stracts of Hospital Management Stud- 
ies, The Cooperative Information 
Center for Hospital Management Stud- 
ies, The University of Michigan, Ann 
Arbor, Michigan, U.S.A. 


Intrigued with June cover 

As a proprietor of a general store, | 
was intrigued with the cover of your 
June issue. 

Would it be possible to obtain the 
drawing from the artist? | wish to make 
a poster blowup of the picture, which 
will hang near the potbellied stove in 
my store. —D. Butson, Northbrook, 
Ontario. 


TM relieves stress 
I recently discovered an_ excellent 
method for relaxation, which I would 
like to share. 

Anyone who suffers from head- 
aches, tension, or insomnia should try 
TM — Transcendental Meditation. I 
discovered it almost a year and a half 
ago and find it is most satisfying for 
relieving stress symptoms. 

TM is a technique taught by the 
followers of the Maharishi Mahesh 
Yogi. That may seem far out to some, 
as it did to me initially. However, 
when a friend took me to a couple of 
lectures, 1 was pleasantly surprised. 

By this simple technique, the indivi- 
dual can achieve a profound state of 
relaxation and rest. The technique 
alleviates the built-up stress and tension 
in the body; by so doing, it frees the 
stress built up in the person’s mind. By 
relieving this physical and emotional. 
stress, the individual can enjoy other 
aspects of himself and his environment 
that are otherwise hidden. With these 
other aspects unveiled, the individual 
can develop himself more fully. 

This technique is simple — anyo 
can learn it. It requires no chang 
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s beliefs, m: 
njoyable, and makes soci 

_ more fulfilling. = 
In a stress-ridden world, a technique 
for achieving rest and alleviating ten- 
sion is most beneficial and necessary. 
There are many centers in Canada for 
learning TM. Everyone can take in a 
lecture and find out for himself. — 
Tamara Zujewskyj, Edmonton, Alberta. 


OR nurse is puzzled 

I am a Roman Catholic nurse, or should 
I say | am a nurse and a Roman Cath- 
olic? This may sound ridiculous, but I 
find it puzzling. 

I work in a large hospital with 13 
operating rooms, and have been con- 
fronted by my superiors for refusing to 
ema eae in therapeutic abortions. 

ecause of a shortage of staff, I have 
been informed that this “little whim” 
of mine cannot be accommodated. 

I have been practically ordered not 
to pull stunts like this again! Obviously, 
something that is of great importance 
to me, something that is against all 
my religious convictions, is nothing 
but a capricious fancy. 

The essence of nursing is to help 
conserve life. True, the world is 
changing and nursing must keep up 
with events, but has it changed so 
drastically as to destroy a person’s 
dignity? Is this what all those years of 
education and experience amount to? 
Is it because doctors decide who should 
or should not live that the nurses’ re- 
sponsibility is to be an accomplice to 
murder? Yes, murder, for that is what 
it really is. 

If patients can obtain an abortion, 
surely they can easily find ways of pre- 
venting conception, or doesn’t life 
begin at conception anymore? 

Am | a poor nurse because | value 
life so much? Do I deserve to be 
ostracized for having a conscience and 
a strong personal feeling that an un- 
born child has the right to live? 

As an operating room nurse, is my 
responsibility to the woman having 
an abortion, taking the unborn child 
for granted as if it were not at all hu- 
man but a thing?— RN, Alberta 
(name withheld on request). 


Emphasis in nursing changes 
In recent years there has been a chan- 
ging emphasis in nursing. When nurs- 
ing education took place in hospitals, 
there was a structured approach to 
students and patients, involving long 
hours of what is now called “service.” 
If hospital staffs were reduced a little 
__ and were coordinated with the teaching 
agency, extra experience might benefit 
_ a student who has an experienced teach- 
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r the hospital nurs 
student self-concept and sense | 
sponsibility would be enhanced. 

In the transition of nursing educa- 
tion from hospitals to colleges, there 
has been decreasing concern for the 
patient. There are still, of course, many 
nurses who work devotedly to give good 
care. 

The confusion in health services has 
had an impact on hospital nurses and 
nursing teachers. We are all caught in 
many cross-currents of ideas, job de- 
mands, and constant changes. As pro- 
fessional nurses, we have been taught 
to give patients good care. This implies 
responsibility, which many have aban- 
doned. 

We owe it to each patient to give 
optimum care. We do not need nursing 
care plans or written orders for every- 
thing we do for a patient, but we need 
initiative, thoughtfulness, and purpose. 

Our focus should be the patient — 
but is it? Why do we see patients with 
pressure sores or with badly coated 
tongues? Why do patients say: “I 
haven’t had my back or feet washed 
since your student was here three or 
four days ago?” Why are trays, with the 
cutlery unwrapped and the tea not 
poured, put in front of elderly and 
weak patients? Why do patients who 
are dying, are in pain, or hesitate to 
complain, have to endure so many hours 
without sedation? 

Students see the attention people need 
when they are ill. How can we teach 
them to maintain their sense of integ- 
rity and responsibility? 

Nursing a patient on a general floor 
involves care we would want for our 
families or ourselves. Everything we do 
for a patient is “service.” We are there 
to support him, care for him, teach 
him, and rehabilitate him if we can. 
RN, Ontario (name withheld on re- 
quest). 


Advice for nurses in NWT 

The Northwest Territories Registered 
Nurses Association is a voluntary or- 
ganization, presently operating with a 
steering committee of six members. 

The Nurses Ordinance, passed in 
January 1973 by the NwrT Territorial 
Council, has no regulations and so is 
not yet operational. When this ordi- 
nance comes into effect, nurses in the 
NWT will have to obtain a licence to 
practice before working as RNs. 

All nurses will be informed when it 
is necessary to become licenced in the 
NwT. In the meantime, nurses working 
in the NWT are advised to keep their 
provincial registration current. — 
Jeanette Plaami, secretary, steering 
committee, NWT Registered Nurses 
Association, Yellowknife. we 
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Who makes surgeons’ 
gloves for the giants 
of skill who are 


small in stature 
and wear 
size 5/2 


a 


Perry!. . Naturally! But why? —Because small in stature doesn’t mean small in the 
appreciation of proper fit and other features and benefits that have made Perry the 
most widely used latex surgeons’ gloves—in any size! Like all Perry Latex Surgeons’ 
Gloves, size 52s have beaded wrists for added protection and strength, whisper thin 
palms to lessen hand fatigue, exclusive Dermashield® process that provides a durable 
hypo-allergenic finish and packaging to fit your preferred dispensing technique. If 
you'd like a sample of Perry Latex Surgeons’ Gloves, please write us. By the way, you 
don't have to wear size 52, we'll send you the size gloves that fit you. 


erry gloves 


A PRODUCT OF 
AFFILIATED MEDICAL PRODUCTS LIMITED 


90 Commercial Ave., Ajax, Ontario 


CNA Demonstration Nursing School 
Celebrates 25th Anniversary 


Windsor, Ont. — Graduates of the Met- 
ropolitan (Demonstration) School of 
Nursing, which was the brainchild of 
the Canadian Nurses’ Association, 
recently celebrated the 25th anniversary 
of the school’s founding. 

CNA “conceived the idea of the 
demonstration school, made its estab- 
lishment possible, organized it, and 
was responsible for its administration. 
The Canadian Red Cross provided 
most of the financial support,” accord- 
ing to an evaluation report on the 
school, written by A. R. Lord in 1952. 

The Metropolitan School opened on 
January 9, 1948 and closed in Septem- 
ber 1952. Eighty-seven nurses graduat- 
ed in the four classes of the school’s 
two-year program. Forty-three of these 
een and one teacher, Margaret 

cPhedran, met in Windsor for the 
reunion dinner on June 16, 1973. 

Dr. Helen K. Mussallem, executive 
director of CNA, represented the asso- 
ciation at the celebration; Dr. Helen 
McArthur Watson, president of CNA at 
the time of the Metropolitan demon- 
stration and, later, nursing director of 
the Canadian Red Cross, represented 
the Red Cross. 

“This demonstration school and the 
evaluation report (Lord Report) led 
the revolution of nursing education in 
North America,” Dr. Mussallem told 
The Canadian Nurse. 

“Looking back, the Metropolitan 
School and its evaluation may have 
been one of the most significant things 
CNA has done. The evaluation gave a 
strong base for subsequent studies and 
a great push to get nursing education 
into the general education stream. It 
pointed the way to reform in nursing 
education,” she said. 

The records of students from the 

_ Metropolitan School are kept at CNA 

_ House. “We send out transcripts, just 
as any nursing school does,” Dr. Mus- 
sallem said. “CNA is, in effect, the alma 
mater of the Metropolitan graduates.” 

Information about Metropolitan 
graduates, gathered by an alumna, 
showed that 45 of the school’s graduates 
are presently active in nursing practice. 
Contact is maintained with 84 of the 
87 graduates; one is dead, and contact 
has been lost with two. 

Graduates came to the 25th anni- 
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Hospital and the Ni 
The Queen unveil 
the new hospital building. 


Queen Talks With Nursing Students 


Queen Elizabeth stopped to speak to some of the nurses from Mount Sinai 


tingale school of nursing during her June visit to Toronto. 
a plaque at Mount Sinai Hospital, marking the opening of 


versary trom across Canada, including 
nurses from British Columbia and 
New Brunswick; two came from the 
USA and one each from Africa, Taiwan, 
and New Guinea. 


ANPQ Goals Reflected 

in New Quebec Legislation 

Quebec City — The Code of the Pro- 
fessions and the Nurses’ Act, passed by 
the Quebec legislature in July, contain 
all the recommendations made by the 
Association of Nurses of the Province 
of Quebec (ANPQ). 

Under the new Nurses’ Act, the 
ANPQ has control of admission to 
nursing education programs. 

Under the new professional code, 
professional associations and the Que- 
bec ministry of education are jointly 


responsible for education. 

The extended role of the nurse is 
protected by the new definition of nurs- 
ing. The ANPQ wanted the definition to 
include the right to “teach” clients, but 
the new law gives nurses the responsi- 
bility for “informing” them. 

The annual meeting of the ANPQ 
will continue to make decisions by an 
assembly of voting delegates — one 
delegate for every 75 members — 
rather than through universal suffrage, 
as the code had originally proposed. 

A report of ANPQ positions on issues 
in the legislation appeared in News, 
June 1973, page 10. 

Rachel Bureau, president of ANPQ, 
said of the new laws, “The legislators 
have given us the tools; if nurses want 
to, the scope of their work can be enor- 
mously enlarged.” 
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and publicity. 


—For the first time in 
ar history of the College of 
of Ontario (CNO), registered 
irsing assistants elected their Bi 
sentatives to the council of the College 
tly. The College of Nurses is the 
uutory body responsible for stand- 
‘< ds of education and practice of RNs 
d RNAs in Ontario. 
_ Sixteen RNs and seven RNAS were 
elected to the council to represent the 
_ six regions of the province for a three- 
ie term that began in June 1973. 
ver 69,000 registered nurses and 
over 24,000 registered nursing assist- 
ants elected council members for their 
__ respective groups. 
J Prior to this election, the council 
: had one representative of the RNAs, 
appointed by the Association of Ontario 
Registered Nursing Assistants. The 
Registered Nurses’ Association of 
Ontario appointed four members to 
previous councils; the RNAO has no 
appointees on the new council. 

RNAS are not yet members of the 
CNO but government legislation to 
extend membership to them is before 
the Ontario legislature. 

In a brief presented to the Ontario 
government in May 1972, two CNO 
recommendations were that all nurses 
and all nursing assistants granted 
certification by the College should be 
members of the College, and that all 
members of the College should elect 
representatives from among their 
members to serve on the CNO council, 
along with lay representatives. (News, 
June 1972, page 11.) 


CNF Members Elect Directors 
And Delete Committees 

Ottawa — At the annual general meet- 
ing of the Canadian Nurses’ Founda- 
tion (CNF), held in CNA House on June 
7, nine nurses were elected to the 
board of directors. By a bylaw change 
approved at the meeting, these directors 
will serve a one-year term so that, be- 
ginning in 1974, the CNF directors’ 
term of office will coincide with that 
of the CNA directors; from 1974 on, 
the CNF term will be two years. 

Those elected were: Beverly Du Gas, 
Ottawa; Gay Engensperger, Vernon, 
B.C.; Roseanne Erickson, Calgary; 
Dorothy Gill, Halifax; Denise Lalan- 
cette, Sherbrooke; Fay McNaught, 
Winnipeg; Joyce Nevitt, St. John’s; 
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th n of two stand- 
: finance, and education 

. The selections and re- 

search committees were retained. 

The board decision to rescind a 
motion from the 1972 annual meeting 
was ratified. (News, December 1972, 
page 11.) 

Ten CNF fellowships, with a total 
value of $31,500, have been awarded 
for 1973-74: nine for study at the 
master’s level and one for doctoral 
study. Names of the recipients will be 
published in the near future. In the 11 
years of the CNF’s existence, 144 aca- 
demic years of graduate study have 
been supported. 

The CNF secretary-treasurer, Dr. 
Helen K. Mussallem, said in her annual 
report: “The viability of CNF is de- 
pendent on a few nurses with a large 
commitment .... Correspondence re- 
veals that many of these nurses have 
never had — nor will have — the op- 
portunity to engage in graduate study. 
But they believed in the goals of the 
Foundation and because of them it is 
alive and well and living in Canada.” 

Eleven members of the CNF, includ- 
ing the president, Geneva Purcell, at- 
tended the annual meeting; six came 
from outside Ottawa, one from Ottawa, 
two were CNA staff, and two were CNF 
staff. It was uncertain for a time wheth- 
er attendance would reach the necessary 
quorum of ten. 

The next CNF annual general meet- 
ing will be held during the 1974 CNA 
annual meeting and convention in Win- 
nipeg in June. 


It’s Winnipeg In ’74 


SS 


The Gateway to the West swings 
both ways — join nurses from across 
Canada at CNA’s annual meeting and 
convention in Winnipeg, June 16 
to 21, 1974. There is murky water 
(Cree meaning of Winnipeg) at the 
juncture of the Assiniboine and Red 
Rivers, but if you can see your way 
clear to come, you'll have a “buffalo 
of a time!” (No whales in the Red 
River!) 


Vancouver, B.C. — Some 1,800 regis- | 

tered and psychiatric nurses employed | 
in the British Columbia civil service 
have received salary increases retro- 
active to April 1, 1973. 

Nurses who earned less than $750 
a month received a $75-a-month salary — 
increase, and those who earned more 
than $750 received an increase of 10 
percent. The government also agreed 
to increase nurses’ night responsibility 
pay from $5 to $15 a month. 

Nora Paton, director of personnel 
services for the Registered Nurses’ 
Association of British Columbia, and 
Dwight Wenham, executive secretary 
of the B.C. Psychiatric Nurses’ Asso- 
ciation, met with the Provincial Secre- 
tary in May. 


First Nurses’ Strike In Alberta 

Ends With 24.7 Percent Pay Increase 
Calgary, Alta. — Public health nurses 
employed by the city of Calgary went 
on strike May 31 after the city rejected 
a conciliation board majority award. 
The nurses had accepted the majority 
award, but the City accepted the minor- 
ity decision made by its appointee to 
the board. 

On the first day of their seven-day 
strike — the first by nurses in Alberta 
— the nurses set up picket lines at City 
Hall and at city installations. At City 
Hall, the major picket line of some 40 
nurses kept most employees from re- 
porting for work. That day, approxi- 
mately 900 city employees stayed away _ 
from work. 

Support for the nurses came from city 
workers even though the nurses indi- 
cated they were not asking other unions 
for help. The work stoppage by the 
city employees lasted only one day, but 
some union spokesmen hinted at 
further action if the strike continued. 

The collective bargaining dispute that 
led to the strike resulted from the city’s 
salary offer, which was 1.5 percent 
below the conciliation board’s award 
and would have meant lower rates at 
the end of the contract. Another sore 
point was that the public health nurses 
were among the lowest-paid in Alberta. 

Lynn Skillen, chairman of the nurses’ 
negotiating committee, summed up the 
situation after seven days of striking, 
when the nurses were considering the 
city offer of 24.7 percent over three 
years. 

“Our efforts have been effective, but 
the longer we strike, the less effective 
we are. We all want an acceptable 
settlement, but we must recognize .. . 
there has to be face-saving on both 
sides, Ms. Skillen said. i ‘ 


+ 


_ sides. Only as a means of reaching a 


MPa cetastl vagicietns’ an’ alte 
native to the fixed positions of both 


settlement, we suggested a change in the 
length of the contract. The city said 
OK... 36months.... 

“On the positive side, there is some 
catch-up with the rural health units 
involved in the proposal. The end of 
the contract leaves us in the second 
year of other city contracts and this 
could be to our advantage,” Ms. Skil- 
len told the nurses on strike. 

She added that the experience the 
nurses gained during their negotiations 
would be effective in the next round 
of bargaining. The strike vote was 70 
to 7 in- favor of accepting the city’s 
offer. 

Under the new contract, a public 
health nurse I with a degree will receive 
a salary, retroactive to January 1, 1973, 
between $681 and $873 a month. As of 
January 1, 1974, the salary will range 
from $729 to $934; beginning January 
1, 1975, it will range from $865 to 
$1,107. 

The Calgary public health nurses 
provide family services, provide health 
services to the city’s schools, make home 
visits, teach nursing students, and con- 
duct baby and immunization clinics. 


Nipawin Nurses’ Association Case 
Argued Before Supreme Court 
Ottawa — The case involving a Sas- 
katchewan staff nurses’ association’s 
application for certification as a collec- 
tive bargaining agent was heard by five 
judges of the Supreme Court of Canada 
June 18. The appeal to this court was 
made by the union opposing the nurses’ 
application. 

Lawyers for the Service Employees 
International Union (SEIU) and for the 
Saskatchewan Registered Nurses’ Asso- 
ciation repeated the arguments that 
were given before the Saskatchewan 
labor relations board in the fall of 1972 
and the subsequent hearing by the prov- 
ince’s Court of Appeal (News, June 
1973, p. 16). The board’s decision to 
dismiss the application was overturned 
by the court, which instructed the board 
to rehear the case according to law. 

SEIU lawyer George Taylor backed 
the board’s decision to dismiss the ap- 
plication on the grounds that the Nipa- 
win association was dominated by 
SRNA. Under the Saskatchewan Trade 
Union Act of 1972, any organization 
considered ‘“‘company-dominated”’ 
cannot qualify as a trade union. 

The Trade Union Act defines a com- 
pany-dominated organization as a labor 
organization whose formation or ad- 
ministration has been dominated or 
interfered with by an employer or em- 


| ployer’s agent or who has received 
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environment. 


The-need for nursing is universal. Inherent in nursing is respect for life, 


ICN Code For Nurses: Ethical Concepts Applied To Nursin 


The fundamental responsibility of the nurse is fivefold: to promote 
prevent illness, to restore health, to alleviate suffering, and to create a spi 


1 i 


dignity, and rights of man. It is unrestricted by consiaerations of nationality, rac 

creed, color, age, sex, politics, or social status. ne 
Nurses render health services to the individual, the family, and the community, 

and coordinate their services with those of related groups. eS 


Nurses and People 


The nurse’s primary responsibility is to those people who require nursing care, 


The nurse, in providng care, respects the beliefs, values, and customs of the 


individual. 

The nurse holds in confidence 
sharing this information. 
Nurses and Practice 


personal information and uses judgment in 


The nurse carries personal responsibility for nursing practice and for maintain- 


ing competence by continual learning. 


The nurse maintains the highest standards of nursing care possible within the 


reality of a specific situation. 


The nurse uses judgment in relation to individual competence when accepting 


and delegating responsibilities. 


The nurse, when acting in a professional capacity, at all times maintains stand- 
ards of personal conduct that reflect credit upon the profession. 


Nurses and Society 


The nurse shares with other citizens the responsibility for initiating and support- 
‘ing action to meet the health and social needs of the public. 


Nurses and Co-Workers 


The nurse sustains a cooperative relationship with co-workers in nursing and 


other fields. 


The nurse takes appropriate action to safeguard the individual when his care 
is endangered by a co-worker or any other person. 


Nurses and the Profession 


The nurse plays a major role in determining and implementing desirable stand- 
ards of nursing practice and nursing education. 
The nurse is active in developing a core of professional knowledge. 


The nurse, acting through the professional organization, participates in 

establishing and maintaining equitable social and economic working conditions in 
nursing. 
This amended version of the Code proposed by the professional services committee 
of the ICN was approved by the Council of National Representatives at the 15th 
quadrennial congress in Mexico City in May. The finalized version will be pub- 
lished in the near future by ICN. 

Ingrid Hamelin, Finland, chairman of the professional services committee for 
1969-73, noted that the Code approved in 1965 had reference, in the introductory 
statement, to the Human Rights declaration and the Geneva Convention. “These 
do not appear in the new Code. They are too important not to be officially adopt- 
ed by the ICN. The Declaration of Human Rights was adopted in Dublin in 


POG 


Canada moved that the CNR endorse the Red Cross rights and duties of 
nurses under the Geneva Convention of August 1949. The motion was carried. 


financial or other support from an 
employer or its agent. An employer’s 
agent is defined as a person or asso- 
ciation acting on behalf of an employer. 

Mr. Taylor said SRNA includes many 
nurses performing functions that are 
managerial in character, and a collec- 
tive bargaining agent (in this case, the 
Nipawin association) must be independ- 
ent of employers’ influence. 

But the crucial question, he told the 
judges, was whether the labor relations 
board had the right to make the decision 
it made with regard to the Nipawin ap- 


plication. He argued that the board had 
the right to be wrong, and its decision 
could not be overruled. (The Trade 
Union Act says there is no appeal from 
the board’s orders or decisions.) 

SRNA lawyer Donald MacPherson 
contended that the labor relations 
board went outside the jurisdiction of 
the Act since the board did not say 
that any members of SRNA’s council 
were acting on any employer’s behalf. 
He added that evidence showed this 
was not the case. 

(Continued on page 12) 
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New 8th Edition! 


Mosby's Comprehensive 
Review of Nursing 


A close examination of the entire spectrum of nursing, this 
thoroughly revised edition correlates nursing arts and basic 
science knowledge with clinical nursing. Expanded chapters 
on medical-surgical nursing and pediatric nursing now 
encompass pertinent material on communicable diseases 
and orthopedics, A broader view of rehabilitation nursing 
replaces restorative care. The fundamentals of nursing 
chapter has been completely revised to include material on: 
basic concepts of health; the changing of health care 
systems; the problem-solving process; the planning, imple- 
mentation, and evaluation of nursing care; and basic nursing 
procedures. 


By an editorial panel of 12, September, 1973, 8th edition, approx. 
632 pages, 714” x 10%”, 44 illustrations, About $11.05, 


A New Book! Douglass 


Review of Team Nursing 


(Mosby’s Comprehensive Review Series) 


The easily understood question and answer format gives 
students an opportunity to assess their responsibilities in 
team oriented care. In the section dealing with emergence 
of nurse leaders, the necessary personal qualifications as 
well as the mechanics of effective leadership are noted 
along with recommendations for delegation of responsibil- 
ity. An analysis of group processes, evaluation processes 
and systems of communication confirms the advantages in 
nursing care which result from successful utilization of 
team concepts. 


By LAURA MAE DOUGLASS, R.N., B.A., M.S. September, 1973. 
Approx. 176 pages, 54%” x 8%”. About $5. 20. 
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New Volume IV! 


Current Concepts in 
Clinical Nursing 


Nursing comes alive for students in articles dealing with the 
most vital and current topics in psychiatric, pediatric, 
maternity, and medical-surgical nursing. The psychiatric 
nursing section identifies major problems confronting 
nurses in this field and discusses the nurse as a therapeutic 
agent working with persons in other health disciplines. 
Implications for all phases of the life-cycle are explored in 
the maternity nursing section, including such topics as the 
abortion controversy and the nurse and human sexuality. 
The medical-surgical section features articles on patients 
with thermal and cervical cord injuries and legal aspects of 
nursing. Pediatric nursing articles emphasize the need to 
work with children in their total family situation. 

Edited by EDITH H, ANDERSON, R.N., Ph.D.; BETTY S. 
BERGERSEN, R.N., Ed.D,; MARGERY DUFFEY, R.N., Ph.D.; 
MARY LOHR, R.N.,, Ed.D.; and MARION H. ROSE, R. N., Ph.D.; 


with 43 contributors. October, 1973. Approx, 448 pages, 7x 10”. 
37 illustrations in 29 figures. About $17.80. 


INSTRUCTOR’S NOTE: To receive a complimentary copy ey 


f 


firsthand evaluation, write to the Textbook Department mentioning ‘ 


your position, course and enrollment. 
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ealthful curiosity. 


Seven texts answer the critical questions baa 
of tomorrows nurses. 


New 7th Edition! Grif fin-Griffin 
History and Trends of 
Professional Nursing 


This updated version of a classic enables students to view 
nursing’s latest trends in historical perspective. Emphasizing 
the evolutionary role of women in today’s society, the 
authors offer new discussions on: ‘female liberation’’; 
abortion laws; legal aspects; research; the ladder concept; 
continuing education in nursing; the “nurse practitioner”’; 
and more. A new insert on the nurse’s right to attend 
college under the G.I. Bill of Rights is included as well as 
new material on university and college schools of nursing, 
accreditation for junior colleges, and the American Associa- 
tion of Deans of College and University Schools of Nursing. 
Ten new biographical sketches provide valuable insight into 
nursing history. 

By GERALD JOSEPH GRIFFIN, B.S., M.A., Ed.D., R.N.; and 
JOANNE KING GRIFFIN, B.S., M.A., R.N.; with a special unit on 


Legal Aspects by ROBERT G. BOWERS, B.A., J.D. July, 1973. 7th 
edition, approx, 384 pages, 7’ x 10”’, 62 illustrations, A bout $9.45, 


A New Book! McInnes 


Controlling the Spread 
of Infection 


A Programmed Presentation 


Requiring no prior knowledge of microbiology, this new 
book lays the groundwork for infection prevention and 
control in an easily understood programmed learning 
method. The author briefly presents basic information on 
sources of infection; the interrelationship between micro- 
organisms and the human host in health and disease; the 
modes of transmission and portals of entry; and the 
variables that allow micoorganisms to cause disease. Sound 
scientific principles of asepsis are set forth for immediate 
and realistic application in the everyday care of the patient. 
These principles are correlated with specific technical 
nursing skills used to control the spread of infection. 


By BETTY McINNES, R.N., B.Sc.N., M.Sc.(Ed.). July, 1973. 
Approx, 176 pages, 7”’x 10”. About $5.20. 


A New Book! 
Infection: | 
Prevention and Control 


Students gain a working knowledge of infection prevention 
and control in this well-written guide. It backgrounds 
students in basic microbiology and epidemiology and 
presents commonsense policies and procedures for develop- 
ment and maintenance of a complete infection control 
program. Emphasizing the nurse’s supervisory role in 
infection control, the authors convey valuable information 
on data collection and interpretation as a basis for assessing 
need and problem areas, Other important discussions 
include: meeting the isolation patient’s emotional needs; 
legal aspects of hospital associated infections; and educa- 
tion programs for the health facility’s staff. 

By ELAINE C, DUBAY, R.N., B.S,;and REBA D, GRUBB, Medical 
Writer, Consultants: RUDOLF G. WANNER, M.D., M.P.H. & T.M.; 
MARY FRIED, Ph.D.; and TONY MAZEL, August, 1973. Approx. 


144 pages, 6” x 9”, 40 illustrations by TRAVIS L. MAYHALL, 
About $5.00. 


Dubay-Grubb 


New 3rd Edition! 


A Textbook for 
Nursing Assistants 


Clearly reflecting the expanding role of auxiliary nursing 
personnel, this new edition focuses on the nurse assistant as 
a team member in the health care delivery system, Pertinent 
specific disease mechanisms and nursing care techniques are 
fully explained. Students learn why a particular care is 
preferred to meet patient’s needs, how to provide that care, 
and what results can be expected. This edition places new 
emphasis on the use of disposable equipment and presents 
an updated section on isolation. The text includes valuable 
self-help aids such as chapter study and discussion ques- 
tions, a glossary of terms and sources of additional 
information, A helpful teaching guide is included. 

By GERTRUDE D. CHERESCAVICH, R.N., B.S., M.S. June, 1973. 
3rd edition, 442 pages plus FM I-XII, 7”. x 10”, 179 illustrations. 
Price, $10,00, 


Cherescavich 


MOSBY | 


TIMES MIRROR 


THE C. V. MOSBY COMPANY, LTD. + 86 NORTHLINE ROAD, TORONTO, ONTARIO M4B 3E5 


the board’s stepping outside 
isdiction was that it asked the 
zg question. He said the board had 
whether SRNA helped with the 
mation of staff nurses’ associations. 
his was irrelevant, he said, unless 
NA or its council was an employer 
aa loyer’s agent. 

acPherson noted that SRNA 
pent helped with the formation of 
staff nurses’ associations, including the 
Nipawin association, because the 
; members of SRNA had asked for this 
help. 
i The SRNA lawyer also criticized the 
- labor relations board’s statement that 
an organization applying for certifica- 
tion “must be a genuinely independent 
body in all respects.” He said that if 
that statement were law in the prov- 
ince, no local of a national or an inter- 
national union could be certified. 

In 1968, SEIU was certified as a 
trade union for employees, excluding 
registered nurses, at Nipawin Union 
Hospital. But with the new Trade Union 
Act of 1972, members of professional 
associations could no longer be exclud- 
ed from a collective bargaining unit, as 
had been the case in Saskatchewan until 
that time. 

The Nipawin nurses’ application was 
the first in Saskatchewan to be opposed 
by another union on the grounds of 
company-domination. Regina Pioneer 
Village Staff Nurses’ Association, which 
applied for certification on its own be- 
half and completely independent of 
SRNA, was opposed by the Canadian 
Union of Public Employees, but for 
different reasons. 

Although CUPE’s challenge was 
based on the size of the unit and the 
classification of employees, the labor 
relations board asked the Pioneer 
nurses’ association to provide evidence 
that it was not company-dominated. The 
nurses’ association received its certifica- 
tion order in March 1973. 

Nine other staff nurses’ associations 
in Saskatchewan were certified before 
the Nipawin association applied for 
certification. Until the Nipawin case is 
resolved, 13 pending applications by 
staff nurses’ associations have been 
adjourned by the labor relations board. 

The outcome of the Nipawin case 
could affect nurses in provinces with 
legislation similar to Saskatchewan’s. 
Only the British Columbia and Alberta 
registered nurses’ associations have 
the right to collective bargaining in 
their nursing acts. 
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Canadian Nurse Admitted 
To Nurse Researchers’ Group 


Ottawa, Ont. — Pamela Poole, nursing 
consultant in the hospital services study 


unit, Health and Welfare Canada, has 
become a member of the Council of 
Nurse Researchers of the American 
Nurses’ Association. 

The council, which has about 450 
members, was formed in 1971. A 
nurse wishing to join the nurse re- 
searchers’ group must have her research 
credentials approved by a five-member 
committee. 

The council’s first conference will 
be held August 22 to 24 in Denver, 
Colorado. Topic of the three-day con- 
ference is “Issues in Research: Social, 
Professional, Methodoligical.” 


Committee On Education Of Nurses 
Named To Advise NBARN Council 
Fredericton, N.B. — The New Bruns- 
wick Association of Registered Nurses 
and the N.B. minister of health have 
named acommittee to advise the NBARN 
Council on all matters related to the 
education of nurses, including the 
approval of nursing schools. 

Included on the advisory council are 
nurses, and physician, administrator, 
general education, and consumer repre- 
sentatives. Seven nurses have been 
appointed by the NBARN Council. Four 
nonnurses have been appointed by the 
minister of health from nominees sub- 
mitted by the New Brunswick Hospital 
Association. The New Brunswick Me- 
dical Society has one nominee on the 
council. 

According to NBARN_ spokesman 
Appoline Robichaud, this committee 
represents one step in a series of orga- 


nizational reforms in the association. - 


“The purpose of these changes is to 
acknowledge public involvement in 
nursing activities where the public 
interest is at stake.” 

Ms. Robichaud pointed out that 
public representation had already been 
added to some committees and _ to 
NBARN’s governing body (News, May 
1973, p. 15). She added that this trend 
will continue in the next year as “NBARN 
changes its standing committee struc- 
ture to accommodate the advisory 
committee on the education of nurses 
and an advisory committee on regula- 
tion and professional practice, which 
will soon be established. 

“We feel these changes will be of 
great benefit to the public we serve 
and to the quality of service provided 
by nurses,” said Ms. Robichaud. 


on 

orientation workshop, the committee’s 
first major task is to review proposals 
for the new two-year Ecole de eration 
infirmiére d’Edmundston, with a view 
to approving the educational program. 

The nurses named to the committee 
are Shirley Dunphy and Irene Leckie, 
Fredericton; Marianne Schwarz, Bath- 
urst; Sister Germaine Preston, Monc- 
ton; Carmen Dion, Edmundston; and 
Barbara Phillips and Emily Mitchell, 
Saint John. 


Nurses Will Be Most Affected 

By Community Health Centers 
Professor Tells SRNA Meeting 
Yorkton, Sask. — The nurse probably 
will be affected more than anyone else 
if the community health center concept 
becomes the primary ambulatory care 
unit in Canada. 

This prediction was made in June by 
Dr. V.L. Matthews, professor and head 
of the department of social and preven- 
tive medicine at the University of Sas- 
katchewan in Saskatoon. He was speak- 
ing about the community health center 
to the 275 nurses at the annual meeting 
of the Saskatchewan Registered Nurses’ 
Association. 

To illustrate his point, Dr. Matthews 
referred to Quebec, “where they pro- 
pose to develop ambulatory care through 
community social service centers and 
to de-emphasize hospital care. Their 
plan. . . proposed the closure of 30,000 
of the existing 60,000 hospital beds in 
the province.” If this happens, he said, 
a large number of nurses will be con- 
sidering new careers in ambulatory 
care facilities. 

With the development and expansion 
of the community health center concept, 
Dr. Matthews noted a number of impli- 
cations for nurses: 

e There will be increasing recognition 
of nursing as an independent profes- 
sional service involved in ambulatory 
care; this will include the nurse’s role 
in home care, the public health nurse 
role, and the nurse-clinician role. 

e There will be much more involve- 
ment of the nurse in group practice, 
where she will become a member of the 
preventive, diagnostic, therapeutic, and 
rehabilitative team. 

e There will be a greater demand for 
inter-professional communication and 
understanding. 

e More emphasis will be placed on 
community nursing and on counseling 
and educational skills, with less empha- 
sis on technical matters and institutions. © 
e An increased social orientation will — 
be emphasized more than technology. 
Nurses will be asked inc 


i ear: “oO Ser, 
help people with problems instead of 
treating illness with tender loving care. 
e Recognition of the nurse practitioner 
is only the beginning of a trend away 
from hard-and-fast professional lines. 

e Nurses will be expected to accept 
new groups of co-workers; these will 
include patient advocates, community 
health workers, and some “plain trou- 
ble makers.” 

e Nurses will find more opportunity 
for promotion and for exercising con- 
trol. The dominant person and the 
leader in the community health center 
may be the nurse. 

e Nursing will likely become “a major 
countervailing force to the medical 
profession in influencing public policy. 
In my view, this would be good for 
both professions.” 

e Nurses will be expected to expand 
their role in task forces and study 
groups, and take a political stance on 
issues. 

e Nurses will be called on to work 
more effectively with the general public 
and with public bodies. They must 
develop more understanding of the 
attitudes and opinions of the public. 

Dr. Matthews concluded by telling 
the nurses they must seriously consider 
the kind of health center they want: 
Should it be based on a medical or a 
social model? Who should control it — 
the professions, the public, or a combi- 
nation of them? On what basis should 
it be organized — provincially, region- 
ally, locally, or on a laissez-faire basis? 

In theory, he said, “the proposals for 
community health centers represent. . . 
a real opportunity to introduce some 
democracy into the health service. In 
practice, little has happened. .. . 

“The community health center will 
continue to be an illusion to a great 
majority of Canadians unless there are 
major changes in provincial initiatives 
in planning and finance.” 


Expanding Role Of Nurses 

Stressed At RNABC Meeting 
Vancouver, B.C. — British Columbia 
Health Minister Dennis Cocke endors- 
ed the concept of an expanded role for 
nurses in the provision of health care 
during his address at the annual meeting 
of the Registered Nurses’ Association of 
B.C. May 23 to 25. 

But at the same time, Mr. Cocke 
warned he would have to accept the 
expanding role of other disciplines. 
Announcing the June 1, 1973, pro- 
clamation of the B.C. Registered Psy- 
chiatric Nurses’ Act, he said registered 
psychiatric nurses “have a very impor- 
tant role to play in terms of extending 
into the hospital and into the commu- 


” 


Cocke said that integrating 


| aucusr 1973 


Traditional female territory in PEI gave way to men’s liberation this year when 
Robert Lutz and Wayne Gillespie became the first males to train at Charlot- 
tetown’s central school for nursing assistants. In the photo, Wayne checks the 
blood pressure of fellow student Robert while their instructor, Noreen Connol- 
ly, looks on. The two men began work as nursing assistants at Hillsborough 
Hospital, Charlottetown, after graduation in May 1973; they were employed 
as attendants at Hillsborough prior to passing the civil service examinations 
that enabled them to take the course while receiving an attendant’s salary. 


mental health services into the whole 
health care system would involve bring- 
ing psychiatric nurses into the main- 
stream. 

A record attendance of more than 
700 at the annual meeting included 
guests from the Psychiatric Nurses’ 
Association. 

The health minister also stressed the 
importance of preventive care and 
public education to develop fitness. He 
announced he had asked a former B.C. 
registered nurse, Mitzi Montgomery, 
to study the fitness aspect of health 
services in Norway and Denmark and 
report to him. Ms. Montgomery is a 
doctoral candidate at the University 
of Edinburgh in Scotland. 

Another speaker, Dr. Richard G. 
Foulkes, reminded the nurses that the 
licensing function is delegated to pro- 
fessions by the state. Dr. Foulkes, di- 
rector of the B.C. government’s Health 
Security Program Project, spoke on 
the topic “A Partnership in Health 
Care.” 

He said the state must become a real 
partner in health care, rather than 
remain the body at the top of a pyra- 


mid. The state must concentrate on 
policy decisions and delegate opera- 
tions to the community, he added. 

Dr. Foulkes concluded: “Let our 
deliberations on the matter of partner- 
ship not dwell solely on that between 
professionals. Such deliberations must 
include much more consideration of 
the involvement of the people and the 
state.” 

Dr. Helen K. Mussallem brought 
greetings to the RNABC meeting from 
the Canadian Nurses’ Association. The 
CNA executive director told the au- 
dience that nursing is alive and not 
suffering from future shock. 

Dr. Mussallem noted: “We now 
wear future shock absorbers. Today is 
the tomorrow we feared yesterday when 
we read Toffler in 1970. Diversity, 
rapid change, and extension of roles 
have produced an air of anticipation 
in all areas of nursing.” 

Voting delegates at the meeting pas- 
sed a number of bylaw amendments and 
five resolutions. One resolution dealt 
with the shortage of nurses for positions 
above the general duty level. It asked 

(Continued on page 15) 
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CHARLENE HAYNES 


wins. HOLES 
HN, L.PN. 


SCOPE SACK neatly carries and pro- 
tects Nursescope or any scope. Double-thick 
frosted flexible plastic, white vinyl binding. 442” 
x 94%”. Your own ee help prevent loss. 

No. 223 Sack. . . 1.00 ea. 6 or more 75¢ ea. 
Your initials gold- stamped, add 50¢ per sack. 


NURSES PERSONALIZED 
ANEROID SPHYG. 


A superb instrument especially 
designed for nurses! Imported from pre- 
cision craftsmen in W. Germany. Easy- 
to-attach Velcro cuff, lightweight, com- 
pact, fits into soft sim. leather zippered 
case 24%2"-x 4” x 7”. Dial calibra- 
ted to 320 mm., 10-year accuracy 
guaranteed to +3 mm. Serviced by 
Reeves if ever required. Your ini- 
tials engraved on manometer and 
gold stamped on case FREE, for 
permanent identification and 
distinction. A wise investment for 
a lifetime of dependable service! 


No. 106 Sphyg. . . . 32.95 ea. 


IT’S EASY TO ORDER REEVES NAME PINS FOR YOURSELF OR FRIENDS! 


0% 4 42 


4 Y 


Choose style want, shown left. Print name (and 2nd bottom left. Attach extra sheet for additional pins. 
ored line if desired) on dotted lines below. Check other info in NOTE SAVINGS ON 2 IDENTICAL PINS . . . more convenient, 
boxes on chart, clip this section and attach to coupon spare in case of loss. 
aes CE cis ee Ss a 7 ee SING a oe ee en sa 
wee DESCRIPTION ae grat Oe 
we. oe betas = (Plastic) ‘coLoR Engraved 1 Line | Engraved 2 tines 
ALL METAL... rich, trim and Gold Duotone Does DD Black 1Pin 1.98/F91Pin 2.58 
‘she p tailored. Lightweight, smooth Q ci, 5 Polished not 0 Dk. Blue g 2 Pins 3.25 0 2 ee 3.85 
, edges, rounded corners. O Silver O Satin apply Ol White |O lear Oo ear aiiad 
PLASTIC LAMINATE .. . slimmer, White < {DJ Black ; 5 
fey, broader; engraved thru surface to Pn pig ines Goaaall © Ok. Blue} O11 Pin 95/01 Cin LAB 
contrasting core color. Beveled appl appl CMed. Blue |},White 012 Pins 1.65] (2 Pins 2.30 
border matches lettering. Pply y F\cocoa Petters only} (sa mename)] — (same name) 
wes ae 
c METAL FRAMED... Classic Gold | Polished White D Black |O)1Pin 1.98]/()1Pin 2.58 
o. 100 O16) design; snow-white plastic with O Silver frame only DB Ok. Blue} 112 Pins 3.25] D2 Pins 3.85 
smooth, polished beveled frame. only (same name) (same name) 
MOLDED PLASTIC... Simple,smart,| Does Does White 0 Black 1Pin .95/()1Pin 1.45 
@} economical. Will never discolor. not not only CU Dk. Blue 2 Pins 1.65] (2 Pins 2.30 
Smooth rounded corners and edges.| apply apply (same name) (same name) 


*Please add 25¢ per order for 3 pins or less. 


MEDI-CARD SET uandiest reference 
ever! 6 smooth plastic cards (344” x 542”) cram- 
med with information, including Equivalencies of 
Apothecary to Metric to Household Meas., Temp. 
°C to °F, Prescrip. Abbr., Urinalysis, Body Chem., 
Blood Chem., Liver Tests, Bone Marrow, Disease 
Incub. Periods, Adult Wets., Child's Dosages, etc. 
All in white vinyl holder with = stamped 
caduceus. No. 289 Card Set . . .-1.50 ea. 
6 or more 1.25ea. 12 or more 1.10 ea. 
Your initials gold-stamped on holder, 
add 50¢ per set. 


CAP TOTE keeps your caps crisp and clean 


while stored or carried. Flexible clear plastic, white if 
trim, zipper, carrying strap, hang loop. Stores flat. Also 
for wiglets, curlers, etc. 842” dia, 6” high. J \ 
No, 333 Tote . . 2.65 ea., 6 or more . . 2.35 ea. oe] 
Your initials gold-stamped, add 50¢ per Tote. ncstiy 
WHITE CAP CLIPS Holds caps 


firmly in place! Hard-to-find white bobbie pins, 
enamel on fine spring steel. Eight 2” and eight 
3” clips included in plastic snap box. 

No. 529 Clips . . 3 boxes for 1.95, 

6 for 3.25, 12 for 49¢ ea. 


MOLDED CAP TACS _ eS es 
Replace cap band instantly. Tiny plastic tac, 
dainty caduceus. Choose Black, Blue, White 
or Crystal with Gold Caduceus; or all Black 


(plain). The neater way to fasten bands. aa 
No. 200 Set of 6 Tacs. . . 1.25 per set. —, 
12 or more sets 1. -00 per set aa) 


’ METAL CAP TACS Pair of dainty 


jewelry-quality Tacs with grippers, holds cap 
bands securely. Sculptured metal, gold finish, 


approx. %” wide. Choose RN, LPN, LVN, RN 


Caduceus or Plain Caduceus. Gift boxed 
nt Ni No. CT-1 (Specify Initials), No. CT-2 (Plain 

P* Cad.) or No. CT-3 (RN Cad.) . . . 2.95 pr. 
SEL-FIX CAP BAND Bizck velvet 
band material. Self-adhesive, presses on, 
pulis off; no sewing. or pinning. Reusable 
several times. Each band 20” long, pre-cut to 
popular widths: %” (12 per plastic box) 42” 
(8 per box) %” (6 per box) 1” (6 per bbx) 
Specify width under ITEM column on coupon. 


No. 6343 Band. . .1.75 per box 3 or more . . 1.50 ea. 
0: R OMPA Bo Attleboro, Ma 02/0 
ORDER NO. ITEM COLOR} SIZE |QUANT.| PRICE 


Use extra sheet for additional items or orders. 


INITIALS as desired: ines 
(Good idea . . . for distinctive identification) 


TO ORDER NAME PINS, fill out all information in box top 
right, clip out and attach to this coupon. 


| enclose $ (Mass. residents add 3% S. T,) 
Sorry, no COD's or billing terms available 


Street 


City . 


( — KELLY FORCEPS 65 handy for 
- owe ‘ every nurse! 542” stainless steel, fully 
guaranteed. Ideal for clamping off tubing. Your 

own initials help prevent loss. 
No, 25-72 Forceps...2.75ea. 6 or more 2.50 ea. 
Your initials engraved, add 50¢ per forceps. 


Free Initials and Scope Sack 
with your own 


Littmann Nursescope! 


Famous Littmann nurses’ 
diaphragm stethoscope... 
a fine precision instrument, 
with high sensitivity for 
blood pressures, apical pulse 
rate. Only 2 ozs., fits in 
pocket, with gray vinyl anti- 
collapse tubing, non-chilling 
epoxy diaphragm. 28” over- 
all. Non-rotating angled ear 
tubes and chest piece beau- 
tifully styled in choice of 5 
jewel-like colors: Goldtone, 
Silvertone, Blue, Green, Pink.* 


FREE INITIALS AND SACK! 
Your initials engraved FREE 
on chest piece; lend individ- 
ual distinction and help pre- 
vent loss. Also FREE SCOPE 
SACK included, worth $1. as 
described above right. (Free 
sacks not personalized; add 
50¢ if initials desired.) Ideal 
for group gifts! Note big sav- 

ings on quantity orders (left). 
13.80 ea. ppd. 


6-11...12.80 ea. 12 or more...11.80 ea. 

Group Discounts include free Initials and Sack! 
*IMPORTANT NEW FEATURE: New ‘‘Medallion’’ styling 
includes tubing in colors to match metal parts. If desired, 
please add $1. ea. to all prices above, and add ‘‘M’’ to 
Order No. (No. 216M) on coupon. Duty free 


No. 216 Nursescope... 


QUANTITY DISCOUNTS: 10-24 pins, deduct 10%; 
25-99 pins, 15%; 100 or more pins, 20%. 


SCISSORS pracision reminder forged “praia 


3¥%2” LISTER MINI-SCISSORS 
Tiny, handy, slip into uniform pocket or 
purse. Choose jewelers Gold or gleaming 
Chrome plate finish on coupon 


No, 3500 Mini-Scissors . . . 2.75 ea. 


No. 4500 (4%") or No. 5500 (5¥2”) Scissors . 
OPERATING SCISSORS 


- 2.75 
512” 
Stainless steel, with sharp/ blunt 
points. Beautifully polished finish. 


No. 705 OR Scissors . . . 2.75 ea. 
All scissors above: 1 doz. or more (any style) . . . 
Your initials engraved, add 50c per scissors 


2.00 ea. 


CLAYTON DUAL STETHOSCOPE tight = 
ee 7 


weight imported dual scope; highest sensitivity for apica 
pulse rate. Chromed head tubes and chest piece with 


1%” bell and 1%” diaphragm, grey anti-collapse Ly 4 
tubing. 4 0z., 29” long. Extra ear plugs and omy; 
diaphragm included. Two initials engraved free. 4 
No. 413 Dual Steth........ 17.95 2. Sem Duty free 


R NURSES che 
Finest sculptured Fisher charms, ey: 


Sterling or Gold Filled (specify under COLOR on coupon) 


For bracelet or pendant chain. Add to your collection! 
No. 263 Caduceus; No. 164 Cap; No. 68 

14K PIERCED EARRINGS 
Dainty, detailed 14K Gold styles, for on or 


Grad. Hat; No. 8. Band. Scissors . . 3.49 ea. 
off duty wear. Shown actual size. Beauti- 


af 
8 fully gift boxed. 


q m Birthstone Colors (specify on coupon); JAN 
ss W * Garnet, FEB Amethyst, MAR Aqua, APR Crys- 
tal, MAY Emerald, JUNE Alexandrite, JULY 


Ruby, AUG Peridot, SEPT Sapphire, OCT 
Rose Zircon, NOV Topaz, DEC Blue Zircon. 


No. 13/297 Caduceus; No. 13/276 Cross; . 
No. 1/010 Gen. Cultured Pearl; No. 6/247 Birthstone } 5.95 per pair. 


PIN GUARD sculptured caduceus, chained 
to your professional letters, each with pinback/ 
safety catch. Or replace either with class pin 
for safety. Gold finish, gift boxed. Choose RN, 
LPN or LVN. No. 3420 Pin Guard . - -2.95 ea. 


insignia, 2-color keyed, hard-fired enamel on gold plate. 


Dime-sized, pin-back. Specify RN, LPN, PN, LVN, NA, or 
RPh. on coupon. 
No. 205 Enam. Pin 1.95 ea., 12 or more 1.50 ea. 


@ ENAMELED PINS Beautifully sculptured status 


O ‘ Prevent stains and wear! 
Smooth, pliable pure white vinyl. Ideal 
low-cost group gifts or favors. 

No. 210-E (right), two ear aebininhs 
with flap, gold stamped caduceus . | 
6 for 1.50, 25 or more 20¢ ea. =| 


No. 791 (left) Deluxe Saver, 3 compt. ; 
change pocket & key chain... 
6 for 2.98, 25 or more 35¢ 


Nurses’ POCKET PAL KIT 


Handiest for busy nurses. Includes white 
Deluxe Pocket Saver, with 542” Lister Scissors 
(both shown above), Tri-Color ballpoint pen, 
plus handsome little pen light all silver 
finished ang apron key chain. 


No. 291 Pal Kit........ 4.95 ea. 
3 Initials nl on shears, add 50¢ per kit. 


Bzzz MEMO-TIMER time hot packs, heat 
lamps, park meters. Remember to check vital signs, 8) . 
give medication, etc. Lightweight, compact {142” dia.), 

sets to buzz 5 to 60 min. Key ™ Swiss made. 


: White barrel with caduceus imprint, aluminum 
3 band and clip. 5" long, U.S. made, batteries included (re- 
placement batteries available any store). Your own light, gift boxed. 


No. 007 Penlight .. . 3.98 ea. Your Initials engraved, add 50¢ per light. 
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New “Saucy” Bump Toe Moc 
Sit © One of the best-looking styles around! 
wa Little fashion notches run around 
sole and heel; latest bumper- 
toe look with big bold eyelets; sturdy 
fie, extra-light cushion crepe sole 
os A and heel; finest long-wearing 
ae ia white glove leather... the 
ge ideal shoe to feel pretty 
in uniform. Fit guaran- 
teed or return 
(unmarred) for 
ili size exchange. 
: No. 854 Saucy Shoe 
+». 16.95 pr. 


Kork’Lites Featherweight Style 


| walker, 


=a is 


the new “bottom” look, Smart, 


with 14%”"cork heel (very slip 
it, and outwears crepe). 
ied in white washable soft 


upper leather, tricot- 
d, with arch vents. Ks 
» very latest... 
secting trends in SIZES: 
say's fashions. Fit ae 23 sei So 
pranteed or return mien Dor E: 5-11 
marred) for size (Specity size on coupon) 
inge. No. 638 Kork-Lite Shoe . . . 16.95 pr. 
All-Weather NURSES’ CAPE 
= Stay snug in cool weather, dry in the rain. 


Traditional Navy with Bright Red lining. 
Finest tailoring of 65% Dacron polyester, 
35% combed cotton. Zepel treated. 100% 
Nylon Duralyn lining. Snap fasteners, arm 
openings. Matching head scarf. SMALL (up to 
34 bust), MEDIUM (35-38,) or LARGE (39-42) 
.. . Specify size on coupon, 


No. 658 Cape.......- 14.95 ea. 
i ee 3 Gold Initials on collar, add 1.00 per cape. 
HTINGALE LAMP 4 


thentic, unique favor, gift or engraved 

4! Ceramic off-white candleholder with 

ne gold leaf trim. Recessed candle 
le not included). 7” long. 


100S Lamp . . 6.95 ea., 12 or more 4.95 ea. 
and date engraved on gold plaque .. . 
1.00 per lamp. 


AUTO INSIGNIA Fult<olor enam- 
elled RN insignia (left) on bronze-plated 
medallion. Easy to attach to registra- 
tion plate. Weather-proof, distinctive. 
No. 210 Medallion... . 5.95 ea. 
4-color decal with RN emblem, transfers 
easily to inside car window. 442” dia. 
No. 621 Decal....... 1. 


Endura NURSE'S WATCH Fine swiss-made 
waterproof timepiece. Raised easy-to-read white numerals 
and hands on black dial, luminous markings. Red sweep- 
second hand. Chrome finish, stainless back. Includes 
black velvet strap. Gift-boxed, with 1 year guarantee. 
Very dependable. Includes 3 initials engraved FREE! 
DBA No. 1093 Nurses Watch........... 19.95 ea. 


CA NURSES BAG A lifetime of service 
for visiting nurses! Finest black ¥%” thick 
genuine cowhide, beautifully crafted with 
tugged stitched and rivet construction. 
Water repellant. Roomy interior, with snap- 
in washable liner and compartments to 
organize contents. Snap strap holds top 
open during use. Name card holder on end 
Two rugged carrying straps. 6” x 8” x 12”. 
Your initials gold embossed FREE on top. An 
outstanding value of superb quality. 

No. 1544-1 Bag (with liner). . 37.95 ea. 
Extra liner No. 4415........ 6.95 ea. 


Fast-Action TOURNIQUET Strong, lightweight 
Velcro® strap applies, adjusts and releases instantly 
on any limb. Positive holding power, self-adjusting 
tension, eliminates “pinch”. For blood samples, 


emergencies. "Duty free 
No. 2017-1 Tourniquet’... ... 2.69 ea. 
SS PEN Sit Natalie B. Havens 


rld-famous ballpoint, with 
Iptured caduceus emblem. Full name 


2m 
TE: ~~ 
engraved on barrel (include name with coupon). ~ 
ills avail. everywhere. Lifetime guarantee. 


502 Chrome 8.00 ea. No. 6602 12kt. G.F. 11.50 ea. 
TRI-COLOR BALL PEN 


Write in black, red and blue with one ball point pen. 

the thumb changes point (and color). Steno fine point (excellent 
arts). Polished chrome finish. A handy accessory for every nurse! 

SMI Sra hs vanes s cnecenes es 1.95 ea. 

Pe SOOIOr RONUNS 5 ai. occ wield eee cece 50¢ ea. 


HORSESHOE KEY RING Clever, unusual 
or: one knob unscrews for inserting keys. Fine 
sterling silver throughout, with sterling sculptured 
caduceus charm. No bead chain to break! 

No. 96 Key Ring............-. 4.95 ea. 


-_ Pull-Out KEY-KEEPER 


End fumbling for keys! Pin key-keeper on uni- 
form or in bag. Attach keys to bead chain. Pull 
EL) out to use key, rewinds automatically. Neat, 
convenient. Silver finish. In plastic gift case. 
- 155. | [ee 2.49 ea. 
6-11 2.25 ea. 12 or more, 2.00 ea. 
3 initials engraved, add 50¢ per Keeper 
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the RNABC to study the feasibility of 
approaching educational institutions to 
establish programs to prepare general 
duty nurses for more senior positions. 
The CNA-CHA extension course in 
nursing unit administration was includ- 
ed in the resolution, as one resource 
that could be approached. 


Voting delegates passed another 
resolution to encourage the federal 
government to enact legislation that 
would allow employees to retire at age 
60 and still receive maximum pension 
benefits under the Canada Pension 
Plan. 


Workshop On Nurse Practitioner 
Shows Cooperation In N.B. 

Moncton, N.B.—JAn the first large 
gathering of its kind in New Brunswick, 
some 60 persons, including nurses, 
doctors, consumers, administrators, and 
representatives of universities and the 
provincial health department discussed 
the role of the nurse practitioner at a 
government-sponsored workshop May 
4 and 5. 

Objectives were to inform nurses, 
physicians, and health service admin- 
istrators of the potential contribution of 
the nurse practitioner in providing 
primary health care; promote continu- 
ing interdisciplinary dialogue on the 
subject; increase public awareness of 
this nurse’s potential role; and provide 
suggestions for further action. 

Resource leaders at the workshop 
were Dr. Dorothy Kergin and Dr. 
Walter Spitzer from McMaster Uni- 
versity’s program for family practice 
nurses. A graduate of the program, 
Alona Eslary, was also present. 


Primary care settings in which nurse 
practitioners could be helpful in New 
Brunswick were identified. They includ- 
ed, in addition to doctor’s offices, non- 
serviced isolated areas, underserviced 
rural areas, outpatient departments 
and clinics, and community health 
centers. 

Some of the points that were made 
during the workshop were: 

e The nurse practitioner is not proce- 
dure-oriented; her emphasis is on exer- 
cising clinical judgment. 

e She is not a diagnostician, but a prog- 
nostician who must know the urgency 
of the problems she deals with. 

e New laws at this stage would be a 
handicap to change and would lead to 
inflexibility and lack of experiment- 
ation with new roles. 


vas ys ce 1; ee es ss 
. Of Sask. Nursing School 
sional College 
Saskatoon, Sask.—The school 
nursing of the University of Saskatc 
wan became a professional college 
. 1, 1973. ye 
stablished in 1938, the school o 
nursing was part of the college of med- 
icine, to which it was responsible for 


will be directly responsible to the prin- — 


cipal of the campus and will have the — 


same status as medicine, dentistry, 


the other major health science faculties 
of the university. 

U. of Saskatchewan offers two pro- 
grams leading to the bachelor of science 
degree in nursing. One is a four-year 
course for high school graduates; the 
other is a three-year course for register- 
ed nurses. One-year diploma programs 
in public health nursing, advanced 
psychiatric nursing, and nursing ser- 
vice administration are being discon- 
tinued; the basic principles are includ- 
ed in the registered nurse degree pro- 
gram. 


85 Health And Welfare Centers 
Closed In Quebec Since Fall, 1970 
Quebec City, Que.—The Quebec 
minister of social affairs, Claude Cas- 
tonguay, recently made public a list of 
85 public and private health and social 
service institutions closed since the 
fall of 1970, after inquiry from the 
ministry into their services. 

In all, 21 hospitals and 64 welfare 
centers have been closed, up to the 
present, because they did not meet the 
standards set by the ministry, they 
were operating without a permit from 
the ministry, a regrouping of institu- 
tions took place, or the management 
decided to close the center. 

Those who used the health or wel- 
fare centers were directed to other 
resources, and employees were relocat- 
ed according to the collective agree- 
ments in force, the ministry said. 

The Salvation Army’s maternity 
center in Montreal, the Catherine Booth 
Hospital, is one of the latest English- 
language hospitals on which the govern- 
ment has announced a decision; it is to 
close by Oct. 15, 1973. 

Katherine Stenger Frey wrote about 
the Catherine Booth Hospital in the 
article, “Childbirth Should Involve 
the Whole Family,” published in The 
Canadian Nurse in August 1972. Ms. 
Frey praised the hospital’s “real 
family approach to childbirth” and 
said it is “one that hospitals through- 
out Canada should consider adopting.” 

A committee to save the Catherine 
Booth Hospital has been formed in 
Montreal. 
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Time was you could spend as 
much time cleaning surgical 
suction instruments as using 
them. But that was before 
Davol made them all dispos- 
able. Yankauer, Poole, Frazier, 
orthopedic, sigmoidoscopic, 
and all the tubing to connect 
them. They all come with the 
features you expect from the 
expensive metal ones. But 
priced right. For single patient 
use. No fuss. No recleaning. 
It’s the Davol difference. The 
better way. All packed sterile 
in individual see-through, peel- 
back packaging. Ask your 
Davol dealer salesman for 
details. Davol Inc., 
Providence, R.I. 

02901. A Subsidi- ™ 
ary of Interna- 

tional Paper Co. 


ICN 
Meets 


MEXIC 


Dorothy S. Starr, M.N. 


CNA President Marguerite Schumacher and the president of the nurses of Zaire 
follow Zaire’s flag into the ceremony that admitted the African country’s nursing 
association to ICN membership. 
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Fewer nurses than originally anticipat- 
ed attended the 15th quadrennial con- 
gress of the International Council of 
Nurses (ICN) held in Mexico City, May 
13 to 19, 1973. About 5,500 registered 
nurses and 1,000 students met in the 
Sports Palace to witness the delibera- 
tions of the Council of National Repre- 
sentatives, hear papers and panel dis- 
cussions, participate in special interest 
sessions and, most importantly, to talk 
directly and personally with a few 
nurses from other parts of the world. 

The 400-member Colegio Nacional 
de Enfermeras (National College of 
Nurses) provided hostesses who spoke 
French or English as well as Spanish, 
nursing students as guides on the special 
buses to and from the hotels, boy scouts 
who served coffee and emptied ash- 
trays (the ICN endorsement of limitation 
of smoking didn’t eliminate it com- 
pletely), and first-aiders with hard hats 
and walkie-talkies. 

Social events included Tuesday 
evening’s Mexican Night with food, 
mariachi music, and dancing in the 
open air of Chapultepec Park, and on 
Thursday evening folk dances perform- 
ed by a troupe of students from Benito 
Juarez University in Oaxaca, a city in 
southeastern Mexico. Congress attend- 
ers’ also visited places of historic and 


Ms. Starr is an assistant editor of The 
Canadian Nurse, Ottawa, Ontario. 


THE CANADIAN NURSE 17 


i nv ’ 
so at ker” , > 
- an * - 
presenters 
= = 


ce GS 


Joan Macdonald, standing, executive director of the College of Nurses of Ontario, 
makes a point during an international presentation at an interest session. 


cultural interest around Mexico City, 
and shopped for silver, leather, onyx, 
and straw articles to take home. 


Business 

Is the purpose of the International 
Council of Nurses to assist member 
associations to achieve their objectives 
or is it the purpose of ICN to improve 
health by promoting nursing on a world 
scale? Decisions taken during the busi- 
ness sessions of the 15th quadrennial 
congress reflected a lack of confidence 
in ICN’s ability to affect nursing condi- 
tions or, perhaps, a preoccupation with 
regional or national interests. 

The two philosophies about the ICN’s 
purpose and functions met head-on 
during debate by the Council of Na- 
tional Representatives (CNR). But after 
long, tiring sessions of amendments 
and motions, the idea that ICN exists 
to assist member associations was the 
winner. 

On Monday morning, May 14, at the 
first open business session of the CNR, 
Margrethe Kruse, president of ICN for 
1969-73, foreshadowed the issues to be 
discussed. She said: “In the CNR meet- 
ings we have focused on the ICN itself. 
Any mature organization has to take a 
look at itself. We have good traditions 
in ICN, but it is more important to be in 
accord with day-to-day life and have 
the machinery to solve day-to-day 
problems. We must also look ahead to 
influence developments. 

“In order to be more influential in 
nursing, we are taking a look at our- 
selves, giving up cherished traditions, 
and adopting a new structure and new 
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functions.” (The new structure was 
only partially adopted and the new 
functions were rejected by the CNR.) 

“It is important for the ICN... to 
have representation from nurses all 
over the world on its governing body. 
The board has been European-North 
American dominated. We have not 
wanted it so; it has always been possible 
to have representation but nurses from 
the younger associations have not 
found their way into the governing 
body. So the new structure will take 
care that we get representatives from 
various parts of the world on the board. 

“There is a suggestion to broaden 
the possibility of membership in ICN. 
Each national association decides its 
own membership. Whether this will be 
accepted by CNR, | don’t know.” (It 
was.) 

The announcement of the CNR’s 
decision, taken at the closed session on 
May 12, to request the South African 
Nurses’ Association (SANA) to take 
action to enable nonwhite members of 
SANA to serve on its board of directors, 
was announced at the Monday morning 
session. (See News, July 1973, page 7.) 

Sixty-three national nursing asso- 
ciations, out of 74 countries in mem- 
bership with ICN, had representatives 
voting at the meetings of the CNR. The 
Mexican government refused entry 
visas to nurses from Rhodesia and 
Taiwan. Nine associations were unable 
to send representatives to the CNR: 
Burma, Costa Rica, Ethiopia, Guyana, 
Jordan, Luxembourg, Morocco, Nepal, 
and Uganda. 


Ms. Kruse said that 19 countries 
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who are in contact with the ICN were 
represented at the Mexico City meet- 
ing. Six of these — Bahamas, Botswa- 
na, Nicaragua, Senegal, Tanzania, and 
Zaire — were accepted into member- 
ship by the CNR during the business 
session on Tuesday, May 14. 

The other groups of nurses who sent 
observers were Afghanistan, Antigua, 
Cameroons, Cuba, Cyprus, Dominica, 
Fiji, Grenada, Guatemala, Malta, 
Papua and New Guinea, St. Kitts, St. 
Lucia, Swaziland, and Western Samoa 

In her presidential address, Ms. 
Kruse said that at the beginning of the 
1969-73 quadrennium, 11 new asso- 
ciations were accepted into member- 
ship with ICN. However, all the new 
associations were small and they only 
increased the number of individual 
members, for whom ICN receives dues, 
by 0.44 percent. 

“Tt is a sad fact that within the quad- 
rennium, total individual membership 
of all ICN’s 74 member associations has 
decreased from 543,458 to 518,285, 
or by 4.6 percent,” she said. 

“... We have tried, through the 
Health Workers Union of the USSR, to 
get in touch with the nurses in the USSR. 
Since the People’s Republic of China 
became a member of the United Na- 
tions and of the World Health Organi- 
zation, we have made attempts, through 
the permanent delegation of the Peo- 
ple’s Republic of China in Geneva, to 
get some information on how the 
nurses in the Republic are organized. 
So far, no results have been obtained,” 
Ms. Kruse said. 


ICN structure 

A management consultant firm stud- 
ied ICN’s objectives, structure, and 
functions, and its report was. presented 
to the 1971 CNR meeting. (News, Sep- 
tember 1971, page 10.) An ICN special 
committee was then appointed to con- 
sider this study, review comments from 
member associations, recommend ac- 
tions that would strengthen the ICN. 
and prepare a report. 

Before the report of the special com- 
mittee was considered point by point, 
Margrethe Kruse invited CNR’s com- 
ments on the philosophy of the special 
committee’s suggested amendments to 
the constitution and regulations and on 
the directors’ amendments to the 
amendments. 

The United Kingdom said it could 
not accept the philosophy and concept 
in the committee’s report because the 
report did not reflect a “radical reap- 
praisal.” It said an international body 
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should do things that can be done only 
at the international level. 

Norway said the management con- 
sultants’ report “had made us fear an 
ICN of very little help. Today it is so 
difficult to maintain quality of nursing 
service, education, and administration.” 
The 19 functions suggested by the spe- 
cial committee “were a great joy to us. 
We need an ICN that can support the 
professional_ nurse. Norway strongly 
advises implementation of the special 
committee report.” 

The USA said the functions were 
too broad and impossible to implement. 
It also said any group admitted to the 
ICN should have a voice in the ICN. It 
expressed concern about the increase in 
dues. 

Canada said that on the basis of the 
purpose and functions, it would support 
the fact that the functions as outlined 
could not be carried out. It could not 
accept the membership concept. Finan- 
cial changes were also a concern to 
Canada. 

Australia congratulated the com- 
mittee. It said the broad functions 
were those of a national association. 
To carry out the functions on an inter- 
national scale would require a large 
organization. If nurses were admitted 
to the national organization with full 
voting rights, they should have those 
rights in the ICN, it said. 

South Africa said the ICN must pro- 
tect professional nurses. The Nether- 
lands’ amendment [definition of the 
nurse | it said, “is disastrous.” 

New Zealand recognized the need 
for a strong ICN and wanted more 
specific functions. 

The recommendations of the ICN 
special committee, were accepted in 
part, but the committee’s belief that 
“ICN’s primary purpose should be to 
improve health” was rejected. 

A statement: “The purpose of ICN 
is to promote the health of the people 
of the world through improvement of 
all aspects of nursing,” was passed by 
majority vote but lost when a two-thirds 
vote was required to amend the consti- 
tution. The original statement that the 
purpose of ICN is ‘“‘to provide a medi- 
um through which national associations 
may share their common interests,” 
was retained. 

The special committee’s report saw 
strong national nurses’ associations as 
the first requirement, both for a strong- 
er ICN and for accomplishing ICN’s 
primary purpose of improving health. 
The autonomy of national associations 
was accepted by the CNR and imple- 
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Jean Pipher, standing, president of the Saskatchewan Registered Nurses’ Associa- 
tion 1971-73, participated ina CNA panel presented at a special interest session. 


mented in a number of changes in the 
constitution and regulations. 

National representatives accepted a 
description of the ICN that incorporates 
the United Nations principles of human 
rights. (The CNR endorsed the UN 
Declaration of Human Rights at the 
Dublin meeting in 1971 and called on 
all member associations to take steps 
to support and implement the UN 
declaration.) 

The special committee proposed the 
following objectives of ICN: 

e to improve the standards of nursing 
and the competence of nurses; 

eto promote the development of 
strong national nurses’ associations; 

@ to serve as the authoritative voice 
for nurses and nursing internationally; 
and 

e to improve the status of nurses. 

The first and last objectives were 
amended by inserting the words “to 
assist the national associations” before 
the statement. 

Because the votes on the amendments 
to the constitution and regulations 
were carried by a simple majority, 
revoting on the first part of Monday’s 
business, was necessary when mem- 
bers of the CNR requested that each 
amendment be accepted by a two-thirds 
vote. 

Only the title and description, pur- 
pose, and objectives of ICN had been 
completed in the second round of vot- 
ing at the end of the Monday sessions. 

At the beginning of Tuesday’s ses- 
sion, it was moved by the UK and sec- 
onded by the USA that the CNR confine 
further consideration of the amend- 


ments to the ICN constitution and regu- 
lations, as proposed by the special 
committee and, in some _ instances, 
amended by the board of directors, to 
articles dealing with the functions of 
the ICN, the definition of the nurse, 
member associations, ICN areas, and 
the board of directors. It was moved 
by the USA and seconded by the UK 
that articles dealing with nominations 
and elections also be discussed and that 
consideration of the remaining amend- 
ments be deferred until the CNR meet- 
ing in 1975. 

It was moved by the UK and second- 
ed by the USA that the functions of ICN 
as proposed by the special committee 
and as amended by the board of direc- 
tors not be accepted, that the CNR 
resolve. that the functions set out in 
the existing constitution be reaffirmed, 
and that the board of directors be re- 
quested to interpret these functions in 
accord with the purpose and objectives 
of the ICN as approved at this meeting 
of the CNR. The motion carried. 


Definition of nurse 
An important change in the ICN 
constitution was a new definition that 
deletes the proviso that a nurse is the 
person authorized to supply “the most 
responsible service of a nursing nature.” 
The definition, proposed by the Nether- 
lands and accepted by the CNR. is: “a 
person who has completed a program 
of basic nursing education and is qual- 
ified and authorized in her/his country 
to provide responsible and competent 
professional service for promotion of 
health, prevention of illness, care of 
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the sick, and rehabilitation. Basic nurs- 
ing education is a planned educational 
program which provides a broad and 
sound foundation for the effective prac- 
tice of professional nursing and a basis 
for postbasic education.” 

In the preamble to the resolution, 
the Netherlands made it clear that the 
second-level nurse should be afforded 
all the privileges of ICN membership. 
There was almost no discussion of the 
issue that had been raised and rejected 
strongly at the 1969 congress in Mont- 
real. (Report, August 1969, pages 
31-2). 

Other changes made in the regula- 
tions make possible wider membership 
in ICN. The former membership criter- 
ia required a member association to 
be composed exclusively of nurses, 
then defined in the ICN constitution as 
registered nurses. 

CNR adopted a new criterion for 
membership: “Within a country, one 
national nurses’ association or federa- 
tion of nurses or, where neither of these 
exists, a separate nurses’ section or 
chapter of a national association com- 
posed of other health workers may be- 
come a member association of ICN,” 
provided that, if the association is a 
section of another health workers’ 
organization, the section has its own 
separate regulations that are not in 
conflict with the human rights prin- 
ciples, or with the purpose and objec- 
tives of ICN. 

The special committee recommen- 
dation that voting on matters affecting 
ICN be limited to nurses who meet 


the ICN definition of nurse was amend- 
ed to provide that the selection of the 
national representative, who must be a 
nurse who meets the ICN definition of 
a nurse, be made by the member asso- 
ciation. 


The CNR also accepted an amend- 
ment, proposed by the ICN board of 
directors, that the member selected to 
be the national representative to the 
CNR may or may not be the president 
of the member association. 

ICN’s board of directors explained 
this gives the right of selecting the na- 
tional representative to the voting 
body of the member association, wheth- 
er or not all members of the voting 
body meet the ICN definition of nurse. 
The directors pointed out the safeguard 
that if the member association president 
is not a nurse meeting the ICN defini- 
tion, the national representative will be. 
However, the directors’ proposed defi- 


nition of a nurse did not include the 
second-level nurse. 

The ICN board of directors provided 
for participation by national associa- 
tion members, other than registered 
nurses, by allowing them to take part 
in all ICN matters, except being a na- 
tional representative, a board mem- 
ber, or a committee member. 

By accepting the wider provisions 
suggested by the board of directors and 
amending the definition of “nurse,” 
the CNR provided for a wide variety 
of nursing personnel to become active 
in ICN. The CNR approved the special 
committee recommendation that each 
national nurses’ association retain the 


AUGUST 1973 


right to define its own membership at 
the national level. 


ICN areas 

A proposal that one director be 
elected from each of seven ICN areas 
was accepted. The areas are: Africa, 
Eastern Mediterranean, Europe, North 
America (Canada and the United 
States), South and Central America, 
South East Asia, and Western Pacific. 
Four additional directors are to be 
elected as members-at-large. The 
number of ICN directors, 11, is un- 
changed; all must meet the ICN defi- 
nition of nurse. 

A proposal by the Netherlands that 
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ICN should have a formal relationship 
with regions that have a regional office, 
a regional president, and regional reg- 
ular meetings, and that ICN should 
officially stimulate regions to develop 
and establish formal relationships as 
soon as possible was adopted by the 
CNR. 

An amendment, proposed by the 
special committee, to have the commit- 
tee on nominations elected by the CNR 
was defeated. 

The standing committee on ICN 
membership was discontinued by the 
CNR. Its functions were given to the 
board of directors, who will make 
recommendations to CNR on admission 


or expulsion of member associations. 

The special committee proposed 
amendments to the regulations to 
make the board of directors a voting 
part of the CNR. The board of directors 
spoke against this, saying it would 
change the policy of one vote for one 
country. The proposed amendment 
was defeated. 

During discussion of whether or not 
ICN directors should be voting mem- 
bers of the CNR, Norway said the board 
of directors is important and should 
take an active part in discussion. It said 
the leadership of those elected to the 
board of directors should have a part 
in the highest body, the CNR. 


Nursing students 

There was loud applause from sec- 
tions of the audience, some identifiable 
as students, when the CNR approved a 
Netherlands motion that the ICN board 
of directors refer to the professional 
services committee a suggestion that 
an international assembly of student 
nurses meet at the same time as the 
CNR, with the privilege of sending 
recommendations to the CNR. 


ICN fees 

The ICN board of directors in March 
1972 decided to recommend to the 
CNR that per capita dues be increased 
from Swiss francs 1.60 to Sw.fr.2.50. 
At the current rate of exchange, this 
represents an increase from U.S. $0.52 
to U.S. $0.80. 

The last dues increase was voted in 
1961 and went into effect in 1962; it 
changed the per capita dues from U:S. 
$0.185 to U.S. $0.37 at the rate of ex- 
change at that time. The cost of living 
in Switzerland, where ICN headquarters 
are, rose by 56.6 percent between Jan- 
uary 1962 and December 1972. 
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yorkin, center, at desk, inter- 
d adelegation of nurses from Cuba 
the daily bulletin of the congress. 
s. Dworkin, a member of The Cana- 
dian Nurse staff, was seconded to ICN 
5) - for the congress. 
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ICN fixed costs increased rapidly 
r during the past 11 years, partly due to 
_ the increase in ICN membership from 
45 to 74 member associations and the 
____ costs of providing service to them. 

| A background document prepared 
for the CNR stated: “If the proposed 
dues increase is not accepted, ICN 
activities from 1974 onwards will have 
to be considerably reduced.” 

Joyce Rodmell, Australia, said in 
presenting the board’s proposal for 
increased dues: “If we cut the budget 
further, ICN will not have what it needs 
to work with. The two biggest budget 
items are staff and the cost of ICN 
headquarters.” She added that if staff 
is further reduced, services will be 
reduced. Three staff positions were left 
vacant in 1973 to assist with budget 
cuts. 

Many national representatives 
spoke against the increase. Sierra Leone 
said that although they were in sympa- 
thy with the ICN, they were involved in 
improving their own association and 
were unable to support an increase in 
dues. Chile said their membership was 
low and developing countries could not 
pay increased dues. 

Kenya said that although it would 
strain their association, Kenya would 
support an increase to Sw. fr. 2.0. The 
motion to amend the increase to Sw.fr. 
2.0. (U.S. $0.64 at present rate of ex- 
change) was defeated. 

The discussion returned to the orig- 
inal motion to increase per capita 
dues to Sw.fr.2.50. The Norwegian 
representative said she had seen the 
great importance of the ICN, that the 
ICN was needed to assist national asso- 
ciations, and without more money it 
was impossible for the organization to 
cope with the tasks given it. 

The UK representative said that if 
ICN followed its suggestions to curtail 
functions to those, essential to the pro- 
fession, that can only be carried out at 
international level, there would be no 
need to increase dues. She further said 
that if dues were increased, “the UK 
would examine closely on a cost-benefit 
ratio the continuance of membership in 
ICN.” 

South Africa said it was unjustifiable 
| to raise dues in a period of financial 
instability; it would effect the expan- 
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sion of services in the national nursing 
association. 

Many national representatives were 
on the chairman’s list to speak to the 
issue when it was moved by UK and 
seconded by USA that debate on the fee 
increase be closed. Closure carried by 
the necessary two-thirds majority; the 
motion to raise ICN fees was defeated. 

The UK proposals for curtailment of 
ICN functions were never moved or 
voted upon. Among the sections of the 
constitution and regulations deferred 
until 1975 was Article VII, dealing 
with dues; in it is a proposal that mem- 
ber associations pay full dues for all 
nurse members who meet the ICN 
definition of nurse, and 50 percent of 
full dues for all other members. 


Code for nurses 

Among recommendations of the pro- 
fessional services committee accepted 
by the CNR was a revision of the ICN 
Code of Ethics. The new document is 
titled “Code for Nurses — Ethical 
Concepts Applied to Nursing.” It is 
printed on page (9). Two amendments 
were approved: one added the creation 
of a spiritual environment, making the 
nurse’s responsibility “fivefold” as 
stated in the preamble; the other ad- 
ded a fourth paragraph to the section 
on “‘Nurses and Practice.” 


Developing role 

A statement on the developing role 
of the nurse was adopted by the CNR, 
as proposed by the professional services 
committee. 

The statement is: “In the light of 
scientific and social change and the 
goals of social and health policy to ex- 
tend health services to the total popu- 


lation, nursing and other health pro- 
fessions are faced with the need to 
adapt and expand their roles. 

“In planning to meet health needs, it 
is imperative that nurses and physicians 
collaborate to promote the develop- 
ment and optimum utilization of both 
professions. A variety of practices 
may evolve in different settings, in- 
cluding the creation of new categories 
of health workers. 

“Although this may require nurses 
to delegate some of their traditional 
activities and undertake new responsi- 
bilities, the core of their practice and 
their title should remain distinctly 
nursing, and education programs should 
be available to prepare them for their 
expanding role in various areas of 
nursing practice.” 


Smoking, career ladder 

The CNR endorsed pertinent por- 
tions of the World Health Organiza- 
tion statements on the limitation of 
smoking. The acceptance of the policy 
had little apparent effect on the con- 
gress; nurses continued to smoke, al- 
though those on the platform did not. 

The CNR adopted another recom- 
mendation from the professional ser- 
vices committee: that ICN take a lead 
in further examining the subject of a 
career ladder in nursing and prepare 
a statement on nursing education that 
permits mobility and is in keeping with 
desirable standards of education and 
practice. 

The committee said one of the prob- 
lems facing educational systems 
throughout the world is that of provid- 
ing more creative and less restrictive 
approaches to career mobility. 

The increasing demand for health 
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service, as well as people’s changing 
career goals, require an educational sys- 
tem for nursing that encourages con- 
tinued education and interdisciplinary 
contacts, the committee said. Ingrid 
Hamelin, Finland, was chairman of 
the committee during 1969-73; Laura 
W. Barr, Ontario, was a member. 

Merren Tardivelle, editor of the 
ICN’s International Nursing Review, 
reported that two issues (January/Feb- 
ruary and March/April) had been 
published to date. ICN member asso- 
ciations were asked to participate in 
implementing the new style of the 
Review by appointing a member of 
the INR participating editorial board. 

Ms. Tardivelle said it was with deep 
regret that it was decided to publish the 
Review in English only; the financial 
implication of publishing in several 
languages was the deciding factor. 
However, she said ways and means of 
printing some full-length articles in 
French and Spanish were being ex- 
plored. 

During discussion of Ms. Tardivelle’s 
report, Alice Girard, second vice- 
president of ICN for 1969-73, said she 
was pleading for the Review so that it 
“may be truly international. We have 
changed the content and changed the 
format, but we cannot say it is fully 
international when there are only 3,500 
subscribers. The Review can only be 
published in other languages when 
there are more subscribers. “Will you 
help us to help you get your message 
across?” Dr. Girard asked. 


Worldwide Color 
At no time is the worldwide character 
of the International Council of Nurses 
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displayed with such color and pageant- 
ry as in the opening and closing cere- 
monies of a quadrennial congress. 

On Sunday evening May 13, Can- 
ada led the parade of national nurses’ 
associations in the opening ceremony. 
With five male student nurses form- 
ing an honor guard for Canada’s flag, 
CNA’s president Marguerite Schuma- 
cher and CNA’s executive director 
Helen Mussallem entered the main 
floor of the Sports Palace before an 
audience of about 6,000 nurses. 

The President of Mexico was repre- 
sented by his wife and by the Minister 
of Public Health, who delivered the 
presidential address of welcome. 

In her welcome, Sara Alicia Ponce 
de Leén, president of the 400-member 
Mexican nurses’ association, said: “We 
know that if we want to make our con- 
tribution, there can be no place for 
isolation, or for a feeling of solitude 
within each one of us; the only justified 
solitude is the creative one, later trans- 
lated into action shared with others. 
We must have enough strength to exist 
individually and at the same time to be 
part of a united whole. This feeling of 
solidarity must live and bind us to one 
another if we want to attain construc- 
tive goals.” 

Margrethe Kruse, ICN president, 
said at the opening: “If we agree that 
nursing is a work of humanity, we have 
accepted responsibility for defending 
the human rights of man. This re- 
sponsibility leads us far beyond the 
narrow limitations of the concept of 
nursing per se. It means that nurses are 
concerned with all affairs that affect 
man. 

“We live in a rough world... for 
millions and millions of our fellowmen: 


The comments of the Cuban nurses 
were eagerly recorded by media repre- 


sentatives from various countries, dur- 


ing Ms. Dworkin’s interview. 


a world of wars, injustice, exploitation, 
illness and suffering; a world where the 
gap between the rich and the poor 
countries is widening; a world of over- 
population and of undernourish- 
ment... and of disrespect for man as a 
human being. 

“But nursing is nonpolitical and all 
these aspects of life are political or 
influenced by politics. It seems like a 
conflict but it is not. It is the human 
aspect of politics that is of concern to 
nurses. Therefore, nursing can never 
be nonpolitical. It is rather multi- 
political, guided in its politicalinterest 
by its concern for man.” 

The closing ceremony on Friday 
night had several highlights: the 
admission into membership of six new 
nursing associations, the transfer of the 
presidential chain from Ms. Kruse to 
Dorothy Cornelius, and the farewells. 

Marguerite Schumacher represented 
Canada in sponsoring the nurses’ asso- 
ciation of Zaire, a Francophone, 


African country. Zaire, the last country 
to be admitted to ICN, brought the ICN 
member associations to 80. 


Margrethe Kruse, president of ICN 
from 1969 to 1973, wearing the chain 
of office. 
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Esther Z. de Echeverria, left, wife of 


the president of Mexico, with Sara Ali- 
cia Ponce de Leon, president of the 
Mexican Nurses’ Association, at the 
opening ceremonies of the congress. 


In addition to carrying Canada’s vote 
in the Council of National Representa- 
tives, CNA president Marguerite Schu- 
macher was a member of the resolutions 
committee during the congress. 


Dorothy Cornelius, right, ICN presi- 
dent for the coming quadrennial, talk- 
ed with reporters after her election was 
announced. 


7 


Fat 
#*) 
hey 
t. 


J 


ee 


It is the custom of the outgoing 
president to give a watchword for ICN 
during the coming quadrennium. Mar- 
grethe Kruse, whose watchword for 
1973-77 is “flexibility,” said: “It is a 
strategic attitude of work that can be 
of paramount importance in the devel- 
opment of nursing. It is of equal con- 
cern to the individual nurse and to her 
associations, national and international. 
It can be a guide in adjusting and coor- 
dinating functions and activities ac- 
cording to needs, demands, facilities, 
and possibilities. 

“But it is a tool that is difficult to 
handle. It requires intelligence, a clear 
identity, professional responsibility and 
maturity, knowledge and wisdom and, 
more than that, it requires a well- 
defined goal.” 

Dorothy Cornelius of the USA., pres- 
ident of the ICN for 1973-77, said 
that among her goals for the next four 
years are increased membership; ways 
to elicit and use increased input from 
individual members of national asso- 
ciations; and strengthened communica- 
tions between the ICN board of direc- 
tors and member associations. 


Plenary Sessions 
Wednesday, Thursday, and Friday 
mornings were devoted to papers and 
panel discussions on the theme of the 
15th congress: Nurses and Nursing. 
“Health care must be for people, not 
for patients,” Jeannette Folta, USA, 
said in her paper on humanization of 
services and the use of modern techno- 
logy in health care. She spoke Wed- 
nesday morning in the first plenary 
session. 
According to Dr. Folta, the popular 
view that decries technology is “roman- 
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tic nonsense.” ‘““Three-fourths of the 
human population,” she pointed out, 
“live in isolated, undeveloped, agrarian 
society, that romantic place of simple 
relationships, few changes, and virtual- 
ly no technology. These three-fourths 
of the human population live under 


extreme deprivation, tremendously 
difficult survival conditions, a short 
life-span, high illness and mortality. 
The return to nature is full of cruelty 
and certainly not humanitarianism.” 

Nurses have cried that freedom 
from technological tasks will increase 
their time at the bedside. “Yet,” con- 
cluded Dr. Folta, “we have absolutely 
no evidence to verify that increased 
efficiency and decreased attention to 
technology translates into more direct 
and humanistic care.” 

Catharina Verbeek, Netherlands, 
commenting on Dr. Folta’s paper, said: 
“We start nursing education in a place 
where the highest requirements are 
asked of hygiene, sterility, technical 
skill, speed, and routine. We start in a 
situation where there is little or no 
place for inventiveness, creativeness, 
and our own decisions. There are small 
responsibilities resulting in little satis- 
factions.” 

Catherine M. Hall, UK, said nurses 
must control their own profession 
through a strong national nurses’ asso- 
ciation. Replying to the question: who 
controls the nursing profession?, Ms. 
Hall suggested that most professions 
are subject to external controls to a 
greater or lesser degree. 

The critical issue today, said Ms. 
Hall, “is the extent to which a profes- 
sion can influence where it cannot 
control.” A strong professional asso- 
ciation is the means by which a pro- 
fession is enabled to influence where it 
cannot directly control, she said. 

“In order to fulfill its dual commit- 
ment to advance professional service 
and to promote the welfare and well- 
being of its members, the association 
must be seen to be concerned with 
both the interests of society and with 
the interests of its own professional 
practitioners,” Ms. Hall said. 

Sheila Iu, Hong Kong, who sum- 


marized the discussion by a panel of 


Two nursing students were on the pro- 
gram at a plenary session. Roy Heine 
Olsen is a student nurse-member of the 
board of directors of the Norwegian 
Nurses’ Association; Helen Fleminster 
is a student at the school of nursing, 
John F. Kennedy Medical Center, 
Monrovia, Liberia. 
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seven nurses, said the most important 
control of the association lies in the 
hands of nurses themselves. She said 
the association can help members to 
help themselves, and this must be done 
in ordinary as well as in critical times. 


Belief into practice 

The first topic in the plenary session 
on Thursday was “translating a nursing 
belief into nursing practice.” Rebecca 
Bergman, Israel, said: “Translating a 
belief into practice has mostly been 
undertaken by leaders. Nursing could 
be more effective and satisfying if 
translating beliefs into practice became 
an integral part of all nursing practice.” 
The majority of nurses can acquire the 
intellectual and interpersonal knowledge 
and skills needed to formulate and im- 
plement beliefs, Dr. Bergman said. 

Elisabeth Stussi, France, spoke about 


the health team. She said: “To focus 
the team on health would bring into 
question all our nursing care focused on 
illness. We have made the sickness of 
people our field. We should question the 
negative aspects of this. 

“It is classical to recognize the doctor 
as the head of the health team. Leader- 
ship of the team should come from 
different members, including the person 
being helped. This requires adaptation. 

“It is not sufficient to be a health 
team but it is necessary to be a healthy 
team,” Ms. Stussi said. 

CNA’s president, Marguerite Schu- 
macher, presented a paper on contin- 
uing education for nurses. 

“Continuing education for the nurse 
should be measured not only in terms 
of her role as a nurse but also in terms 
of needs for her own ‘essential living,’ ” 
Ms. Schumacher said. If continuing 
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education is limited to organized learn- 
ing experience, it fails to recognize the 
significance of self-directed learning. 

“Continuing education for all health 
professions is imperative,” concluded 
Ms. Schumacher. “Continuing educa- 
tion is an attitude. Learning requires 
hard work. If nursing is to continue to 
develop as a profession, committed 
learners are essential.” 

In the panel discussion that followed 
Ms. Schumacher’s presentation, Elouise 
Duncan, Liberia, emphasized the im- 
portance of motivating people with 
money, facilities, and know-how to 
provide programs of continuing educa- 
tion. The value of courses is not purely 
for nursing per se; it is an Opportunity 
for the nurse to broaden herself, to 
choose subjects of study. The goal of 
Lm continuing education, Ms. Duncan 
said, is improvement in nursing practice 
and in the nurse. 

Vilma de Carvalho, Brazil, thought 
continuing education should be patient- 
centered. The student should learn how 
to be a good nurse and a good neighbor 
in society. 
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Goals and values 

Sara Alicia Ponce de Leon, Mexico, 
discussed goals and values for the nurs- 
ing profession at Friday morning’s 
plenary session. ‘‘Nursing, precisely 
because it is predominantly a woman’s 
profession, is bound to be affected by 
nurses’ ideas of ‘womanliness,’ by the 
positive or negative value they attribute 
to it, by their acceptance of the femi- 
nine condition, and by the kind and 
quality of their relationship with the 
opposite sex,” Ms. Ponce de Leén said. 

“Some nurses are unable to liberate 
themselves from their... biological 
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Three Mexican nursing students rest 
their feet and look at manufacturers’ 
samples between sessions. Nursing stu- 
dents acted as couriers on the buses that 
transported nurses to the congress Site 
daily. 
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Representatives of the Japanese Nurs- 
ing Association put forth the merits of 
their country as the site of the 1977 
CONLTrCSS. 
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__ function and tend to be indiscriminately 


‘motherly’ to patients; they even feel 
they are ‘very good nurses’ if they do 
everything for the patient and treat him 
as a baby, instead of encouraging his 
independence. This role then projects 
itself onto other members of the health 
team.” 

It is worth trying to change attitudes, 
Ms. Ponce de Leon believes, “because 
nurses who do change secure a new 
dignity, respect, and freedom in their 
relation to people around them, and 
this improves the quality of their work.” 

During the panel discussion following 
this paper, Ingeborg Mauksch, USA, 
said there have been five recent value 
changes all over the world in relation to 
health: health care has become a right; 
it is a matter of prevention; health care 
is centered in the community, rather 
than in the hospital; the consumer is 
participating in decision-making on 
health care; and health care costs are 
born by the total society through gov- 
ernmental support. 

Fumie Kobayashi, Japan, said the 
practice of nursing has not changed. 
The values and goals are expressed in 
beautiful terms but there is a great gap 
between what is expressed in words and 
practice. 

Mira Pridgar, Yugoslavia, said nurses 
easily forget the personal component; 
we seem afraid to be old-fashioned and 
offer a considerate and kind approach. 

Colton V. Bennett, Barbados, be- 
lieves that nursing schools should be 
attached to hospitals because students 
need to be in touch with patients. He 
also said nurses need to examine the 
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sion. “Men fail to identify enough with 
females in the profession and with their 


own association. Males who are not 


interested in nursing should get out 
and look for another job,” he said. 

Vera Maillart, USA and Italy, who 
summarized the congress, quoted Jean 
Piaget who said that the principal goal 
of education is to create men capable 
of doing new things. 


Special Interest Sessions 

Special interest sessions were offered 
on Wednesday and Thursday after- 
noons, in the three Congress languages. 
There were 27 panels in English, 22 in 
Spanish, and 9 in French. 

Besides the four panels provided 
by Canadian nurses, two in French and 
two in English (News, April 1973, 
page 9), Wendy Gerhard, Ontario, 
chaired an international panel on “In- 
ternational Cooperation in Nursing 
Education”; Joan Macdonald, Ontario, 
was a member of an international panel 
on “The Role of the Nurse in Social 
Change”; Lyle Creelman, B.C., chaired 
an international panel on ‘Partners 
for the Health Team: Patients, Fam- 
ilies, Students”; and Dr. Josephine 
Flaherty, Ontario, took part in a French 
panel on: “Qui régit la profession d’in- 
firmiére?” 

The two all-Canadian sessions in 
English were held simultaneously Wed- 
nesday afternoon. In the group moder- 
ated by Dr. Helen K. Mussallem, the 
topic was new sensitivity in the process 
of communication. Jean Pipher, Sas- 
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katchewan, said teachers and st 
have learned that “the teacher is not all- 
powerful, the student is not empty- 
headed, and content is not holy.” 
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Sensitivities that continue to be — 


new in application are that a person 


does the best he can at all times; per- 


sons have a right to feel anxiety, love, 
grief, joy; and they have a responsibility 
to understand feelings and grow in 
them, Ms. Pipher: said. 

Margaret Neylan, BC, said most 
professions are “going it alone, or one 
profession is dominant and helping the 
others.” “Competence,” she said, “is 
the currency of interprofessional ex- 
change.” 

The professions lack a neutral arena 
in which to talk with each other, rather 
than for or about each other, Ms. 
Neylan said. There are some obvious 
pitfalls in patterns that nurses have in 
interprofessional communication. She 
identified: superficial acquiescence in 
face-to-face contact and a hostile after- 
math among their nursing colleagues; 
a generalized aggression, resulting from 
underconfidence; and an _ unrealistic 
expectation of the rate of change in 
other professions after nurses have 
changed. 

To overcome difficulties in inter- 
professional communication, she sug- 
gested nurses maintain continuity of 
practice; assume leadership in appro- 
priate ways; become skilled in debate 
without losing their “cool”; do home- 
work so they~ go to interprofessional 
meetings with facts and a position based 
on those facts; and identify major health 
problems. 

Josephine Flaherty, Ontario, spoke 
of sensitivity in communication between 
nurse and nurse. “Nursing is not com- 
fortable with words and not precise in 
the use of words. We have a nursing 
jargon but we cannot explain to each 
other the meaning of the words. Nurs- 
ing is used to the silent language of 
service,’ Dr. Flaherty said. 

“How often do we look at the stresses 
we put on those nurses who have re- 
sponsibility for groups of nurses?” We 
should look at the situations in which 
we work and at the stresses we place on 
each other, and seek a chance to talk 
about professional problems, she said. 


Students’ View 
Three students in the third year of 
baccalaureate programs in nursing sent 
The Canadian Nurse their comments 
on the ICN Congress. The following is 
the view of Laurel Duke, U of Ottawa; 
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Jo\Brazel, Mount St. Vincent U, Hali- 
fax; and Janet Morton, Dalhousie U., 
Halifax. 

“Any student who has an opportunity 
to attend an ICN conference should not 
miss it. The chance to talk with the 
nursing leaders of many countries was 
one of the things we found beneficial. 
Papers, presented by authorities in 
many areas of nursing, stimulated us to 
think about and focus on aspects of 
nursing that we were only slightly 
aware of. 

“However, the congress was not all 
perfection, nor could this be expected. 
Many of us hoped to hear about new 
aspects of concern for nursing. Instead, 
we heard about “Who controls the pro- 
fession?,” ““The Health Team Concept,” 
and so forth. We realize these are 
relevant issues, but surely something 
concrete could be done about them so 
nursing could expand into broader 
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aspects of health care. Some students, 
however, were satisfied with the topics 
presented and felt these met their needs. 

“Most students were disappointed 
that nothing has been organized for us 
by the ICN organizing committee or by 
the Mexican nursing students. There- 
fore, a few Canadian students organized 
a student meeting. Our plans were 
enthusiastically welcomed by Ms. 
Kruse, ICN president. 

“Despite a few technical difficulties, 
a small but enthusiastic group of stu- 
dents representing 10 countries met 
Friday morning, May 18. We discussed 
student nurses’ associations and nursing 
education in our countries. We were 
dismayed to learn students in some 
countries do not have even a student’s 
council in the hospital or university. 

“All representatives of organized 
nursing student bodies agreed we must 
help other students set up their own 


See you again in Japan in 1977 
Sehen wir uns 1977 in Japan wieden 
Nous esperons vous revoir au Japon en 1977 
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organization, whether on an individual 
school or national basis. Many Canadian 
students expressed concern that in Can- 
ada we do not have a body representing 
nursing students from all types of pro- 
grams across the country. It was gene- 
rally felt that the students at the ICN 
congress this year are the ones who 
must lay the groundwork for a student 
assembly at the next ICN congress in 
Tokyo in 1977. 

“Although we had good times and 
bad at the congress, we are all extremely 
grateful for having had the opportunity 
to attend the congress as students.” <b 


Photos by W. VanKirk Buchanan, cour- 
tesy of American Journal of Nursing. 
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Handicapped children 
learn written communication 


Earl Maser 
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At first glance, a large schoolroom in 
Ottawa gives the impression of being a 
bright, warm playroom. At the far end, 
children’s toys and games — puzzles, 
blocks, hobby horses, tricycles, toy 
cars, a shuffleboard — lie scattered on 
table tops and the floor. Nearby are a 
workbench with carpentry tools, a 
blackboard, and a cupboard on which 
rests a large colorful plastic ball. Beside 
the cupboard stand low parallel bars 
and, a few feet away, a small set of 
stairs with handrails, flanked by mats. 
The left side of the room is divided 
into three work areas. The area closest 
to the entrance contains desks and 
chairs for adults. The one at the back 
is just a small cubicle with a work desk, 
a few small chairs and table, the latter 


30 THE CANADIAN NURSE 


dominated by a large, tilted mirror. A 
colorful partition decorated with fin- 
ger paintings of flowers in orange, 
yellow, and purple separates this area 
from the neighboring cubicle, which is 
furnished with a child’s desk, a table, 
and a battery of machines. 

This room is officially known as the 
physiotherapy area of the Ottawa Crip- 
pled Children’s Treatment Centre. 

The children’s games are the tools 
of the occupational therapist; the par- 
allel bars and stairs assist the physio- 
therapist; the tilted mirror is the speech 
therapist’s, and the long desks are for 
report writing, evaluations, and putting 
hopes on paper. 

The small middle cubicle, with its 


table and desk flanked by machines, is 
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for learning to communicate. In these 
few square feet of space, a dedicated 
teacher, using equipment designed and 
built by two scientists from the Nation- 
al Research Council of Canada (NRC), — 
is making history in the treatment of — 
speechless crippled children. Here, — 
amid the complex electronic equipment, - 
some crippled children have for the — 
first time in their lives been able to — 
communicate by using words written 
on an electronic typewriter. 

The teacher is Wendy Eastman, a_ 
22 year-old graduate of Ottawa Teach- 
ers’ College and graduate technician in 
biomedical engineering from Alg 


during the summer holidays. For two 
years now she has worked around the 
calendar with handicapped children. 


Machines devised 

The machines are the brainchild of 
O.Z. Roy and J.R. Charbonneau, re- 
searchers in the instruments section of 
NRC’s Radio and Electrical Engineer- 
ing Division who, in 1963, developed 
their first communication system for 
the handicapped (COMHANDI). For 
those unable to speak or write, COM- 
HANDI serves as a means of communi- 
cation with words. 

In concept, the NRC communication 
system for handicapped people is de- 
signed to give quick, easy access, with 
minimum stress and maximum use of 
the child’s abilities, to a wide range of 
letters and symbols. This is accomplish- 
ed through devices specially designed 
to encourage maximum participation 
from the child activating various con- 
trols. One of these controls scans a dis- 
play board, first in the horizontal 
direction and then, when reactivated, 
vertically to arrive at the desired letter 
or symbol. This chosen symbol is then 
recorded graphically by means of an 
electronic typewriter. In this way, 
words and numbers can be written 
fairly rapidly, and people handicapped 
with voice, arm, or coordination prob- 
lems can now communicate. 

Most of the crippled children took 
to the first COMHANDI system right 
away. Initially, it had four major com- 
ponents: a control system containing a 
small display board with room for 64 
letters and symbols, an electronic type- 
writer, a system for converting code 
signals from the control system to the 
typewriter, and a_five-by-eight-inch 
box for hand controls. Over this box 
was a bar for activating the scanning 
control. In addition, buttons on the 
box controlled the “type,” “space,” 
and “carriage reset” commands. 

A few weeks after tests began, the 
hand-control box was replaced by a set 
of paddles, brightly colored for easy 
identification. Except for some mechan- 
ical switches, the system was entirely 
transistorized. 
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The thrill of working this machine 
completely by themselves and seeing 
quick results had the children looking 
forward eagerly to each session. Assist- 
ed by their teacher, they progressed 
rapidly toward mastering the machine. 

But there were problems, and despite 
their obvious pleasure with the ma- 
chine, the children, through Ms. 
Eastman, made these problems known. 
The NRC team began work on design- 
ing a new model that would be modifi- 
ed according to the children’s own 
suggestions and reactions and that would 
be more easily adaptable to the individ- 
ual needs of each child. For example, 
the display board was increased in size 
and the control system was changed so 
children did not have to scan the 
whole display board each time they 
needed a symbol or letter. 

The children wanted a faster pace 
for scanning, so the system was mod- 
ified to scan at from one letter per 
second to four per second, as controlled 


by the teacher. As an additional aid 


and ameans of reinforcement for learn- 


ing, the children hear a high-toned 
beep for each address as the scan pro- 
ceeds horizontally, and a lower tone for 
vertical scan. 


Specially for Jeannie 

Neither the new paddles nor the bar 
of the original hand-control box were 
satisfactory for Jeannie. She was unable 
to produce sufficient hand pressure to 
activate the controls, even though the 
NCR team used the most delicate switch- 
es and levers, requiring but a few grams 
of pressure to operate. With mechanical 
control ruled out, the NRC researchers 
developed for Jeannie a special optical 
system using lamps and photocells in 
a series of holes. 
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es the system by acing 
nger in’ the appropriate slots 
_ lamp and photocell. The 
‘uption in the flow of light activates 
controls. The same principle enabl- 
shopper to open the front door of 
permarket automatically — the 
toelectric _ effect also permits 
Jeannie to communicate with words. 
This COMHANDI model was in ope- 
‘ion during the 1971-72 school year 
with good results; with it the children 
oy sy were able to halve the time needed to 
write with the original model. 
The second version was _ further 
modified and a third model was ready 
soon after the start of the 1972-73 
school year. 
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In addition to improving the circuit- 
ry and putting all equipment into a 
single unit, the NRC team developed 
a removable display board with letters 
in alphabetical order. With this display 
board the children not only had access 
to the letters, but were also able to 
“control their environment.” For ex- 
ample, they could turn on and off lights 
and appliances, such as radios and tele- 
vision sets. 

In November 1972, another feature 
was added to give still easier access to 
the desired letter or symbol on the dis- 
play board: a “joystick” in the form of 
a hinged, vertical rod that controls the 
scan on the display board. This feature 
enables the child to take the shortest 
path to the letter or symbol he wants, 
since the scan moves in the same 
direction as the joystick itself 

(up-down, right-left, or 
diagonally). 

“We have aimed at 
involving the child as 
much as possible in 
working the machines,” 
says Mr. Roy. “At the 
same time we have 
attempted to make mass 
production of the 
COMHAND| as simple and 
economical as we can. The 
tise central unit, the ‘guts’ of 
. the machine, is the same 
+ sat for all models. But the 
transducers, which are 
plugged in to allow the child 
to control the machine, are 
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designed to exploit the child’s abilities 
as much as possible and to encourage 
his full participation. The machine it- 
self can be produced on an assembly 
line, but time and careful study are 
needed in developing the transducer 
best suited to the child. Jeannie’s optical 
controls, along with the paddles and 
joystick, are just three examples of 
what can be developed for these chil- — 
dren.” 

Canadian Patents and Development — 
Limited, a subsidiary of NRC respon- — 
sible for patenting and licensing govern- _ 
ment inventions, has been attempting 
to find a company to manufacture the — 
COMHANDI. i 

A new “optical joystick” is now 

being developed for Jeannie and will | 
soon be integrated into this system. It 
involves a seven-hole plate with four 
of the holes forming a diamond. Each 
hole has the same lamp and photocell 
as the optical board that Jeannie now 
uses. When she places a finger in the 
uppermost of the four holes, the light 
will scan up the columns of letters 
and symbols on the display board; if 
the hole on the left is chosen, the scan 
will move “backwards” along the row 
of letters. This will enable her to “type” 
more simply and with much less effort 
than at present. 
A new approach 

During the summer of 1972, another | 
approach was developed to simplify 
the selection of the desired letter or 
symbol. In it the children use a standard 
computer language, a sort of Morse 


Code for letters and symbols. Each 
symbol is made up of at most five dots; 
scanning can thus be limited to a single 
row with six frames, the last for “type,” 
the other five to be selected or not 
depending on the “code” for letter. 

_ The computer code follows a logical 
pattern and has proved easy to learn. 
It has several advantages, one being 
that a child does not have to hunt for a 
letter. Knowing the code for the letter 
he wants, he just has to turn on the 
appropriate frames on the display board 
as the scan comes over them. Should 
he not activate the last frame to type 
this letter, the scan is canceled and 
starts over again. 

Another advantage is that, in addition 
to the usual typewritten text, the elec- 
tronic typewriter can produce a perfo- 
rated tape in the computer language 
code. By running this tape through the 
typewriter again, the child can easily 
make copies of the text. Also, error- 
free drafts can be produced, since the 
typewriter can be made to skip lines 
with errors. 

The COMHANDI system gives handi- 
capped .people a tool for turning out 
flawless written work; this could be an 
important step in ultimately making 
them more self-sufficient and less de- 
pendent on society. In fact, Jim, a limb- 
less child and enthusiastic user of this 
system, has had such success with it 
that he is thinking of using it for his 
future career! 

“At first, there were problems with 
the COMHANDI system, mainly techni- 
cal, and in getting the children accus- 
tomed to using it,” says Ms. Eastman. 
“But the last two models have proved 
much more functional, particularly with 
the added controls for speed. 

“The children have come a long way 
from the point of view of speed, accu- 
racy, and getting what they want down 
on paper. Very few mechanical diffi- 
culties exist now with the equipment 
and, considering what COMHANDI does 
for the children, we hope it will soon 

_ be one of the tools in the classroom, 

for it fits in well with regular public 

| school work in spelling and mathe- 

_ matics. 


“The machines seem to give the chil- 
dren increased incentive, and a desire 
to do their best is immediately evident. 
For these children, as for every child, 
determination to work and succeed is of 
prime importance. Don’t forget that 
they are children first and handicapped 
children second. The more their studies 
and other activities can be made ap- 
pealing to them, the better they'll do. 

“For their teachers, COMHANDI pro- 
vides. a dependable way of seeing if 
the children have really understood 
and assimilated their lessons. They 
now spell, do mathematical problems, 
answer questions on texts, just as 
other pupils do,” Ms. Eastman says. 
“Often we see them smiling as they 
work at the machine. COMHANDI en- 
ables them to see that they are making 
real progress in their learning.” 

What does the future hold? A new 
Ottawa Crippled Children’s Treatment 
Centre is being built just a stone’s 
throw from the new Children’s. Hospi- 
tal of Eastern Ontario in Ottawa. The 
Centre hopes to move into its new 
quarters at the start of the 1973-74 
school year. L.H. Murphy, administra- 
tor of the Treatment Centre, looks 
forward to its growth with these words: 
“The Centre administration is hoping 
to welcome more staff and even greater 
participation from NRC, with the good 
results that this could bring.” w 


Earl Maser is a staff writer at NRC. 


Permission has been kindly given by the 
Public Information Branch of the Nation- 
al Research Council to adapt this mate- 
rial from Science Dimension, vol. 2, no. 2. 
April 1973, pp.8-13. 
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Problem-oriented charting 
— a nursing viewpoint 


When notes are related to the patient’s problems, charting has more 
meaning for nurses caring for that patient. 
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The nurse’s role in patient record keep- 
ing has been a critical and often dis- 
turbing element of nursing practice. 
Disparaging comment has been made 
on the content and quality of nurses’ 
notes. To be sure, “a good day” and 
“slept well” conveys little to the reader 
concerning the patient’s condition and 
progress, and these “‘notes” have been 
equally distressing to nurses as to other 
health professionals. 

A further annoyance has been the 
matter of discarding nurses’ notes on 
the patient’s discharge record. Nurses 
have meaningful messages to relay to 
other health professionals and, if one 
had the inclination to read a sample of 
nurses’ notes, these messages would be 
evident. 

On the other side of the coin, when 
the nurse is reminded that one of her 
functions is to coordinate the medical 
care plan with the nursing care plan, 
she responds, “What medical care 
plan?” It is difficult to sift out the 
relevant medical data from all the 
various notes recorded by the doctor or 
doctors on the many pieces of paper 
randomly distributed throughout the 
chart. 

It is not surprising, therefore, that 
the initiation of problem-oriented 


The authors are the director and assistant 
director of staff education at the Kingston 
General Hospital, Kingston, Ontario. 


charting at the Kingston General Hos- 
pital (KGH) has been received positively 
by most nursing staff. True, there are 
problems. However, acceptance of 
change allows for collaborative effort 
in their solution. 


What is problem-oriented charting? 

Treatment of the patient as an indi- 
vidual with singular behavioral charac- 
teristics has long been recognized and 
this philosophy of patient care is best 
achieved through a_ problem-solving 
approach. Needed are two basic ele- 
ments — accurate and relevant infor- 
mation and a continuous channel of 
communication. The problem-oriented 
chart is the agent by which the philo- 
sophy is implemented. 

The chart components (diagram /) 
clearly designate the required stages 
in problem-solving and how patient 
care and progress should be recorded. 
It is analagous to the established ap- 
proach to the provision of nursing care 
(the evolvement of a nursing care plan 
through identification and assessment 
of nursing care needs). Its further merit 
lies in the allowance for interrelated 
contribution by all health professionals _ 
involved in the care of the patient. 


How does it work? 
First let us examine the word “prob- 4 


_ patient — something has happened 
_ to cause him to seek medical help. The 
doctor pursues the patient’s problems 
in more depth, and refines and records 
them on the problem list. Here, each 
_ problem is identified by a number and 
title. This list (diagram 2) becomes an 
index to the individual patient, indi- 
_ cating the medical foundation for care. 

A medical care plan is designed and 
identified as the management plan. 
Doctor’s orders are written under the 
number and title of each identified 
problem. Thus, the medical care plan 
is clearly apparent, so apparent, in 
fact, that we not only know waat is 
required in the way of treatment, but 
why — the medical reason for insti- 
tuting treatment. The _ interrelation- 
ship of these chart components can be 
seen on diagram |. At the same time, 
the patient’s nursing needs have been 
identified and appropriate action plan- 
ned, coordinating nursing care with 
medical care. 

What does the nurse contribute to 
the patient’s record? With the introduc- 
tion of the problem-oriented record, 
KGH has modified the traditional 
chart. For example, action taken on 
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1. Estimated date of onset of the problem. Give day/month/year. 

2. The date documentation of the problem begins in the chart. 

3. The date the problem was resolved—it corresponds to the date 
in the record the documentation ends. 
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Subjective Data 


Objective Data 


Assessment 


Plan 


DIAGRAM IV 


— patient’s symptomatology 
— patient’s stated viewpoint 


— valuable physical findings 
— signs you actually observe, hear, etc. 


— a tentative conclusion developed from facts 

— keep in mind the original objectives of care. 

(You may consult other team members in developing 
your interpretations. Don’t be afraid to offer ideas.) 


— how you can best assist this patient to meet his needs 
and solve his problems 

— prepared in light of each indexed problem and its 
relationship to other problems 


prescribed treatment and medications 
is recorded, as usual, on appropriate 
record forms, as determined by hospi- 
tal practice. These record forms, now 
called flow sheets, have been extended 
to include the recording of a variety 
of information on what occurs contin- 
uously over time, for example, pro- 
gression of affect in a psychiatric pa- 
tient, or a patient’s response to medica- 
tion regime. The nurse continues to 
contribute to these sections of the chart, 
making certain the most up-to-date in- 
formation is documented. The major 
transition has involved the nurse’s con- 
tribution to the progress notes. 

All who contribute to the patient’s 
care record relevant information on 
the progress notes. The notes (diagram 
3) are numbered and titled according 
to the problems to which they refer. 
The date and time of each entry is 
recorded. Clearly legible documenta- 
tion is emphasized, and each comment 
is signed with full name and status. 
A simple formula — subjective objecti- 
ve assessment plan (S.O.A.P. diagram 
4) — provides the guideline for orga- 
nized documentation. As new problems 
occur they are recorded by the nurse, 
or other health professional involved 
(marked as “temporary” or “new” 
problems). Once relevancy has been 
established, these are added to the 
problem list by the doctor. 


Implementation 
As with any change, the system must 
be understood before physical innova- 
tions are made. Certain difficulties can 
_be anticipated and considered in short- 
| and long-term planning. Our major 
_ objective was to improve patient care 
| through implementation of the system. 
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This objective and the anticipated dif- 
ficulties provided the focus of attention 
throughout the change process. 

Preparation of nursing staff for 
the change was in three phases: 1. ex- 
planation of the philosophy and its im- 
plications for nursing practice; 2. in- 
struction on chart construction and 
techniques of charting, with emphasis 
on the cooperative nature of the prog- 
ress notes; and 3. evaluation of nursing 
participation, including follow-up guid- 
ance on troublesome points. 

Instruction was carried out in group 
discussions, with individual follow-up 
at the nursing unit level and on a one- 
to-one basis during all phases. Audio- 
visual programs were developed for 
use as instructional aids. 

The system had already been in 
operation in one medical nursing unit 
for a year. Therefore, the support and 
counseling of nursing staff in this unit 
were valuable in preparing staff for the 
change. As the system matured, spe- 
cific areas of concern became evident. 
It became apparent that frequent ex- 
change between medical staff, nursing 
personnel, and medical records staff 
was essential. A committee was esta- 
blished, difficulties were aired, and 
decisions acceptable to all parties were 
made. Difficulties encountered on 
individual nursing units were resolved 
at the unit level and their resolution 
shared with other units. 

The system has been in effect in all 
medical nursing units for more than 
six months. We have found that con- 
tinued reinforcement is needed to 
assure all comments recorded in the 
progress notes are related to a specific 
problem number and title. Nurses need 
to be encouraged to contribute to this 


cooperative documentation and to 
exercise their degree of understanding 
and competence in assertion of definite 
observations and nursing assessments. 
The order of the chart must be consis- 
tent on all units, with only minor flexi- 
bilities of physical form made on 
wards concerned with special services. 


Relevance for nursing practice 

An oft-repeated complaint in medical 
practice has been the lack of commu- 
nication between doctors and nurses. 
All recognize the need to share infor- 
mation and to decide jointly on a course 
of action; yet they appear to work in 
isolation. Such, indeed, seems to be 
the case with all health professionals. 

The organized problem-solving ap- 
proach to patient care, involving all 
health team members, allows for the 
development of a complete patient 
profile. As continuity is provided 
between the medical and nursing care 
plans, the importance of the nursing 


plan for nursing practice has become — 


more obvious to the individual nurse. 
Comprehensive care plans directed 
to specific problems and focusing at- 
tention on the patient as an individual 
are more evident. 

At KGH the team concept is now 
not only talked about, it exists. Nurses 


now feel they are truly members.of the 


health team. They are free to make 
nursing judgments on patient care 
and to record these judgments on the 
common record. Their assessments are 
now read, and attention is paid to them. 
Herein lies the greatest satisfaction 
to nurses —an opportunity to com- 
municate, to be heard and recognized — 
and to better understand the care they 
give their patients. wv 
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Josephine Flaherty, center, addressed more than 300 nurses in her keynote 
speech at the annual meeting of the Registered Nurses’ Association of Nova 
Scotia, held in Halifax June 14 and 15. Dr. Flaherty, dean of the faculty of 
nursing at the University of Western Ontario, said the nursing profession “has 
become one of the most active and aware groups of professionals in the 
country.” But she noted: “Nurses have never known more disaffection and 
disappointment with the quality and quantity of health service which is 
Enjoying a break with Dr. Flaherty are Halifax branch 
president Margaret Bayer of Dartmouth, /eft, and Joan Fox of Kentville, past 
president of the Registered Nurses’ Association of Nova Scotia. 


Audrey Thompson of Red Deer was 
chosen nurse of the year by the Alberta 
Association of Registered Nurses at its 
convention in Calgary in May. 

Ms. Thompson (R.N., Holy Cross 
School of Nursing, Calgary; B.Sc., U 
of Alberta, Edmonton; M.N., U. of 
Washington, Seattle) has been involved 
in all aspects of 
nursing, including 
teaching at the Galt 
School of Nursing 
in Lethbridge and 
associate director of 
nursing at the Leth- 
bridge Municipal 
Hospital. Current- 

ly, Ms. Thompson 
is a medical- -surgical specialist at the 
Red Deer General Hospital, where she 
has devoted much time to developing 
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nursing care plans, conferences, anc 
other hospital activities. She is alsc 
vice-president of the AARN. 


Marjorie Jackson 
director of nursing 
Brandon Genera 
Hospital, becam: 
the twenty-firs 
honorary membe 
of the Manitob: 
Association of Reg 
istered Nurses at it 

r 1973 annual meet 
ing held i in Brandon, Manitoba. 

Ms. Jackson (R.N., Brandon Genera 
Hospital School of Nursing; Nursin; 
Admin. Cert., McGill University), wh« 
has called Manitoba home most of he 
life, nursed in Peekskill, New York, fo 
two years and was matron at the RCA] 


Burns and Plastic Surgery Hospital in 
Sussex, England, during World War II. 

An active member of MARN, Ms. 
Jackson has served on many committees 
and was 2nd vice-president in 1963-65 
and chairman of the accrediting com- 
mittee, 1970-72. She has been president 
of the Victorian Order of Nurses in 
Brandon and of the Brandon Quota 
Club, and has served on the Western 
Manitoba Guidance and Counselling 
Board. 


Mary Irving has been appointed director 
of nursing service, Hotel Dieu Hospital, 
Chatham, New Brunswick. 

Ms. Irving, who received her basic 
nursing education at Hotel Dieu Hospi- 
tél school of nursing, Chatham, has 
been associate director of nursing ser- 
vice since January, 1971. 


Alberta Nurse Honored 


Madeline Godfrey, left, was named 
honorary member of the Alberta 
Association of Registered Nurses at 
the association’s annual convention in 
\Calgary, held May | to 4. Ms. God- 
frey, who was honored for her efforts 
on behalf of practitioners in northern 
Alberta, is shown here with Margue- 
rite Schumacher, president of the 
{Canadian Nurses’ Association. 
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Lynn McClure was 
elected second vice- 
president of the 
Manitoba Associa- 
tion of Registered 
Nurses at its annual 
meeting in Brandon 
in late May. Ms. 
McClure (B.N. Mc- 
Master University, 
Hamilton) i is nursing coordinator, am- 
bulatory services, Health Sciences 
Centre in Winnipeg. 

Also elected to the board of directors 
were three members-at-large: Sister 
Cecile Gauthier, Edith Giesbrecht, and 
Audrey McClelland. 


Alice R. MacKinnon, Edmonton, is the 
newly-appointed registrar of the Alber- 
ta Association of Registered Nurses. 

ae Ms. MacKinnon 
(R.N., U. of Alberta 
Hospital, Edmon- 
ton; B.Sc... .Us,,.0f 
Alberta; M.N., U. 
of Washington, Se- 
attle) has had ex- 
perience in public 
health nursing in 
: Canada and in the 
United States. Positions she has held in 
Alberta include principal of the School 
for Nursing Aides in Edmonton; asso- 
ciate director of nursing education at 
Foothills Hospital school of nursing, 
Calgary; and assistant professor, school 
of nursing, University of Alberta. 


Grace Johnson has recently retired as 
consultant in nursing services, Depart- 
ment of Veterans Affairs (DVA), Ot- 
tawa. 

Ms. Johnson (R.N., Winnipeg 
General Hospital school of nursing; 
B.N. (Admin), McGill University, 
Montreal), on returning to civilian life 
after service with the Royal Canadian 
Army Medical Corps during World 
War II, resumed her association with 
the Winnipeg General Hospital, where 
she became director of the Women’s 
Pavilion. She was director of nursing 
at the McKellar General Hospital in 
Fort William before her appointment 
with the DVA. e 


Registered nurses, 
your community needs 
Bathe benefit 


skills and experience. 


of your 


Volunteer now to 
teach St. John 


nursing and child care courses. 


Ambulance home 


Contact your Provincial Headquarters, 
St. John Ambulance. 
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POSEY LAP ROBE 


The Posey Lap Robe is one 

of the many products included 

in the complete Posey Line. Since 
the introduction of the original 
Posey Safety Belt in 1937, the Posey 
Company has specialized in hos- 
pital and nursing products which 
provide maximum patient protec- 
tion and ease of care. To insure the 
original quality product always 
specify the Posey brand name when 
ordering. 


The Posey Safety Lap Robe provides 
the patient warmth while preventing 
him from sliding forward or slumping 
over. This is one of eleven wheelchair 
safety products providing patient se- 
curity. #5163-4532, $21.00. 


The Posey Foot-Guard is designed 
with a rigid plastic shell providing 
support and synthetic wool liner to 
prevent pressure sores on heels and 
ankles. The Posey Line includes 
twenty-three rehabilitation products. 
#5163-6410, $15.00 ea. 


The Posey “V” Safety Roll Belt se- 
cures under the bed out of the pa- 
tient’s reach, yet offers maximum free- 
dom to roll from side to side and sit 
up. This belt is one of seventeen 
Posey safety belts which insure pa- 
tient comfort and security. #5163- 
1131 (with tie ends), $9.90. 


Send for the free all new POSEY catalog — supersedes all previous editions. 
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The Posey Body Holder may be used 
in either a wheelchair or a bed to 
secure chest, waist or legs. There are 
sixteen other safety belts in the com- 
plete Posey Line. #5163-1731 (with 
ties), $5.10. 


The Posey Houdini Security Suit, 
constructed of cool breezeline mate- 
rial, is virtually impossible for patient 
to remove yet provides security with 
comfort. There are eight safety vests 
in the complete Posey Line. #5163- 
3412, $15.00. 


Please insist on Posey Quality — specify the Posey Brand name. 
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¥ Qualety 


Send your order today! 
POSEY PRODUCTS 


Stocked in Canada 


ENNS & GILMORE LIMITED - 
1033 Rangeview Road 
Port Credit, Ontario, Canada 
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_ Light side of labor 
__ Blood, Sweat & Jeers was the name of 
the daily newsletter published by nurses 
_ during the first (but not last) collective 
bargaining summer school in Toronto 
June 3 to 9. The school was conceived 
and delivered by the Registered Nurses’ 
Association of Ontario. 

Although the 47 Ontario RNs who 
attended worked hard to learn to 
grieve, their newsletters also show 
the lighter side of their labor. Here are 
some excerpts, only slightly edited, 
from the newsletters: 

‘Help! I am in love with a mature 
labor relations consultant. He will not 


have anything to do with me as I am 
a scab, — A union maid. 

Look alive! You can be replaced by 
a button. 

The Ottawa delegates tested tactics 
learned at the collective bargaining 
summer school to persuade the man- 
agement of a restaurant to pay for their 
cold and tasteless lasagna. 

With the enthusiasm that was shown 
for this type of school, it is no wonder 
that a re-union is planned for next year. 


Textile care and labeling 
Canada has a law, effective June 1, 
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1973, that requires every manufacturer 
or dealer to label textiles. The new 
label has to list the fibers in the fabric, 
using the family name for each; show 
the percentage of each fiber by weight; 
and identify the dealer. 

The federal department of consumer 
and corporate affairs has published a 
pamphlet about the new law and about 
the colored symbols, showing the best — 
way to care for and clean garments. — 
The care labels are not required by law, — 
but more and more manufacturers are — 
using them. Pressure from consumers _ 
who ask for care labeling can increase | 
the number of manufacturers who tell 
us how to care for the fabrics we buy. | 

For a copy of the pamphlet, “Look — 
at that Label,” which explains both the 
Textile Labelling Act and the new care 
labels, write to: The Consumer, Box 
99, Ottawa. The pamphlet is free in 
limited quantities. 


Poor women’s rights 
In addressing the Canadian Association 
of Social Workers in Vancouver June 
8, Sylva M. Gelber had some sharp 
criticism for the CASW, which she said 
has evaded the important issue of the 
changing status of women in contem- 
porary society. 

Ms. Gelber, director of the Women’s 
Bureau of the federal department of 
labor, spoke about humiliating injus- 
tices toward women and moral struc- 
tures contained in our laws. 

For example: “Even the Parliament 
of Canada has now accepted the 
thesis that ‘the state has no place in the 
bedrooms of the nation.’ But the state 
is still present in the bedrooms of the 
poor women of this nation!” 

She then referred to the “man in the 
house” rule that operates in some 
provincial and municipal welfare pro- 
grams: “... a woman receiving wel- 
fare who lives with a man (not her 
husband) is given the choice between 
having her benefits terminated and 
breaking off the relationship. .. .” 

This type of moral stricture, Ms. 
Gelber said, is also found under Work- 
men’s Compensation law, by which 
“commissions or boards have the pow- 
er to discontinue or suspend. compen- 
sation payments made to the widow of 
a deceased workman in the event that 
she lives with a man without being 
married to him.” o 


_ September 3-6, 1973 
Workshop on “Evaluation of Student 
Nurse Clinical Performance,” sponsor- 
ed by the University of Western Onta- 
rio Summer School and Extension 
Department. For further information, 
write to: Summer School & Extension 
Dept., U. of Western Ontario, London 
72, Ontario. 


September 29, 1973 
Sherbrooke Hospital Alumnae Asso- 
- ciation dinner, Army, Navy Hut, Lennox- 
ville, Quebec. Reservations must be 
received by September 17. For further 
information and reservations contact: 
_ Ms. A.L. Momson, 1090 Argyle St., Sher- 
brooke, Quebec. 


October 1-3, 1973 

Association of Registered Nurses of 
Newfoundland, annual meeting, St. 
John’s, Newfoundland. 


- October 1-3, 1973 

_ Annual meeting of the Association of 
Canadian Medical Colleges and the 
Association of Canadian Teaching Hos- 
pitals, held in conjunction with a meet- 
ing of the Canadian Association of Uni- 
versity Schools of Nursing, McMaster 
University Medical Centre, Hamilton, 
Ontario. For information, write to: Mr. 
C.A. Casterton, Secretary, Association 
of Canadian Medical Colleges, 151 
Slater St., Ottawa, Ont. K1P 5H3. 


October 8-10, 1973 

First congress of World Federation of 
Neurosurgical Nurses, Tokyo, Japan. 
Inquiries may be directed to: Ms. Doris 
McDonald, Charles Le Moyne Hospital, 
Greenfield Park, Montreal, Quebec. 


October 10-13, 1973 

Canadian Association for the Mentally 
Retarded, national training conference, 
International Inn, Winnipeg, Manitoba. 


October 15-19, 1973 
Tenth annual Australian meeting, Joint 
_ World Psychiatric Association, Sydney, 
- Australia. Address enquiries to: Con- 
UGUST 1973 


ae. ok 


gress Secretary, Box 475, G.P.O. 


Sydney, N.S.W. 2001, Australia. 


October 17-20, 1973 

Canadian Council of Cardiovascular 
Nurses, nursing conference and work- 
shops to be held in conjunction with 
the annual meetings and scientific 
sessions of the Canadian Cardio- 
vascular Society and Canadian Heart 
Foundation, Halifax, Nova Scotia. For 
further information, write to: Canadian 
Heart Foundation, Suite 1200, 1 
Nicholas St., Ottawa, Ont. K1N 7B7. 


October 21-26, 1973 

First annual hospital leadership sem- 
inar for hospital management person- 
nel, El Conquistador Hotel, Las Cro- 


MOVING? 
BEING MARRIED? 


Be sure to notify us six weeks in advance, 
otherwise you will likely miss copies. 


Attach the Label 
From Your Last Issue 
> OR 
Copy Address and Code 
Numbers From It Here 


NEW (NAME) /ADDRESS: 


Street 
City Zone 
Prov./State Zip 


Please complete appropriate category: 


‘2 | hold active membership in provincial 
nurses’ assoc. 


reg. no./perm. cert./ lic. no. 
[_] 1am a Personal Subscriber. 


MAIL TO: 
The Canadian Nurse 
50 The Driveway 
OTTAWA, Canada K2P 1E2 


abas, Puerto Rico. Tuition: $225. For 
further information, write to: Center 
for Training & Development, U. of 
Southern California, 311 South Spring 
St., Los Angeles, Calif.,90013,U.S.A. _ 


October 24-25, 1973 

International symposium on gonorrhea, 
sponsored by the health protection 
branch, department of national health 
and welfare, Skyline Hotel, Ottawa. For 
further information, write to the health 
protection branch, Food and Drug 
Building, Tunney’s Pasture, Ottawa. 


October 28-November 3, 1973 

Human relations training program for 
inservice coordinators in the Atlantic 
provinces, sponsored by the nurses’ 
associations of New Brunswick, Nova 
Scotia, Newfoundland and Prince 
Edward Island withtheP.E.|.Leadership 
Institute of Holland College (Prerequi- 
site: attendance at the earlier “People 
Power” workshop). Training program 
will be held in P.E.|. (location not yet 
settled). 


November 5-7, 1973 

Association of Nurses of the Province 
of Quebec, annual meeting, Montreal, 
Quebec. 


February 18-22, 1974 

Course in occupational health nursing, 
University of Toronto Faculty of Nurs- 
ing. Fee: $95. This is offered for regis- 
tered nurses employed in occupational 
health nursing. Write to the Faculty of 
Nursing, Continuing Education Pro- 
gram for Nurses, 50 St. George Street, 
Toronto. 


June 16-21, 1974 

Canadian Nurses’ As- 
sociation annual 
meeting and conven- 
tion, to be held in the 
Manitoba Centennial 
Centre Concert Hall, 
Winnipeg, Manitoba. 
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dbook for Camp Nurses and Other 
Health Workers by Mary Lou 
sley. 159 pages. New York, 
ZW aah 

by Doris Fitzgerald, staff 
_ nurse, Ottawa Civic Hospital, Ot- 
- tawa, Ontario. 


This book, prompted by the need for 
some guidelines for nurses who are or 
_ would like to become involved in camp 


nursing, meets its objectives. 
_ In the preface, the author clearly and 


pleasingly reflects the deep satisfaction 


she has gained from camp nursing, the 
warm affection she holds for children, 
and the experiences to be gained in 
developing a health program for young 
campers. 

The first four chapters describe the 
physical environment necessary for 
camps for children, the qualifications 
and employment conditions for nurses, 
the organization of health centers with- 
in the camp, and the regulations for 
camp sanitation. 

Chapter five stresses the importance 
of a camp health program, and the need 
for complete cooperation and participa- 
tion of everyone in camp in formulating 
and carrying out such a program. It 
states clearly the role each individual in 
camp must take in maintaining good 
health, as well as the objectives of a 
health program. 

The dilemma of what to take to camp 
in the line of clothing, toiletries, and 
other necessities, can be frustrating to 
an inexperienced camp nurse. Once on 
the camp area, it is often difficult or 
sometimes impossible to obtain articles 
one may have forgotten. Chapter five 
would be of great assistance to anyone 
contemplating a stay in the outdoors. 

Chapter seven discusses, in alphabet- 
ical order, the illnesses and injuries that 
may occur in any camp. This chapter 
is a convenient quick reference. It des- 
cribes the various problems accurately 
and intelligently. The treatment propo- 
sed for these problems is adequate and 
sensible. Few, if any, problems have 
been overlooked by the author. This 
chapter, along with a Physicians’ Desk 
Reference and a few textbooks on nurs- 
ing and first aid should give ample 
information to the camp nurse. 

The author makes no mention of the 
need for some continuity: of staff, which 
is most important for good organization 
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and management of camp life and for 
the security it provides to both camper 
and camp worker. 

This book is well-written, pleasant 
to read, with accurate and detailed in- 
formation involving all aspects of camp 
life. While the book is directed mainly 
to camp nurses, it would be of benefit 
to all personnel involved in the reward- 
ing work at childrens’ camps. 


Care of the Critically Ill Child by R.S. 
Jones and J.B. Owen-Thomas. 323 
pages. London, England, Edward 
Arnold Ltd., 1972. Canadian Agent: 
Macmillan, Toronto. 

Reviewed by Una V. Reid, Lauren- 
tian University, School of Nursing, 
Sudbury, Ontario. 


This book is “the result of the authors’ 
experiences of intensive care” at pedi- 
atric hospitals in England and Canada. 
It is a comprehensive manual dealing 
with the treatment and care of the criti- 
cally ill child. The content is focused 
toward those who work in the intensive 
care unit, caring for the neonate or 
the older child. 

The book brings together material 
from physiology, pathology, and re- 
search literature. 

The first chapter deals with an ap- 
proach to critical illness; design, staf- 
fing, and management of the unit, and 
parent-staff relationships are discussed. 

The chapters on cardiac function, 
circulatory failure, and respiratory 
pathology are detailed, well written 
and supported by various tables, 
nomograms, and grids. The cardic- 
respiratory aspects of acute diseases 
are emphasized throughout the text. 
The preface justifies the emphasis “on 
the ground that advances in theory and 
techniques in these major fields domi- 
nate treatment.” 

The concise section on the physiol- 
ogy and physiopathology of the new- 
born and management of the neonate 
was written by the chief of the division 
of perinatology, The Hospital for Sick 
Children, Toronto. Implications for 
care of the newborn are focused on 
the stress and the changes that occur 
or do not occur during and after deli- 
very. Special care for the neonate, for 
example, proper resuscitation at birth, 
oxygen therapy, and regulation of the 


thermal environment, is included in the 
chapter on the care of the seriously-ill 
newborn. ; | 

Nursing aspects of care are brief 
and basic. However, the intensive care 
nurse should be able to assess, plan, 
implement, and evaluate nursing care, 
guided by principles from the different 
aspects of diagnosis and treatment men- 
tioned. 

This single book, with its appendixes, — 
provides basic and valuable informa- 
tion for the members of the team of 
the intensive care units and the neo- 
natal ward. The delivery room nurse 
may find useful the chapters on the 
physiology and physiopathology of the 
newborn. The book is recommended 
for those involved in the care of the 
critically ill child, both at the educa- 
tional and clinical level. 

However, the book is a little advanc- 
ed for a beginning graduate in any of 
the clinical areas mentioned. 


The Hospital Emergency Department 
by James H. Spencer. 360 pages. 
Springfield, Ill., Charles C. Thomas, 
1972. 

Reviewed by Pamela M. Roberts, © 
Head Nurse, Emergency Depart- 
ment, The Montreal General Hospi- 
tal, Montreal, Quebec. 


The author states in the preface that 
since World War II the public has be- 
come more hospital minded; the doctors 
have changed their patterns of practice, — 
subsequently the public has turned to 
outpatient and emergency departments 
in increasing numbers for medical care, — 
catching most hospitals by surprise. | 
What the reaction has been, and can 
be, is clearly stated in this book; it does 
not include details of the treatment. 
Throughout the 24 chapters, emphasis 
is placed on the need for improved care 
with proper facilities for the emergency 
patient. 

The author stresses the importance 
of good planning and construction, and — 
the need for a well-marked entrance to — 
enable easy access. He discusses in 
detail the advantages of the open ward © 
technique for receiving critically ill 
and injured patients, thus improvi 
efficiency. Many examples are 
from various hospitals, _ 
illustrations. There < o full 


| 


on equipment and supplies, which are 
realistic and informative to anyone 
organizing a new department. 

The author says that an adminis- 
trative committee should be’ formed 
within the department to set stand- 
ards and maintain control. Brief 
comments are made in regard to staff- 
ing and maintenance of permanent 
emergency room personnel. Dr. Cramp- 
ton, in his chapter on medical emerg- 
encies, gives an excellent account of 
the cardiac receiving room and pre- 
hospital care, together with a choice of 
equipment. He describes the cardiac 
ambulance service, at present operat- 
ing in the U.S.A., performed by nurses 
and trained cardiac ambulance work- 
ers who are in contact by radio or tele- 
phone with a physician. 

The last chapter of the book evaluates 

all aspects of the emergency room care. 
In the author’s opinion, the weakest link 
lies in the care given to the injured at 
many hospitals in the U.S.A. Should 

we in Canada be following this more 
closely? 

This book constitutes a well-planned 
guide for all who are involved in 
emergency department planning. It 
also answers many questions that pre- 
sent themselves from time to time to 
health care workers. 


Mayes’ Midwifery: A Textbook for 
Midwives, 8ed., by Rosemary E. 
Bailey. 530 pages. London, England, 
Bailliere Tindall, 1972. 

Reviewed by Pansy Tewari, Assistant 
Professor, School of Nursing, Uni- 
versity of Windsor, Windsor, Ont. 


As a result of recent developments in 
obstetrics and related sciences, the 
author has extensively rewritten the 
text and added several new chapters. 
Increasing knowledge has provided a 
better understanding of pregnancy and 
its effect on the mother and the fetus; 
in one of the new chapters, “assessing 
fetal health,” several diagnostic proce- 
dures, such as fetal blood sampling and 
ultra sonography, are discussed. 

Changing social concepts and the 
integration of community health and 
hospital care are included. Some of the 
topics discussed are family planning, 
therapeutic abortions, unsupported 
mothers, and community care services, 
all providing an opportunity for the 
midwife to help in the social care of 
her patients. 

The book has six units: social needs, 
obstetric anatomy and the fetus, 
pregnancy, labor, puerperium, and the 
‘care of the baby. This book provides 
jmaterial that students, staff members, 
‘and instructors should find valuable in 
‘maternal and child care. 
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Orthopaedics and Accidents by Marg- 
aret Miller and James H. Miller. 
256 pages. London, England, English 
Universities Press, 1972. Canadian 
Agent: Musson, Don Mills, Ontario. 
Reviewed by Anna Gupta, Director, 
School of Nursing, University of 
Windsor, Windsor, Ontario. 


The editor of the paperback states in 
his foreword that the book is one of a 
series of textbooks written specially for 
students of nursing, midwifery, physio- 
therapy, radiography, speech training, 
and hygiene. The series is designed to 


cover the requirements of the state 
registration examinations conducted by 
the General Nursing Council of Great 
Britain. 

The book is written by a husband 
and wife team: a former ward sister 
with considerable clinical experience 
and a consultant orthopedic and 
accident surgeon from one of the best 
organized units in the United Kingdom. 

The book is divided into two parts: 
the first part deals with conditions 
classified according to their pathology, 
regional groupings, and so on. The 
principles of fracture treatment and 
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jents in plaster casts and in 
on ak al orthopedic op- 
d the care of patients under- 
ry. Special aspects related 
sitioning, management of pain, 
healing, metabolic response 
nursing of children and the 
ly, physiotherapy and occupation- 
erapy, radiog a Hi and medical 
; work are also discussed briefly. 
ae mc authors lack the detailed and 
comprehensive approach to certain 
% 3 pects of the care of orthopedic 
h Roca particularly the nursing care. 
2 Also, there are differences in techniques 
as well as in a of orthopedic ap- 
_ pliances and beds used in Canada. For 
instance, we use the “log-rolling” 
technique in turning and changing pa- 
tients’ positions after spinal surgery, 
i whereas the authors write about still 
using a plaster half-jacket for the 
purpose. 

The main use of the book in Canada 
would be as a supplement to other refer- 
ences and texts of Canadian or Ameri- 
can authors. The book is also useful for 
a quick review of orthopedics. & 
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Publications on this list have been 
received recently in the CNA library 
and are listed in language of source. 
Material on this list, except refer- 
) ence items, may be borrowed by CNA 
members, schools of nursing and other 
institutions. Reference (R) items (ar- 
chive books and directories, almanacs 
and similar basic books) do not go out 
on loan. Theses (also R) are on Reserve 
and may go out on Interlibrary loan 
only. 
Requests for loans should be made 
on the “Request Form for Accession 
List’ and should be addressed to: The 
| Library, Canadian Nurses’ Association, 
50 The Driveway, Ottawa, Ont. K2P 
1E2. 
No more than three titles should be 
requested at any one time. 
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tion in Canada. The report of the profession- 
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3. Approaches to the human fertility prob- 
lem. A report: prepared for the United 
Nations Advisory Committee on the applica- 
tions of science and technology to develop 
ment: 1968. Chapel Hill, N.C., University of 
North Carolina, Carolina Population Center, 
1971. 99p. (Carolina Population Center. 
Monograph no.2) 

4. The art of writing effective letters, by 
Rosemary T. Fruehling and Sharon Bouch- 
ard. Toronto, McGraw-Hill, 1972. 257p. 
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ty in Canada, by B.L. Adell and D.D. Carter. 
Kingston, Ont., Queen’s University, Indus- 
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Brian Meredith Davies. London, English 
Universities Press, 1972. 214p. 
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London, English Universities Press, 1964. 
146p. 

8. Current issues in nursing education. Papers 
presented at the Ninth Conference of the 
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New York, National League for Nursing, 
1972. 84p. 

9. The definition and measurement of men- 
tal health; a symposium held in Washington, 
D.C. 1966-67. Edited by S.B. Sells. Washing- 
ton, for sale by the Supt. of Docs., U.S. 
Govt. Print. Off., 1968. 280p. (U.S. Public 
Health Service publication no. 1873) 

10. Delphi: the Bell Canada experience. 


Montreal, Bell Canada, Business Planning 
Group, 1972. 75p. 
Il. The doctor shortage; an economic 


diagnosis, by Rashi Fein. Washington, D.C., 
Brookings Institution, 1967. 199p. 

12. Emerging sectors of collective bargain- 
ing. Edited by Seymour L. Wolfbein. Mor- 
ristown, N.J., General Learning Press, 1970. 
260p. 

13. Evaluation of health programs - an anno- 
tated bibliography, by Willy DeGeyndt and 
Karen B. Ross. Minneapolis, Minn., Univer- 
sity of Minnesota, Systems Development 
Project, 1968. 107p. (Systems Development 
Project. Comment series no. 8-9(9)) 

14. An exploration of the future in medical 
technology, by Frank J. Doyle and Daniel 
Z. Goodwill. Montreal, Bell Canada, 1971. 
66p. 

15. Family planning, a curriculum, by Lon- 
don Board of Education. London, Ont., 
London Free Press, 1973? 89p. 

16. Family planning: some facts andlor 
fables related to birth order, sex ratio, 
family size, social values, by Vernon E. 
Weckworth. Minneapolis, Minn., University 
of Minnesota, Systems Development Project, 
1968. 107p. (Systems Development Project. 
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973. 218p. 
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Examination Pub. Co., 1972. 205p. (Nursing | 
examination review book no. 11) | 
21. Health care: can there be equity? The— 
United States, Sweden, and England, by 
Odin Waldemar Anderson. Toronto. Wiley, 
1972. 273p. 
22. Health hazards of the human environ-— 
ment, prepared by 100 specialists in 15 
countries. Geneva, World Health Organiza- 
tion, 1972. 387p. 
23. Health-related research; a bibliography 
of selected Rand publications. Santa Monica, — 
Calif., Rand Corporation, 1972. 88p. ) 
24. Home care and extended care in a com- 
prehensive prepayment plan, by Arnold V. 
Hurtado et al. Chicago, Hospital Research 
and Educational Trust, 1972. 127p. 
25. Human resources; obtaining results from 
people at work, by Edwin J. Singer and 
John Ramsden. Toronto, McGraw-Hill, 
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Davreux-Collart. Louvain, Belgium, Service 
d'Information et de Documentation, 1972. 
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27. Nevada health profile, by Nevada 
Division, Mountain States Regional Medical 
Program. Boulder, Col., Western Interstate 
Commission for Higher Education, 1969. 
199p. 
28. Nil by mouth? a descriptive study of 
nursing care in relation to pre-operative 
fasting, by Stephanie Hamilton Smith. Lon- 
don, Royal College of Nursing and National 
Council of Nurses of the United Kingdom, 
1972. 113p. 
29. The nurse as a_ primary health care 
provider, by Leslie Perry. Rochester, N.Y., 
Community Planning Committee for Nurs- 
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Genesee Valley Nurses’ Association, 1971. 
72p. 
30. Nutrition and diet therapy; a learning 
guide for students, by Sue Rodwell Williams, 
2ed. St. Louis, Mosby, 1973. 186p. 
31. OK, Let's talk about it; dynamics of 
dialogue, by Cathrina Bauby. Toronto, 
Van Nostrand Reinhold, 1972. 185p. 
32. On dying and denying; a_ psychiatric 
study of terminality, by Avery D. Weisman. 
New York, Behavioral Publications, 1972. 
247p. f 
33. Operations research in hospitals; diag-— 
nosis & prognosis, by David H. Stimson and 
Ruth H. Stimson. Chicago, Ill., Hospital 
Research and Educational Trust, 1972. 
110p. ik 
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tomorrow, by Alfred M. Sadler et al. New 
Haven, Conn., Yale University School of 
Medicine, 1972. 256p. 
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femmes et les infirmiégres. Ed. par R.L. 
Kleinman. London, Fédération Internatio- 
nale pour le Planning Familial, Comité 
Médical Central, 1971. 61p. 

37. Principles of medicine and medical 
nursing, by J.C. Houston and Marion G. 
Stockdale. 2ed. Revised by J.C. Houston 
and Hilary Hyde White. London, English 
Universities Press, 1966. 198p. 

38. The process of planning nursing care; a 
gheoretical model, by Fay Louise Bower. 
St. Louis, Mosby, 1972. 139p. 

39. Psychology for nurses and the hospital 
team, by Evryl E. Fisher. Cape Town, S.A., 
Juta, 1972. 228p. 

40. RADAR. Répertoire analytique darti- 
cles de revues du Québec. Préparé par le 
Centre de Documentation de la Bibliothé- 
que de l'Université Laval. Montréal, Minis- 
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consultation sociale de Rimouski, 1971. 1 
vol. R 

42. Répertoire mondial des centres de tratte- 
ment pour maladies vénériennes dans les 
ports. 3éd. Genéve, Organisation Mondiale 
de la Santé, 1972. 196p. 

43. Risques pour la santé du fait de l'envi- 
ronnement, par 100 spécialistes de 15 pays. 
Genéve, Organisation Mondiale de la Santé, 
1972. 406p. 
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en planification familiale. Genéve, Organisa- 
tion Mondiale de la Santé, 1969. 85p. 

45. Rural families and their homes; based on 
a longitudinal study of Ontario rural fami- 
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University of Waterloo, Ontario School of 
Urban and Regional Planning, 1971. 1 vol. 
46. Sex and sex education: a bibliography, 
by Flora C. Seruya et al. New York, Bowker, 
1972. 336p. 

47. Social indicators. Proceedings of Cana- 


dian Seminar on Social Indicators, First, 
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Council on Social Development, 1972. 182p. 
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canadien sur l'éducation. 4éd. Gary J. Si- 
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pour la recherche en éducation, 1972. 119p. 
49. Videocassette technology in American 
education, by George N. Gordon and Irving 
A. Falk. Englewood Cliffs, N.J., Educa- 
tional Technology Publications, 1972. 161p. 
50. What do you think? Opinions and atti- 
tudes about the economic and general wel- 
fare program and other , activities of the 
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1973. 235p. 

51. World directory of — venereal-disease 
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World Health Organization, 1972. 196p. 
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Rd" 
rses 
Province of Quebec has a ne 
name. Now called the Orde 
Nurses of the Province of Que 
it enters the fold of parallel organi- 
zations that have long been design- — 
ated as ‘“‘orders.”’ wW 


One such order, the Order of the ; 


Hospital of St. John of Jerusalem, 
had its beginnings at the time of the | 
Crusades. Founded by the Blessed 
Gerard, warden of the hospital for 
Christian pilgrims in Jerusalem, its 
aim was to relieve human suffering. 
Throughout many centuries of 
military grandeur and_ political 
upheaval, this purpose has remain- 
ed steadfast. Even now, the statutes 
of the order embody the mottoes 
Pro Fide (for the faith) and Pro 
Utilitate Hominum (for the service of 
mankind). 

Although this order nearly falter- 
ed during the eighteenth century, 
it has recovered and branched out 
to become recognized throughout 
the world for its distinctive service. 

In the early days of settlement in 
Canada, and later, religious nursing 
orders figured prominently in 
establishing hospitals. Their impact, 
too, has been a lasting one. 

At the turn of this century, Lady 
Aberdeen, the wife of Canada’s 
Governor General, founded the 
Victorian Order of Nurses. Today, 
the 900 visiting nurses of this nation- 
al organization maintain the pio- 
neering spirit of innovation. 

Webster’s 3rd New International 
Dictionary defines order as “a 
narrow, delineated group of per- 
sons having a common interest and 
forming a distinct class by profes- 
sion, special privileges, or other 
common interests.” 

By this definition, order fitting- 
ly describes the nearly 40,000 
professional nurses of Quebec. 

With the enactment of Bill 273, 
they maintain their rights regarding 
nursing students (entrance qualifi- 
cations, enrollment, and so on). 
Under Bill 250, they retain their 
dominant role in professional edu- 
cation, which includes responsibility 
in- 
struction of nursing students. 

The Order of Nurses of the Prov- 
ince of Quebec has gained strength 
through new legislation and is now 
in an even better position to ensure 
the high quality of nursing care that 
the public is entitled to expect. In 
the security of a firmer legal basis 
on which to build, the rights of 
professional nurses in Quebec will 
also be more adequately protected. 

—L.E.L. 
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be _ Educators respond 
___ As educators involved in the prepara- 
tion of nurse practitioners, we believe 


J.E, Boone, M.D., F.R.C.P.(C)., asso- 
ciate professor, pediatrics; B.P. La Per- 
riere, B.Sc.N., educational coordinator, 


i 


it is appropriate to respond to the CNA/ 
CMaA joint statement of policy regarding 


_ the expanded role of the nurse (May 
| 1973, page 23). Although we agree 
" 


with many of the points made, we be- 
lieve there are several that need further 
definition or exploration. 

The joint committee believes, as we 
do, that the role nurses are assuming is 
“an evolving one.” It is hard, though, 
for us to see how the responsibilities 
outlined by the committee to “serve as 
guides for establishing the activities to 
be undertaken by nurses’’ represent any 
evolution. 

We recognize that the responsibilities 
listed had to be phrased in a general 
way to allow for flexibility. We cannot, 
however, read into these generalities 
any acknowledgement of the nurse 
practitioner’s increased ability to exer- 
cise independent judgment in clinical 
situations. The role outlined is one that 
most nurses who graduate from a Cana- 
dian school of nursing with a baccalau- 
reate or diploma should be able to as- 
sume with experience. 

This is perhaps why the committee 
believes that short-term educational 
programs to prepare nurses for these 
responsibilities need only be two to 
four weeks, or conducted on-the-job 
or in night schools. We wonder how 
such courses could provide the student 
with sufficient clinical exposure under 
qualitied supervision that is so neces- 
sary for developing clinical judgment. 

We believe programs should be con- 
ducted within university health science 
centers, at least during this experiment- 
al stage. This would facilitate coordina- 
tion and integration among the various 
programs involved in training nurse 
practitioners, enhance the exchange of 
information between programs, increase 
productivity, and reduce duplication of 
effort. It might also ensure against the 
production of graduate nurse practition- 
ers with widely differing educational 
backgrounds and clinical talents. We 
do not need several new categories of 
health workers to confuse further the 
public and the professional. — Phyllis 
E. Jones, B.Sc.N., M.Sc., professor, 
faculty of nursing; R.M. Hines, M.D., 
C.C.F.P., assistant professor and coor- 
dinator of group training, department 
of family and community medicine: 
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nurse practitioner program; and M. Mc- 
Culley, B.Sc.N., educational coordina- 
tor, nurse practitioner program, Univer- 
sity of Toronto, Toronto, Ontario. 


Editor's Note: We received an identical 
letter from faculty at McMaster Uni- 
versity in Hamilton, Ontario. It was 
signed by Dorothy J. Kergin, Reg.N., 
Ph.D., professor and director, school 
of nursing; Walter O. Spitzer, M.D., 
M.H.A., M.P.H., associate professor, 
clinical epidemiology and biostatistics; 
Dr. P. Shea, associate program director, 
family practice nurse program; and E. 
Mary Buzzell, Reg.N., M.N., M.Ed., 
director, family practice nurse program. 


Research article encouraging 

I have read with great interest the 
article “Staff Nurse Involvement in 
Research — Myth or Reality?” (June 
1973) by Dr. Shirley Stinson. I think 
nurses have been led to believe that 
research, a highly scientific enterprise, 
can only be done by the most carefully 
prepared individuals. 

However, I have always believed 
that the staff nurse, geared to thinking 
along research lines, can be more 
original, methodical, and productive. 
Dr. Stinson’s article was the first I 
have read that puts research on a 
practical level. Such involvement by 
nurses in research programs would 
encourage more thoughtful daily 
routines. 

I congratulate you on publising such 
refreshing encouragement to us all. 
We sometimes hesitate to attempt to 
reach goals that might be considered 
outside the limits of our present educa- 
tion. This article makes us realize 
that each day can be thought of in re- 
search terms, giving us the opportunity 
for tremendous accomplishment each 
year. — Edna Jolly, P.H.N., senior 
nurse, Minburn-Vermilion Health Unit, 
Vermilion, Alberta. 


Provinces do not cooperate 
I am writing in reference to Jane 
Robichaud’s letter on registration (July 
1973, p.4). 

As a result of my experience with 
registering bodies in Canada, I have 


concluded there is no such person as | 
“the Canadian nurse, only the provin- — 
cial nurse.” Each province appears to 
have its own empire and will not accept © 
the evaluation of any other province; 
indeed, the provinces are not interested 
in having it any other way. 

I am British trained and came to 
Canada under a recruitment program 
conducted by the Royal Canadian Air 
Force. After three years, I married 
a member of the Armed Services, which 
means frequent moves. 

My application for registration in a 
fourth province in Canada was origi- 
nally refused, although I had more than 
the required number of hours of theory 
and practice; had passed the RN exami- 
nation in Alberta in 1965 and was 
registered in three other provinces; and 
had postgraduate experience and refer- 
ences from persons inside and outside 
Canada. Also, it was less than a year 
since I had discontinued active nursing. 

After 18 months of frustration and 
several appeals, I was eventually accept- 
ed to take the examination again, on 
the grounds of “safe practice in Canada 
over a number of years.” I have night- 
mares at the thought of moving to 
another province, even though I again 
passed the RN examination in 1973. 

I hope the member countries of the 
International Council of Nurses may 
one day grant reciprocity to each 
other. But, after my experiences, I 
doubt if even interprovincial reciprocity 
in Canada is possible — Elizabeth 
Gehman, RN, CMBI (Scotland), Otta- 
wa, Ontario. 


MD finds article instructive 

It was my good fortune, when I was 
researching the literature in my study 
of “cancer regression by visceral learn- 
ing,” to have my daughter draw my 
attention to a most interesting and 
instructive article in your June 1972 
issue. This article, written by Linda 
H. Aiken, was “Systematic Relaxation 
to Reduce Preoperative Stress.” 

What impressed my daughter, who 
is a physician’s associate, was that the 
author was using a technique similar 
to one I employ in visceral learning. 
I call this “hypnotic techniques sans 
hypnosis,” and use it with patients who, 
for any reason, object to hypnosis — 
proper. It is a substitute technique. — 
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Cesarean Delivery 
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showing all presentations. 


Produced by the School of Nursing and the Department of Obstetrics and 
Gynecology, School of Medicine, University of Missouri/Columbia. 


Vertex Delivery/Spontaneous is available for 15-day 
PREVIEW on 16mm sound film. A complimentary copy 
of the /nstructor’s Guide, which includes narrative 
scripts for all six birth presentations, accompanies 

the preview film. We believe this film, together with 
the complete /nstructor’s Guide, will convince you that 
the new “Human Birth” series is indeed outstanding— 
with superb teaching potential. 


Available in SOUND and SILENT films as follows: 
= Super-8mm optical or magnetic SOUND on 

reels or in *Kodak Cartridge .............. $32.00 
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Teaching advantages of Lippincott Film Loops 


§ For the instructor—lectures can be graphically 

. reinforced. Film loops can be stopped and restarted 
at any time for emphasis and reinforcement. 
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ready now...in dramatic, live action...close-up, full-color 
(sound or silent) films of birth complications which 
students rarely have an opportunity to see in 

the course of their experience in the delivery room. 


In the classroom—there is never a problem with any 
student unable to see what’s going on. Each student 
has a ‘front row”’ seat. 


For self-instruction—students can quickly view and 
review material at their own pace and at atime and 
place convenient for study. 


Other Lippincott Super 8mm FILM LOOPS (Silent) 


Procedures in Patient Care 

Wound Care (8 loops) 

Urinary Catheterization and Care (9 loops) 
Injection Technic (9 loops) 

Drainage, Suction, Irrigation: 
Pulmonary and Gastric (15 loops) 
Lifting and Moving Patients (6 loops) 
Positioning and Exercise (3 loops) 
Hygiene (3 loops) 

Asepsis: Medical and Surgical (9 loops) 
Bedmaking (6 loops) 


Lippincott film loops can be displayed with the 
Technicolor Super/8 Movie Projector, or with 
similar projectors. 


Write for illustrated catalog. You may order ona 
preview basis—all orders promptly filled. 


For additional information on the ‘‘Human Birth” 
series, and for our Film Loop Catalog, please write: 


75 Horner Avenue, Toronto, Ontario M8Z 4X7 
(416) 252-5277 


| 
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J. B. Lippincott Company of Canada Ltd. 
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not that you should 
ore. It’s just that 

KETO-DIASTIX* Reagent 

Strips require the /east 

~ amount of effort in testing 

for glucose and ketones in 


urine. Simply dip into urine 
| and get a semiquantitative 


reading for glucose and 
ketones in 30 seconds. What 
could be easier and less 
troublesome for you and the 
patient? Useful all around 
the hospital. On wards, at the 
bedside, in patient teaching 
centers, and in the O.P.D. 
Also, a good test to recom- 
mend for the patient to use 
at home after discharge. 
Obtain full details on 
KETO-DIASTIX by calling 
your Ames Systems Special- 
ist or by writing to the 
address below. It’s the /east 
work you can do in diabetic 
urine testing. 


Keto-Diastix 


Ames Company 


yar 
mies 


wwe Division Miles Laboratories, Ltd. 


77 Belfield Road, Rexdale, Ontario 


“Chemical and biological information systems 
serving Medicine and Industry” 
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(Continued from page 4) 
Formal hypnosis is much more rapid 
and effective. 

One response I have observed in 
using my technique in heart surgery is 
its relaxing effect, which promotes 
healing and recovery. In my work in 
cancer regression, I instruct patients 
to deplete the blood supply to the malig- 
nant growth so it will regress to the 
vanishing point. 

Ms. Aiken’s technique would be most 
valuable in any major surgery, and I 
am sure it would reduce our so-called 
anesthetic deaths. I have found it of 
particular value in eye surgery of the 
aged. 

The use of hypnosis by qualified 
nurses should be encouraged. Are they 
not using it daily in their duties? The 
once-feared term is now considered 
“a known, normal behavior function.” 
—J.F. Edward, M.D., F.A.S.C.H., 
Winnipeg, Manitoba. 


Commends authors 

I would like to commend Wendy S. 
Dirksen and Dorothy T. Meilicke for 
their well-written article, “Surgical 
Separation of Conjoined Twins” (May 
1973). 

It is heartening to see the nursing 
process used so well in planning care 
for patients; the special needs of these 
patients were clearly defined. This is a 
valuable resource for teaching how the 
nursing process has helped in a unique 
situation, as well as for helping persons 
in the future who may need to deal 
with conjoined twins. — Colleen Stain- 
ton, Assistant Professor, Maternal- 
Child Nursing, University of Calgary, 
Calgary, Alberta. 


Round-the-world perspective 

We have spent the past year traveling 
around the world visiting hospitals, 
meeting medical personnel, and explor- 
ing many facets of nursing. We decided 
to travel to gain an understanding of 
nursing roles abroad by exchanging 
ideas and approaches to mutual prob- 
lems on an individual level. 

In September 1972, we left Mont- 
real aboard the Alexandr Pushkin. The 
ship’s chief surgeon gave us lectures 
about hospital and community health 
facilities in the USSR, university ed- 
ucation of doctors and nurses, prevalent 
health problems, and research. We were 
free to visit the ship’s hospital, which 
contained all the diagnostic and treat- 
ment areas for any emergency. The 


need to be self-sufficient was emphasiz- 
ed when an appendectomy was perform- 
ed at sea. 

After a one-day stopover in Le 
Havre, France, we arrived in London 
and stayed in Great Britain for two 
and one-half months. When we request- 
ed appointments, we stated our purpose 
and used our letter of reference from 
the chief of inpatient services, depart- 
ment of psychiatry, at our hospital in 
Montreal. 

In addition to meeting many mem- 
bers of health teams for round-table 
discussions, we were invited to make 
home visits with domiciliary nurses, 
attend staff rounds, make patient 
rounds, and participate in nurses’ study 
days. 

In Edinburgh, Scotland, we were 
fascinated by the research into the 
uses of computers in nursing. Hospital 
administrators and chief nursing offi- 
cers enabled us to spend time with all 
levels of nursing staff. We kept hearing 
the familiar medical concerns facing us 
today. 

After we left England, we traveled 
by train for three months in Europe. 

One outstanding experience was our 
visit to WHO in Geneva, where the 
chief nursing officer gave us a wonder- 
ful welcome and tour of the building. 
Her remark, “This is your world 
make it the best world you can!” 
conveyed her enthusiasm for our pro- 
ject. At ICN headquarters, a nurse 
adviser gave us a unique perspective 
of the planning for the quadrennial 
meeting in Mexico, and explained the 
individual role of nurses in member 
countries. 

In the hospitals we visited in many 
countries, nurses expressed similar 
feelings about our profession, giving us 
a bond of understanding. We also visit- 
ed several leading pharmaceutical 
companies and learned about research 
on drugs. We were impressed by the 
precision production, quality control, 
and packaging, designed to minimize 
medication errors. 

In February, we boarded the Italian 
liner Galileo Galilei for a five-week 
journey from Italy to Australia. 

As we had made prior arrangements, 
we immediately registered with the 
New South Wales Nurses’ Registration 
Board in Sydney. For three months, we 
enjoyed doing familiar work in a 
psychiatric hospital. On off-duty time, 
we visited other hospitals, university 
and rehabilitation centers. It was most 
rewarding to talk with nurses from 
many specialties. 

We convey our gratitude to all those 
who helped us discover new horizons 
in nursing. We hope we never lose this 
spirit of adventure. — Ann Arundel- 
Evans and Lynda Cherry, Montreal, 
Quebec. oe 
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_RNAO School Teaches Nurses 
- Collective Bargaining Techniques 


Toronto, Ont.—Nurses from more 
than 20 hospital and health unit nurs- 
ing associations in Ontario spent a 
week in June learning the rules of 
collective bargaining strategy. They 
were participating in the first collec- 


tive bargaining summer school sponsor= 
éd by the Registered Nurses’ Associa- 


tion of Ontario. _ 

“With the help of resource persons, 
and mock negotiations that lasted one 
day, many aspects of bargaining were 
covered, including methods of drawing 
up demands, grievances, union leader- 
ship, and education of members. 

Two functions of a staff nurses’ 
association that were stressed during 
the week were: to learn the essentials 
of planning and bargaining to get a 
better collective agreement; and once 
the agreement is achieved, to police 
its provisions in the interests of the 
members to make certain the employer 
lives up to the agreement. 

Trade union consultant William 
Walsh told the nurses that when a 
union draws up demands, its leaders 


must be knowledgeable about what is 
happening on all issues in other hos- 
pitals across the province. Their 
employers have this information at 
their fingertips, and rarely accede to a 
union demand that is not strongly 
supported by facts, he said. 

The union’s leadership must present 
the members with realistic proposals, 
explained Mr. Walsh. For example, 
members should know the following 
facts to determine a reasonable salary 
demand: wages and working conditions 
in comparable hospitals, in nonunion 
hospitals, in the community, in the 
province, and in the country; consum- 
er price index changes; and trends in 
recent settlements. 

Mr. Walsh advised that nurses’ as- 
sociations make extensive use of the 
research facilities of RNAO’s employ- 
ment relations department in gathering 
such information. 

When grievances (violations of the 
collective agreement) arise, they must 
be handled under the terms of the 
collective agreement and within the 
given time limit, the nurses were told. 
Issues must be dealt with when they 
happen. Other important considera- 
tions mentioned were the wording of 
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Trade union consultant William Walsh of Hamilton helped improve nurses’ 
ability to negotiate and supervise collective agreements, at a collective bargaining 
summer school for Ontario nurses, held in Toronto June 3 to 9. Mr. Walsh was 
one of the resource persons on hand throughout the week. The Registered Nurses’ 
Association of Ontario sponsored the collective bargaining school. 


the grievance, the appropriate redress, 
and the signing of the grievance by 
everyone affected. 

Four types of grievances were ident- 
ified: an individual grievance; a group 
grievance; a policy grievance, in which 
the interpretation of words is in dispute; 
and a discipline grievance, in which 
facts are in dispute. 

George Richards, a member of 
RNAO’s employment relations depart- 
ment, spoke of the importance of educa- 
tion. He said that some unions are so 
busy negotiating agreements and pro- 
cessing grievances, “they have no time 
for membership education.” A union 
that follows this pattern, he said, can 
never prosper. 

He reminded the 47 nurses at the 
school that they will not be powerful 
if their associations are based entirely 
on the knowledge and efforts of one or 
two persons. The summer school “will 
not succeed unless there is extensive 
follow-up in the form of local education 
programs, newsletters, coordinating 
committee meetings, and even refresh- 


er programs to ensure that you... 
succeed in implementing what you 
have learned, at the local level.” 


Speaker At SRNA Meeting Focuses 
On Women’s Work Problems 
Yorkton, Sask. —The primary prob- 
lem women face in their careers is that 
they are not men, Alice Caplin told 
more than 300 nurses at the annual 
meeting of the Saskatchewan Register- 
ed Nurses’ Association, in June. 

Ms. Caplin, an assistant professor at 
the University of Saskatchewan school 
of nursing, was speaking about prob- 
lems women face in their careers. “If 
women are needed in the work force, 
we must be respected for what we are,” 
she said. 

She noted that society is now being 
asked to find a synthesis of woman and 
man based not on generative roles, pity, 
awe, or financial exploitation, but on 
true equality and respect. This is what 
the new morality is all about and is the 
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sis of women’s problems in the work 
orld, she added. 


According to the speaker, some 
stions working women face are: 
dow can I, as a woman, realize my 
full potential? How can I resist the 
‘actors that work against me? How can 

I emerge feminine and equal, but not 
hostile? 

Women have to learn to make deci- 
_ sions, to make them stick, and to take 

_ responsibility for them, as men have 
always had to do, said Ms. Caplin. 
Choosing a career, as distinguished 
from a job, requires ultimate commit- 
ment, she commented. 

\i Dedication to a career, she pointed 
in? out, means women have to learn to 
| face loneliness, just as they had to learn 
j to live with the loneliness of marriage. 
They also have to learn, as men have 
had to, how to balance a career against 
the ties of conjugal love and love of 
children. 
Ms. Caplin explained that when 
women liberate themselves from male 
standards and from society’s stereo- 
types; stop fearing their own instincts 
to be intellectual, practical, emotional, 
and sexual; learn self-respect; and 
channel their energies on their own 
behalf, their problems in the work 
world will decrease. 

She urged nurses, as the largest 
professional group in Canada, to lead 
the way. “Find out how other women 
feel about being women. Use your 
voice and influence to change legisla- 
tion. Demand that women be appointed 
to boards. Vote for women. Fight for 
what is good for you in employment.” 

Among the things nurses must speak 
out for, she said, are day care centers, 
respect as shown by equal pay and 
| Opportunity, and a pension plan for 
women who choose to be housewives. 

In her address as outgoing president 
of SRNA, Jean Pipher told the nurses 
to communicate their values and con- 
cerns to each other, to the public, to 
related health professionals, and to 
government. If nurses do not increase 
the pace of their response to change, 
she warned, the act of nursing will be 
taken over by other groups of workers 
and the profession will disappear. 
“Without this kind of activity, we 
must cease to give lip service to the 
idea that we have the unity or the pow- 

er of 6,000 health workers.” Ms. Pipher 
said reforms and changes in nursing 
| must also come from public pressure, 
| which can be created only by a well- 
informed public. 
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|| ENA Membership Increases | 
| The comparative figures for CNA members in 1970, 1971, and 1972 were 
included by Dr. Helen Mussallem, executive director of CNA, in her report to 

the 1973 annual meeting. The figures, by association membership, are: 
1970 1971 1972 
Alberta 9,354 9,754 10,216 
British Columbia 11,503 11,905 12,530 
Manitoba 5,384 5,466 5,719 
New Brunswick 3,632 3,856 4,145 
Newfoundland 2,072 2,243 2,204 
Nova Scotia 4,648 5,072 S23 
Ontario 13,104 11,579 11,829 
Prince Edward Island 698 pare es 
Quebec 30,635 32,198 335391 
Saskatchewan 6,097 6,075 6,253 
Total 87,127 88,873 925315 
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Some of the issues the retiring 
president saw were regionalization, a 
larger council with broader representa- 
tion, a full-time lobbyist, and the need 
for increased manpower and expertise. 

SRNA members approved 17 resolu- 
tions at their meeting. Among these 
were that: 

e@ SRNA encourage more general staff 
nurses to accept their responsibilities to 
the organization by letting their names 
stand for office. 

eSRNA_ develop recommendations 
regarding qualifications, functions, and 
salaries for nurses in doctors’ offices 
and such recommendations be made 
available to the membership of the 
Saskatchewan Medical Association. 

e SRNA recommend to the department 
of public health and the boards of 
health of Saskatoon and Regina the 
amalgamation of existing nursing ser- 
vices and a reduction in the ratio of 
population per nurse to enable each 
nurse to provide total family nursing 
service in an area. 

e@ SRNA encourage its local chapters to 
involve various disciplines and consum- 
er groups in discussion to bridge the 
gaps in continuity of health care. 

e Members of SRNA assume leader- 
ship in physical fitness programs, such 
as Sport Participation Canada (as 
demonstrated in Saskatoon), weight 
control, and antismoking. 

A special guest and observer at the 
annual meeting was Jane Henderson, 
associate executive director of the 
Canadian Nurses’ Association. 


Members At NBARN Annual Meeting 
Support Various Recommendations 

Moncton, N.B. — At their annual meet- 
ing last May, members of the New 
Brunswick Association of Registered 


Nurses approved recommendations on) 
a variety of subjects, including mari- 
juana, the right of a nurse to refrain) 
from certain procedures, and a working) 
definition of nursing practice. 

The members supported a proposal! 
of an NBARN ad hoc committee, which’ 
recommended against legalizing mari- 
juana, but called for cannabis to be 
removed from the Narcotic Control Act 
and included in the Food and Drugs) 
Act. The committee, set up to study the: 
LeDain report on the nonmedical use: 
of drugs, emphasized that “the nursing: 
profession must regard this subject as 
a professional responsibility of which) 
it must be fully and accurately aware,” 
and must participate in public educa- 
tion. 

One resolution approved by the 
members stated that “each nurse has 
the right to refrain from participating 
in any procedure that conflicts with 
her moral or religious convictions with- 
in legal limits, without prejudice, 
provided that in emergency situations 
the patient’s right to receive the neces- 
sary nursing care would take preced- 
ence over exercise of the individual’s 
beliefs and rights.” 

Also approved was a working defin- 
ition of nursing, which can be quoted) 
by NBARN members. This definition, 
developed by the association’s ad hoc 
committee on the expanded role of the 
nurse, defines the practice of nursing} 
“as those functions which, in collabora- 
tion with the clientele and other health 
workers, have as their objective th 
promotion of health; prevention oi 
illness; planning, provision and contro 
of nursing care supportive to or restora 
tive of life and well-being. These fun 
tions include case finding, observation, 
assessment, evaluation, teach, 
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Sofra-Tulle offers you the most 
a S In ] effective and convenient antibiotic 
tulle dressing for wounds, 


burns and ulcers. 
Each Sofra-Tulle dressing sachet is heat-sealed 1 
preserve sterility. Easy to handle, the interleavec 
tulle can be quickly cut and applied saving 
valuable time in your crowded day. 


Composition 
A lightweight lano paraffin jauze aressing impreg- 
nated with 1% Soframycir 
Properties 
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rganism $s not inactivated by blood, pus or 
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@ Rapid sterilisation of the wound 


@ Excellent mechanical protection 
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sotra-tulle 


single-unit, antibiotic tulle dressing 
for wounds, burns and ulcers 


Easy to shape 

Each individual dressing is sheathed in sterile 
parchment for easier handling. Cutting and 
shaping is neither difficult nor messy with 
Sofra-Tulle. 


Clean to handle 

The overlapping layers of sterile parchment 

f allow even small pieces to be handled withot 
touching the tulle itself. In this way the 
sterility of Sofra-Tulle is maintained up to the 
moment of use. 


Simple to apply 

The first layer of parchment is removed before 
positioning the dressing on the lesion and the 
second only when the sterile tulle is in place. 
The lanolin in Sofra-Tulle prevents adhesion 

and simplifies subsequent dressing changes. 


@ No maceration even after three weeks in situ. the dressing may be changed to a non-impregné 

@ Non-adherent, can be removed painlessly one. When the lesion is very exudative it is advise 

@ Sensitisation extremely rare to change the dressing at least once a day 

Indications Precautions 

Wounds, burns, ulcers and potentially or secondarily In most cases absorption of the antibiotic is so sl 

infected skin conditions that it can be discounted. Where very large b 

Contra-indications areas are involved (e.g. 30% or more body burn) 

Allergy to lanolin or to Soframycin. Organisms possibility of ototoxicity and/or nephrotoxicity be 

re ant to Soframycin produced, should be remembered 

Application Presentation 

If required, the wound may first be cleaned. A Sofra-Tulle is presented in cartons of 10 and 
ngle layer of Sofra-Tulle should be applied units, each unit pack containing one sterile at 

ctly to the wound and covered with an appropriate _—_ biotic gauze dressing 4” x 4” (10cm x 10cm.) 


dressing such é ze, linen or crepe bandages. In 
the case of leg ulcers, itis advisable to cut the dressing 
exactly to the size of the ulcer in order to minimise the 
risk of sensitisation and not to overlap on the surround- 
ing epidermis. When the infective phase has cleared 


Full information available on request. 
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ing, health counseling, and application 
of nursing techniques and procedures.” 

A resolution from the nursing ser- 
vice committee, which was accepted 
by the members, encourages bacca- 
laureate preparation for directors of 
nursing, supervisors, and head nurses. 
NBARN will consider providing two 
$500 bursaries annually for such prep- 
aration. Another resolution approved 
requests NBARN to offer financial or 
other assistance to masters’ or doctoral 
candidates who want to conduct nurs- 
ing research in the province. 


RNANS Members Critical Of Report 
Of N.S. Council On Health Care 
Halifax, N.S. — During the joint nurs- 
ing seminar and annual meeting of the 
Registered Nurses’ Association of Nova 
Scotia, held June 14 and 15, nurses 
strongly criticized the recently publish- 
ed report of the Nova Scotia Health 
Council on Health Care in the province. 

During a panel discussion of “The 
Future of Nursing in Nova Scotia,” the 
nurses on the panel and in the audience 
called the report behind the times, 
contradictory, and in keeping with the 
“doctors’ monopoly” on health ser- 
vices. 

A.B. Balcom, panelist and chairman 
of the health council, admitted the 
report was “poorly worded.” He sug- 
gested “it may be untruthful in places, 
but not with our intent.” 

Delegates passed a resolution that 
RNANS request a meeting with the 
minister of health to discuss the impli- 
cations of the health council report. 

Other resolutions passed were: 

e@ that RNANS approach the Hospital 
Insurance Commission to ask that all 
nonnursing duties be relegated to the 
appropriate hospital departments; 
e@ that RNANS study its organization 
and committee structure with a view 
to increasing the number of health 
professionals and members of the pub- 
lic in the association’s committee work; 
e that every opportunity be used to 
become more informed on ways to help 
and protect children by working with 
other concerned groups; 
@ that the RNANS research committee 
continue to further the knowledge and 
skills of its membership in nursing 
research; and 
@ that RNANS ask the Hospital Insur- 
ance Commission to provide annually 
in hospital budgets for a full-time in- 
service director for hospitals with 
_ fewer than 125 beds to ensure that 


ear Maee 1973 


"| graduates of the two-year 


ction effectively as beginning prac- 
titioners. 


RNABC Plans To Add Nonnurses 
To Its Board And Committees 

Vancouver, B.C.— Nonnurse repre- 
sentatives of the public will be added to 
the board of directors and standing 
committees of the Registered Nurses’ 
Association of British Columbia. 

_ Geraldine LaPointe, RNABC presi- 
dent, announced this decision in July. 
She said, “We believe that public repre- 
sentation on our board and standing 
committees would be a definite asset 
to the consumer and the nursing sak 
fession in making decisions that affect 
the provision of quality nursing care in 
British Columbia.” 

The association will seek the neces- 
sary changes in the Registered Nurses’ 
Act during the legislature’s fall session. 
RNABC’s constitution and by-laws will 
also have to be amended to permit 
public membership on the board and 
committees. 

At present, the Registered Nurses’ 
Act restricts membership on the board 
to registered nurse members of the asso- 
ciation. On the board are six elected 
officers and the elected presidents of 
RNABC’s 12 district groups. 

Ms. LaPointe outlined the associa- 
tion’s plans. “Once lay representation 
is possible, we hope to add four non- 
nurse members to the board of directors 
and one or two nonnurse members to 
each of our standing committees. We 
will approach consumer and_ labor 
organizations, government, and our 
own districts and chapters for nomi- 
nees.”” 

RNABC plans to appoint two non- 
nurse members to the board each spring 
to serve two-year terms. 


SRNA Welcomes Provincial Plan 
To Set Up Family Planning Program 
Regina, Sask.—The Saskatchewan 
Registered Nurses’ Association has 
welcomed the announcement Health 
Minister Smishek made in June con- 
cerning the provincial government’s in- 
tention to establish “a meaningful and 
acceptable family planning program.” 

“Our only regret,” said SRNA past 
president Jean Pipher, ‘is that Mr. 
Smishek did not set a date for imple- 
mentation and did not indicate a budget 
allocation for the program.” Ms. Pipher 
said both a publicly-financed family 
program in Saskatchewan and a govern- 
ment policy with regard to it are long 
overdue. 

The SRNA spokesman noted the 


association fully supports the recom- 
~ (Continued on page 12) 
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The total system to meet 
all your irrigating requirements 


Solutions 
Administration sets 
Drainbox™ 


Now with the Urogate System you can 
choose from four handy big-mouth bot- 
tles. 


You'll like the new 500 ml. and 1,000 ml. 
sizes. They’re just right when you need 
smaller volumes of pour solutions. 


Or, where you need Jarger volumes, the 
familiar 1,500 ml. and 3,000 ml. Urogate 
containers are ideal. 


Those generous 38-mm. openings are 
built for business! For example, you can 
empty the new 1,000 ml. bottle in 10 sec- 
onds. Or empty the 500 ml. bottle in just 
7 seconds. 


Urogate 


(Or, when you choose, pour a slow, care- 
fully regulated stream.) 


No mix-up with I.V. bottles on your shelf 
either: you can recognize the distinctive 
Urogate shape at a glance. What’s more, 
these bottles accept only Urogate urologic 
sets. No chance of accidental intravenous 
infusion. 


You'll find a choice of Urogate solutions 
and sets for all your surgical and urologic 
irrigating needs. It will be worth your 
while to learn the details. Why not talk to 
your Abbott Representative this week. 


ABBOTT 


Most widely used of all irrigating solution systems 


*RD.T.M. 
**T M. 
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Je Controlling the 
Fight/Flight Patient 
e Hypoglycemia 


e Management of 
Decubitus Ulcers 


e A Crisis Center 
in Action 
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mendations in the department of public 
health’s report to the health minister, 
and is particularly pleased at the em- 
phasis given to education and preven- 
tion. “The educational aspect of a 
program of this nature cannot be over- 
stressed for both providers and consu- 
mers of family planning services,” Ms. 
Pipher said. 

In May 1972, SRNA announced its 
support of publicly-financed family 
planning programs and clinics in a 
Bi ie paper it submitted to the Sas- 

atchewan government. The associa- 
tion urged the government to include 
family planning as an integral part 
of its public health program (News, 
September 1972, p.14). 


$31,500 In CNF Scholarships 
Awarded To 10 Canadian Nurses 
Ottawa — The Canadian Nurses’ Foun- 
dation (CNF) has awarded $31,500 to 
10 Canadian nurses to pursue graduate 
studies in the 1973-74 academic year. 
Awards range from $3,000 to $4,500. 
The nurses, selected for their leader- 
ship potential as well as scholastic 
ability, are: 

e Margaret Muir Arklie, Halifax, N.S., 
$3,000 to study for a master’s degree, 
majoring in medical-surgical nursing, 
at the Univeristy of Boston, Boston, 
Mass. 

e Sister Marie’ Bonin, Chateauguay, 
Que., the Katherine E. MacLaggan 
Fellowship of $4,500, for a second 
year, for doctoral study in education at 
the University of Ottawa. 

e Phyllis M. Craig, Edmonton, Alberta, 
$3,000 (the Red Cross Society Fellow- 
ship of $1,750 and a CNF Fellowship of 
$1,250) to study for a master’s degree 
in health services administration, major- 
ing in social administration, at the 
University of Alberta, Edmonton. 

e Laurie Naomi Gottlieb, Montreal, 
Que., $3,000 to study for a master of 
science (applied) degree, majoring in 
maternal and child health, at McGill 
University, Montreal. 

e Barbara Ann Hilton, Toronto, Ont., 
$3,000 for a second year (W.B. Saun- 
ders Fellowship of $1,200 and CNF 
Fellowship of $1,800) to study for a 
master of science in nursing degree, 
majoring in medical-surgical nursing 
education and research, at the Univer- 
sity of Toronto. 

e Janet Margaret Holder, Halifax, 
N.S., $3,000 to study for a master of 
science in nursing degree, majoring in 


vial 
$3,000 to pola a master’s Pie be 
majoring in family-community health 


nursing, at the University of Washing- 
ton, Seattle, Wash. 

e Sheila Marie O’Neill, Pointe Claire, 
Que., $3,000 to study for a master 
of science (applied) degree, majoring 
in nursing administration, at McGill 
University, Montreal. 

e Chantal Rousseau, Montreal, Que., 

$3,000, for a second year (the Red 
Cross Society Fellowship of $1,750 and 
CNF . Fellowship of $1,250) to study 
for a master of science in nursing 
degree, majoring in education, at the 

University of Montreal. 
e Norma June Stewart, Kyle, Sask., 
the White Sister Uniform Incorporated 
Fellowship of $3,000 to study for a 
master of science in nursing degree, 
majoring in psychiatric nursing, at the 
U. of California, San Francisco, Calif. 

Financial assistance has been given 
to 124 Canadian nurses by the Cana- 
dian Nurses’ Foundation since its in- 
ception in 1962. CNF’s funding is en- 
tirely voluntary, relying on gifts, dona- 
tions, and bequests from individual 
donors and organizations. 

In 1972, CNF Fellowships worth 
$40,200 were awarded to 14 nurses. 
The amount of money available for 
fellowships has decreased since the 
establishment of the capital trust fund. 
However, when the trust fund has 
grown to sufficient size, the income 
from it will assure an annual amount 
for fellowships. (News, December 


1972, page 11.) 
(Continued on page 15) 
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The Gateway to the West swings 
both ways — join nurses from across 
Canada at CNA’s annual meeting and 
convention in Winnipeg, June 16 
to 21, 1974. There is murky water 
(Cree meaning of Winnipeg) at the 
juncture of the Assiniboine and Red 
Rivers, but if you can see your way 
clear to come, you'll have a “buffalo | 
of a time!” (No whales in the Red | 
River!) ; 
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Keeps 
him drier 


Instead of holding 
moisture, Pampers 
hydrophobic top sheet 
allows it to pass 
through and get 
“trapped” in the 
absorbent wadding 
underneath. The inner 
sheet stays drier, and 
baby’s bottom stays 
drier than it would in 
cloth diapers. 


Saves 
you time 


Pampers construction 
helps prevent moisture 
from soaking through 
and soiling linens. As a 
result of this superior 
containment, shirts, 
sheets, blankets and 
bed pads don’t have to 
be changed as often 

as they would with 
conventional cloth 
diapers. And when less 
time is spent changing 
linens, those who take 
care of babies have 
more time to spend on 
other tasks. 
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SCOPE SACK neatly carries and pro- 
tects Nursescope or any scope. Double-thick 
frosted flexible plastic, white vinyl binding. 442” 
x 9%”. Your own initials help prevent loss. 

No. 223 Sack. . . 1.00 ea. 6 or more 75¢ ea. 
Your initials gold-stamped, add 50¢ per sack. 


NURSES PERSONALIZED 
ANEROID SPHYG. 


A superb instrument especially 
designed for nurses! Imported from pre- 
cision craftsmen in W. Germany. Easy- 
to-attach Velcro cuff, lightweight, com- 
pact, fits into soft sim. leather zippered 
case 242" -x 4” x 7”. Dial calibra- 
ted to 320 mm., 10-year accuracy 
guaranteed to +3 mm. Serviced by 
Reeves if ever required. Your ini- 
tials engraved on manometer and 
gold stamped on case FREE, for 
permanent identification and 
distinction. A wise investment for 
a lifetime of dependable service! 


No. 106 Sphyg. . . . 32.95 ea. 


Duty free, 
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CAP TOTE keeps your caps crisp and clean 

while stored or carried. Flexible clear plastic, white a 
trim, zipper, carrying strap, hang loop. Stores flat. Also _ ere ry 
for wiglets, curlers, etc. 842” dia., 6” high. * i 
No. 333 Tote . . 2.65 ea., 6 or more . . 2.35 ea. —_ 
Your initials gold-stamped, add 50¢ per Tote. 


WHITE CAP CLIPS Holds caps 
firmly in place! Hard-to-find white bobbie pins, 
enamel on fine spring steel. Eight 2” and eight 
3” clips included in plastic snap box. 

No. 529 Clips . . 3 boxes for 1.95, 

6 for 3.25, 12 for 49¢ ea. 


MOLDED CAP TACS 


Replace cap band instantly. Tiny plastic tac, 
dainty caduceus. Choose Black, Blue, White 
or Crystal with Gold Caduceus; or all Black gone 
(plain). The neater way to fasten bands. teh 
No. 200 Set of 6 Tacs... 1.25 perset. %~ 
12 or more sets 1.00 per set hax 


6 METAL CAP TACS air of dainty 
RNY jewelry-quality Vacs with grippers, holds cap 


AP pA OR 


bands securely. Sculptured metal, gold finish, 
approx. %” wide. Choose RN, LPN, LVN, RN 
Caduceus or Plain Caduceus. Gift boxed. 


as 
WAN Het. CT-1 (Specify Initials), No. CT-2 (Plain 
2 Cad.) or No. CT-3 (RN Cad.) .. . 2.95 pr. 
SEL-FIX CAP BAND Bleck velvet | 
band material. Self-adhesive, presses on, « + 


pulls off; no sewing. or pinning. Reusable 
several times. Each band 20” long, pre-cut to 
popular widths: %4” (12 per plastic box) 42” 
(8 per box) %” (6 per box) 1” (6 per bbx). * 
Specify width under ITEM column on coupon 

No. 6343 Band. . .1.75 per box . 1.50 ea. 


3 or more . 


ORDER NO. ITEM COLOR | SIZE |QUANT.| PRICE 


Use extra sheet for additional items or orders. 


INITIALS as desired: 
(Good idea . . . for distinctive identification) 


TO ORDER NAME PINS, fill out all information in box top 
right, clip out and attach to this coupon. 


| enclose $ (Mass. residents add 3% S. T.) 
Sorry, no COD's or billing terms available 


F. JOHNSON 


IT’S EASY TO ORDER REEVES NAME PINS FOR YOURSELF OR FRIENDS! 
Choose style you want, shown left. Print name (and 2nd 
ored line if desired) on dotted lines below. Check other info in 
boxes on chart, clip this section and attach to coupon 
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bottom left. Attach extra sheet for additional pins. 
NOTE SAVINGS ON 2 IDENTICAL PINS . . . more convenient, 
spare in case of loss. 


LETTERING: — =... — awaesimeen 20 LINES 5 eer ey ee 
BACKGROUND * 
sme DESCRIPTION METAL METAL fe cOLOR LETTERING PRICES 
COLOR FINISH (Plastic) COLOR Engraved 1 Line | Engraved 2 Lines 
ALL METAL... rich, trim and 0 Gold |O Duotone Does DD Black O1Pin 1.98}91Pin 2.58 
e}} tailored. Lightweight, smooth : D Polished not © Ok, Blue ‘ 
° it é 2 Pins 3.25 2 Pins 3.85 
7 Q edges, rounded corners. O Silver D Satin apply O White oO (Atenas oO fines aaah 
PLASTIC LAMINATE .. . slimmer, White <4) Black 
PA, broader; engraved thru surface to bees nn hea Grean)| UC) Ok: Blue} 1Pin § 95/01 Pin 1.45 
contrasting core color. Beveled eel apply Med. Blue |},White 12 Pins 1.65] (2 Pins 2.30 
border matches lettering. pply Cocoa P Letters only| (same name)| — (same name) 
“ METAL FRAMED... . Classic D Gold | Polished White D Black |O11Pin 1.98/0)1Pin 2.58 
o. 100 O10) design; snow-white plastic with O Silver frame only O Ok. Blue} (12 Pins 3.25] D2 Pins 3.85 
smooth, polished beveled frame. only (same name) (same name) 
MOLDED PLASTIC...Simple,smart,| Does Does White 0 Black 1Pin 95/0) 1Pin 1.45 
@} economical. Will never discolor. not not only D Dk. Blue 2 Pins 1.65| (2 Pins 2.30 
Smooth rounded corners and edges.| apply apply (same name) (same name) 


*Please add 25¢ per order for 3 pins or less. 


MEDI-CARD SET Handiest reference 
ever! 6 smooth plastic cards (34%” x 542”) cram- 
med with information, including Equivalencies of 
Apothecary to Metric to Household Meas., Temp. 
°C to °F, Prescrip. Abbr., Urinalysis, Body Chem., 
Blood Chem., Liver Tests, Bone Marrow, Disease 
Incub. Periods, Adult Wgts., Child’s Dosages, etc 
All in white vinyl holder with gold stamped 
caduceus. No. 289 Card Set . . .-1.50 ea. 
6 or more 1.25 ea. 12 or more 1.10 ea. 
Your initials gold-stamped on holder, 
add 50¢ per set. 


No. 216 Nursescope... 
13.80 ea. ppd. 


6-11... 12.80 ea. 
Group Discounts include free Ini 
*IMPORTANT NEW FEATURE: 
includes tubing in colors to match metal parts. If desired, 
please add $1. ea. to all prices above, and add ‘'M’’ to 
Order No. (No. 216M) on coupon. 


KELLY FORCEPS 5 handy for 
every nurse! 5%” stainless steel, fully 
guaranteed. Ideal for clamping off tubing. Your 
own initials help prevent loss. 
No. 25-72 Forceps... 2.75ea. 6 or more 2.50 ea. 
4 Your initials engraved, add 50¢ per forceps. 


Free Initials and Scope Sack 
with your own 


Littmann Nurseseope! 


Famous Littmann nurses’ 
diaphragm stethoscope... 
a fine precision instrument, 
with high sensitivity for 
blood pressures, apical pulse 
rate. Only 2 ozs., fits in 
pocket, with gray vinyl anti- 
collapse tubing, non-chilling 
epoxy diaphragm. 28” over- 
all. Non-rotating angled ear 
tubes and chest piece beau- 
tifully styled in choice of 5 
jewel-like colors: Goldtone, 
Silvertone, Blue, Green, Pink.* 


FREE INITIALS AND SACK! 
Your initials engraved FREE 
on chest piece; lend individ- 
ual distinction and help pre- 
vent loss. Also FREE SCOPE 
SACK included, worth $1. as 
described above right. (Free 
sacks not personalized; add 
50¢ if initials desired.) Ideal 
for group gifts! Note big sav- 
ings on quantity orders (left). 


12 or more... 11.80 ea. 
als and Sack! 


New ‘‘Medallion’’ styling 


Duty free 


Duty free 


QUANTITY DISCOUNTS: 10-24 pins, deduct 10%; 
25-99 pins, 15%; 100 or more pins, 20%. 
Precision-made imported forged steel. 
SCISSORS Professional quality. G d 2 years. 
32” LISTER MINI-SCISSORS 
> Tiny, handy, slip into uniform pocket or 
purse. Choose jewelers Gold or gleaming 
Chrome plate finish on coupon 
BED) ho. 3500 MiniScissors . . . 2.75 ea. 
4%" or 5¥2” LISTER SCISSORS 
As above, but larger for bigger jobs. Chrome finish only. 
No. 4500 (4%2”) or No. 5500 (5%”) Scissors . . . 2.75 
5¥2” OPERATING SCISSORS 
Stainless steel, with sharp/ blunt 
points. Beautifully polished finish. . 
No. 705 OR Scissors . . . 2.75 ea. 
All scissors above: 1 doz. or more (any style) . . . 2.00 ea 
Your initials engraved, add 50c per scissors. 
CLAYTON DUAL STETHOSCOPE tight 
weight imported dual scope; highest sensitivity for apical 
pulse rate. Chromed head tubes and chest piece with a 
14%" bell and 1%” diaphragm, grey anti-collapse St 
tubing. 4 0z., 29” long. Extra ear plugs and CDY . 
diaphragm included. Two initials engraved free. < 
No. 413 Dual Steth........ 17.95 ea. 
R NURSES CHARMS f 
Finest sculptured Fisher charms,“ RY 
Sterling or Gold Filled (specify under COLOR on coupon) = 
For bracelet or pendant chain. Add to your collection! q a 
No. 263 Caduceus; No. 164 Cap; No. 68 a) ” 
Grad. Hat; No. 8. Band. Scissors . . 3.49 ea. A 
a 14K PIERCED EARRINGS 
S Dainty, detailed 14K Gold styles, for on or 
¥ t off duty wear. Shown actual size. Beauti 
© % 


fully gift boxed. 
Birthstone Colors (specify on coupon): JAN 
* Garnet, FEB Amethyst, MAR Aqua, APR Crys- 
tal, MAY Emerald, JUNE Alexandrite, JULY 
\ Ruby, AUG Peridot, SEPT Sapphire, OCT 
Rose Zircon, NOV Topaz, DEC Blue Zircon. 
No. 13/297 Caduceus; No. 13/276 Cross; A 
No. 1/010 Gen, Cultured Pearl; No. 6/247 Birthstone }5.95 per pair. 


PIN GUARD Sculptured caduceus, chained ra 
z 
oe 


to your professional letters, each with pinback/ [ 
aN) 


safety catch. Or replace either with class pin 
for safety. Gold finish, gift boxed. Choose RN 
LPN or LVN. NO. 3420 Pin Guard..... 2.95 ea. 

ENAMELED PINS Beautifully sculptured status 
insignia, 2-color keyed, hard-fired enamel on gold plate. 
Dime-sized, pin-back. Specify RN, LPN, PN, LVN, NA, or 
@ RPh. on coupon. 


No. 205 Enam. Pin 1.95 ea., 12 or more 1.50 ea. 


: ‘ Prevent stains and wear! 
Smooth, pliable pure white vinyl. Ideal 
low-cost group gifts or favors. 

No. 210-E (right), two compartments f 
with flap, gold stamped caduceus... / 
6 for 1.50, 25 or more 20¢ ea. 


No. 791 (left) Deluxe Saver, 3 compt. 
change pocket & key chain... 
6 for 2.98, 25 or more 35¢ ea. 


Nurses’ POCKET PAL KIT 


Handiest for busy nurses. Includes white 
Deluxe Pocket Saver, with 542” Lister Scissors 
(both shown above), Tri-Color ballpoint pen, 
plus handsome little pen light all silver 
finished. Change compartment, key chain. 


No. 291 Pal Kit........ 4.95 ea. 
3 Initials engraved on shears, add 50¢ per kit. 


Bzzz MEMO-TIMER time hot packs, heat 

lamps, park meters. Remember to check vital signs, 8) >) 
give medication, etc. Lightweight, compact (142” dia.), , 
sets to buzz 5 to 60 min. Key ring. Swiss made. 

No. M-22 Timer....... 4,95 ea. 

3 or more 3.95 ea.; 6 or more 3.50 ea. ~a 


=) EXAMINING PENLIGHT 


<3 White barrel with caduceus imprint, aluminum 
band and clip. 5” long, U.S. made, batteries included (re- 
placement batteries available any store). Your own light, gift boxed. 


No. 007 Penlight . . . 3.98 ea. Your Initials engraved, add 50¢ per light. 


New “Saucy” Bump Toe Moc 
One of the best-looking styles around! 
..__ Little fashion notches run around 
a sole and heel; latest bumper- 
», toe look with big bold eyelets; sturdy 
extra-light cushion crepe sole 
and heel; finest long-wearing 
white glove leather .. . the 
ideal shoe to feel pretty 
in uniform. Fit guaran- 
teed or return 
(unmarred) for 
size exchange. 
No. 854 Saucy Shoe 
».. 16.95 pr. 


' “KorkLites Featherweight Style 


tremely lightweight professional walker, 
the new “bottom” look. Smart, 


Mrortable lace-up heel oxfordover __ 
der toe last. Thick simulated cork 
ith 1¥”cork heel (very slip 
tant, and outwears crepe). 
ed in white washable soft 
ee upper leather, tricot. = _- 
m), with arch vents, f “4 
: latest... H 
ting trends in 5 SIZES: 


bys fashions. Fit We Sey 
teed or return ; eves 
marred) for size eens vn Seppe s 
ge. No. 638 Kork-Lite Shoe . . . 16.95 pr. 


All-Weather NURSES’ CAPE 


Stay snug in cool weather, dry in the rain. 
Traditional Navy with Bright Red lining. 
Finest tailoring of 65% Dacron polyester, 
35% combed cotton. Zepel treated. 100% 
Nylon Duralyn lining. Snap fasteners, arm 
openings. Matching head scarf. SMALL (up to 
34 bust), MEDIUM (35-38,) or LARGE (39-42) 
.. . Specify size on coupon. 


No. 658 Cape....... 14.95 ea. 
3 Gold Initials on collar, add 1.00 per cape. 


/HTINGALE LAMP 


tic, unique favor, gift or engraved 

Ceramic off-white candleholder with 

Hee gold leaf trim. Recessed candle 
die not included). 7” long. 


00S Lamp . . 6.95 ea., 12 or more 4.95 ea. 
5 and date engraved on gold plaque... 
00 per lamp. 


N AUTO INSIGNIA Full-color enam- 

elled RN insignia (left) on bronze-plated 
medallion, Easy to attach to registra- 
tion plate. Weather-proof, distinctive. 
No. 210 Medallion . . . . 5.95 ea. 
4-color decal with RN emblem, transfers 
easily to inside car window. 442” dia. 
No. 621 Decal....... 1.25 ea. 


Endura NURSE’S WATCH Fine swiss-made 

waterproof timepiece. Raised easy-to-read white numerals 

and hands on black dial, luminous markings. Red sweep- 

second hand. Chrome finish, stainless back. Includes 

black velvet strap. Gift-boxed, with 1 year guarantee. 
Very dependable. Includes 3 initials engraved FREE! 

No. 1093 Nurses Watch........... 19.95 ea. 

CAB NURSES BAG A lifetime of service 

in washable liner and compartments to 

organize contents. Snap strap holds top 

No. 1544-1 Bag (with liner). . 37.95 ea. 

Extra liner No. 4415........ 6.95 ea. 


(oO for visiting nurses! Finest black Ye” thick 
i 

5 open during use. Name card holder on end. 

Fast-Action TOURNIQUET strong, lightweight 


genuine cowhide, beautifully crafted with 
len J Two rugged carrying straps. 6” x 8” x 12”. 
a Velcro® strap applies, adjusts and releases instantly 


Water repellant. Roomy interior, with snap- 
outstanding value of superb quality. 


rugged stitched and rivet construction 
. Your initials gold embossed FREE on top. An 
on any limb. Positive holding power, self-adjusting 


tension, eliminates “pinch”. For blood samples, 


emergencies. “Duty free 
No. 2017-1 Tourniquet ...... 2.69 ea. 
‘SS PEN Sac. Natalie B. Havens 


*\d-famous ballpoint, with 
Wptured caduceus emblem. Full name ==. 
Pet engraved on barrel (include name with coupon). 

ills avail. everywhere. Lifetime guarantee. 


502 Chrome 8.00 ea. No. 6602 12kt. G.F. 11.50 ea. 
— TRI-COLOR BALL PEN 


Write in black, red and blue with one ball point pen. 
ithe thumb changes point (and color). Steno fine point (excellent 
tts). Polished chrome finish. A handy accessory for every nurse! 

SIN PON ccc kata cnwce cece es ccces 1.95 ea. 
mm S-color Refills. ......-222 ee eeceese 50¢ ea. 


HORSESHOE KEY RING Clever, unusual 
design: one knob unscrews for inserting keys. Fine 
sterling silver throughout, with sterling sculptured 
caduceus charm. No bead chain to break! 

Ne; 96. Key Ring ............. 4.95 ea. 


ss Pull-Out KEY-KEEPER 


End fumbling for keys! Pin key-keeper on uni- 

“Ss form or in bag. Attach keys to bead chain. Pull 

NS BeD out to use key, rewinds automatically. Neat, 

™~ convenient. Silver finish. In plastic gift case. 

No. 155 Keeper....... 2.49 ea. 
6-11 2.25 ea. 12 or more, 2.00 ea. 


___ B initials engraved, add 50¢ per Keeper 


| Practical Nurses / 


(Continued from page 12) 


CHADFOC Will Help Finance 
Community Health Centers 
Ottawa — The Canadian Labour Con- 
gress has established a national organi- 
zation, called the Community Health 
Associations Development Foundation 
of Canada (CHADFOC), to help local 
groups across the country set up com- 
munity health centers. 

CHADFOC grew out of union groups’ 
requests to the CLC for assistance in 
setting up health centers that would 
provide 24-hour service. 

Jim MacDonald, director of social 
and community programs for the CLC, 
told The Canadian Nurse that the CLC 
has invited other groups to join it in 
sponsoring CHADFOC. He said the 
Consumers Association of Canada and 
the Cooperative Union of Canada have 
become members of the organization; 
the Canadian Nurses’ Association, 
Canadian Medical Association, various 
churches, and agricultural organiza- 
tions have also expressed interest. 

The CLC is seeking a national health 
grant to employ a team of experts to 
respond to requests from local groups 
that want to set up community health 
centers. This team will be composed 
of a doctor, a community organizer, 
an administrator, and probably a re- 
search economist, Mr. MacDonald said. 

In the CLC’s view, there is a need 
for these health centers because the 
provision of health care at present is 
“irrational.” Mr. MacDonald explained 
that medicare pays the bills, but it does 
not ensure medical care where and 
when the individual wants it. 

The quality of medical care provided 
by solo practice “leaves a lot to be 
desired,” said the CLC spokesman. “We 
believe there is a great need for more 
paramedics, such as nurses and social 
workers.” 

Although the health centers will 
vary greatly, they will have some fea- 
tures in common: they will be initiated 
by consumers, who will have the major 
say in their operation; there will be 
group practice rather than solo prac- 
tice; each center will employ a medical 
director who will recruit staff; and 24- 
hour medical care will be available. 

The new community health centers 
will follow the example of union-or- 
ganized health centers in Ontario and 
Saskatchewan by centralizing services 
such as X-ray, minor surgery, physio- 
therapy, optometry, and central records 
under one roof. 


Win Equal Pay For Equal Work 
Vanover. Be. i An __arbitr 
award made in April 1973 gave 
tical nurses at Kimberley and D 
General Hospital a pay rate adjustme 
that brings them up to the rate of | 
orderlies receive at the hospital. T 
province’s Human Rights Act, which — 
calls for equal pay for equal work, was 
cited in the arbitrator’s decision. : 

The practical’ nurses, who received — 
between $540.25 and $562.75 a month 
in 1973 before the arbitration award 
was made, now receive a starting salary 
of $645.50, $676.25 after six months, 
and $707 after 12 months. The new 
salaries are retroactive to Jan. 1, 1973. 

In his written decision, arbitrator 
D.R. Blair said the change in the 
practical nurses’ duties and respon- 
sibilities since January 1969 justified 
an upward adjustment in the rate paid 
for this position. 

The arbitrator said that in trying 
to determine the equitable rate for this 
position in the hospital’s rate structure, 
“one is inevitably led to comparing the 
duties, responsibilities, and skill 
requirements of the practical nurse to 
that of the position of orderly.” 

Mr. Blair pointed out that the 
testimony of the hospital’s director of 
nursing “establishes quite clearly... 
that these two positions are to all intents 
and purposes alike.” 

He quoted from the section of the 
province’s Human Rights Act that says: 
“No employer and no person acting on 
his behalf shall discriminate between 
his male and female employees by pay- 
ing a female employee at a rate of pay 
less than the rate of pay paid to a male 
employee employed by him for the same 
work or substantially the same work 
done in the same establishment.” 

The executive director of the Reg- 
istered Nurses’ Association of British 
Columbia told The Canadian Nurse: 
“We would anticipate that this award, 
along with other arbitration awards, 
will have great influence in our coming 
negotiations.” 

Under the standard nursing agree- 
ment between 73 hospitals in British 
Columbia and the RNABC, the 1973 
salary scale for general staff nurses 
ranges from $672 a month to $842 
after six years’ experience. 


Countdown 1972 
Countdown 1972, a book of Cana- 
dian nursing statistics, has recently 
been published by the Canadian 
Nurses’ Association. Copies are $5.50 
and may be ordered from CNA 
House, 50 The Driveway, Ottawa, 
Ont. K2P 1E2. Please include pay- 
ment with the order. 
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DROP ONE. No breakage. No spillage. No dangerous 
mess... No cleanup. 


FEEL HOW MUCH LIGHTER a plastic container with 3000 
ml of solution is . . . 30% lighter than glass. 


HANDLE THE SOFT FLEXIBLE CONTAINER. Note how 
easy it is to get a good grip on it—even when wet. 


FORGET THE GLASS BOTTLE JUGGLING ACT. Change- 
over during surgery is accomplished easily and safely 
with the UROMATIC containers still hung in the in-use 
position. 


i 
; 


NOTICE THAT THE SOLUTION HAS FEWER BUBBLES. 
This is a closed system. Air venting is not required so 
the urologist has greater assurance of a clear, bubble- 
free view through the scope during the procedure. 


, WRT te 


DISPOSE OF THE EMPTIES. Soft, flat, practically 
weightless, ready to drop into any nearby receptacle. 
Floors are free from the hazards and nuisance of 
empty bottles. 


You probably have enough reasons right now to switch 
from bottles to the Baxter UROMATIC plastic 

containers. But here are just a few more. There's the 

time you don’t spend cleaning up a mess of empty bottles 
or shattered glass. The fingers you don’t cut on metal 
caps and glass fragments. There’s the storage space 

you save with UROMATIC containers. They require 
approximately 30% less shelf space than glass. And then 
there’s the extra dividend of better dispositions that come 
with DE-GLASSIFICATION. 


So why stay stuck in the glass age, fighting the battle of 
the bottle? Why not talk to your Baxter representative 
today and discover how much easier life can be? 


XK BAXTER 


BAXTER LABORATORIES OF CANADA 
DIVISION OF TRAVENOL LABORATORIES, INC. 
6405 Northam Drive, Malton, Ontario 


Mid-Stream Urine Collector 


Aqua-Matic Foley Catheter 


Products from C.R. Bard Ltd. 

The following products are available 
from C.R. Bard (Canada) Limited, 1 
Westside Drive, Etobicoke, Ontario 
M9C 1B2. 


_ @ Single use rubber aspirating catheters, 


with or without an air-port adapter, 
are made of radiopaque red latex rubber 
for firmness and softness. The dispos- 
able catheters feature a molded whistle 


tip that reduces irritation to delicate 
mucosa and eyes. The air-port adapter 
provides fingertip control of suctioning 
air pressure for a minimum level of 
suctioning during the introduction and 
removal of the catheter. The rigid con- 
nector provides secure attachment to 
the suctioning apparatus, and the raised 
contro! vent helps prevent contamina- 
tion during suctioning. The units are 
supplied in clear, peel-back packaging. 
eThe Bard Advanset intravenous 
placement unit is designed to permit 


the insertion of a fully radiopaque — 
Teflon catheter into the vein from with- — 
in an introduction catheter. With this — 
unit, the needle is completely removed — 
and discarded before placement of the 
catheter. Made in 9, 12, and 24-inch — 
lengths, the two longer lengths have a — 
locking ferrule to permit adjustment of — 
the length of the catheter to be inserted — 
into the vein. A protective sleeve pro-— 
vides for aseptic technique in inserting — 
the catheter. These IV placement units — 
(Continued on page 20) — 


Aspirating Catheters 
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Intravenous Placement L 
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W.B. SAUNDERS CO. 
’ CANADA LIMITED 

833 Oxford Street 

Toronto 18, Canada 


Please send and () bill me send postpaid— 
check enclosed 


} 7220 Phillips & Feeney: Cardiac Rhythms 
About $10.05 
6098 Marlow: Textbook of Pediatric Nursing 
(4) $11.10 

11696 Bermosk & Corsini: Critical Incidents 
$11.85 

} 4131 Gillies & Alyn: Se/f-Evaluation (2) $7.75 
] 4528 Harrington & Brener: Renal Failure 
About $10.05 


(1) 8517 Spencer: Endocrine Problems $10.05 


() 5476 Klaus & Fanaroff: High-Risk Neonate 


About $15.45 


(] 2751 Creighton: Law and the Nurse (2) $7.75 
(11436 Asperheim & Eisenhauer: Phar- 


Name 
Address 


Prov 


macologic Nursing (2) $8.25 


(1) 6355 Miller & Keane: Encyclopedia & Dic- 


tionary $9.95 


CN 9-73 


you want to stay 
on top of the 
latest clinical 
advances, turn 
to Saunders. 


Phillips & Feeney: THE CARDIAC RHYTHMS 

A Systematic Approach to Interpretation 

A unique self-teaching guide to the recognition and interpretation of cardiac ar- 
rhythmias. Examines the effects of cardiac drugs and autonomic nervous system 
on arrhythmias. By Raymond E. Phillips, M.D., and Mary Kay Feeney, A.N. 
About 320 pp., 400 ills. About $10.05 Just Ready 


Marlow: TEXTBOOK OF PEDIATRIC NURSING New 4th Edition 
Remains unexcelled in its comprehensive treatment of the growth, development, 
and nursing care needs of children from birth through adolescence. By Dorothy 
Marlow, R.N., Ed.D. 776 pp. 311 ills. $11.10. May 1973. 


Bermosk & Corsini: CRITICAL INCIDENTS IN NURSING 
Offers a nurse new insights on how to handle the varied human-relations 
problems that confront her each day. By Loretta Sue Bermosk, A.N., M.Litt. ; 
and Raymond J. Corsini, Ph.D. 369 pp. $11.85. June 1973 


Gillies & Alyn: Saunders Tests for 
SELF-EVALUATION OF NURSING COMPETENCE 


New Second Edition provides an easy and reliable volume for review and 
examination of nursing methods, professional skills and medical facts. By Dee 
Ann Gillies, 8.N., Ed.D. and Irene B. Alyn, R.N., Ph.D. 392 pp. plus 152 answer 
sheets. $7.75. January 1973 


Harrington & Brener: PATIENT CARE IN RENAL FAILURE 
A thorough guide to treatment of patients with kidney disorders. Covers hemo- 
dialysis, peritoneal dialysis, transplantation, and conservative methods of 
correcting renal failure. By Joan D. Harrington, R.N., B.S.N., M.A., and Etta Rae 
Brener, 8.N., B.S.N., M.Ed. About 300 pp. I/lustd. About $10.05. Just Ready. 


Spencer: PATIENT CARE IN ENDOCRINE PROBLEMS 

A comprehensive, clinically oriented text for nursing care in diseases and 
disorders of the endocrine system. Reviews physiology and pathophysiology of 
each endocrine organ and discusses diseases affecting the organ, their treat 
ment and nursing care. By Roberta T. Spencer, R.N., M.S.N.E. 230 pp. Iilustd. 
$10.05. January 1973 


Klaus & Fanaroff: CARE OF THE HIGH-RISK NEONATE 

A practical guide to neonatal management compiled by a team of 19 experts. 
Each chapter reviews physiologic considerations, clinical recommendations and 
relevant case problems in question/answer format. Edited by Marshall H. Klaus, 
M.D. and Avroy A. Fanaroff, M.B. (Rand). About 385 pp. Iilustd. About $15.45. 
Just Ready 


Creighton: LAW EVERY NURSE SHOULD KNOW 2nd Edition 
Explains hundreds of legal aspects of the nurse's career: licensure, em- 
ployment, negligence and malpractice, “Good Samaritan” laws, more. By Helen 
Creighton, R.N., J.D. 246 pp. $7.75. June 1970 


Asperheim & Eisenhauer: PHARMACOLOGIC BASIS OF 
NURSING CARE 2nd Edition 

Offers a complete outline of pharmacology and nursing principles for the busy 
practicing nurse. Discusses the nurse’s expanding role in drug therapy and 
devotes coverage to principles and techniques of administration. By Mary K. 
Asperheim, A.N., M.D. and Laurel A. Eisenhauer, A.N., M.S.N. 526 pp. Illustd. 
$8.25. January 1973 


Miller & Keane: ENCYCLOPEDIA AND DICTIONARY 
OF MEDICINE AND NURSING 


A comprehensive reference of accurate, up-to-date information. Clear-cut def- 
initions fill more than 1000 pages. Full drug data is included. Special sections 
detail nursing care for most diseases, conditions, and operations. By Benjamin 
F. Miller, M.D. and Claire B. Keane, R.N., B.S. 1089 pp. 122 ills. $9.95. March 
1972. 
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(Continued from page 18) 

are individually packaged sterile and 
pyrogen-free, with complete instructions 
for use. 

e Bard’s Mid-Stream urine collector 
with a new protective collar is individ- 
ually packaged with cleansing towelettes 
and a pressure-sensitive label. The pro- 
tective collar, which is preconnected to 
handle that protects the specimen con- 
tainer from contamination. The speci- 
men container cap is separately pack- 
aged sterile. 

e The Bardex Aqua-Matic foley cath- 
eter, blue in color, combines a latex 
formulation with a coating containing 
Teflon to facilitate insertion. It has 
an improved storage reservoir that 
contains a sufficient amount of sterile 
water to inflate the balloon to its proper 
size. The improved reservoir adds to 
the catheter’s shelf life and eliminates 
the need for a separate inflation syringe. 
The catheter is available as a single 
unit or as part of several complete 
procedural trays. 


Cough formula 

Smith Kline & French Canada Ltd. has 
introduced Ornade Expectorant Cough 
Formula, a companion product to its 
Ornade family of cough and cold 
remedies. 

This cough formula is an orange 
colored, orange-fruit flavored prepara- 
tion. It is indicated for symptomatic 
relief of cough and nasal congestion 
associated with the common cold and 
other respiratory tract disorders where 
expectorant activity is desirable. It is 
supplied in four-fluid-ounce bottles. 

Full information is available from 
Smith Kline & French Canada Ltd., 300 
Laurentien Blvd., Montreal 379, P.Q. 


Arbrook announces new products 

The Surg-A-Temp temperature moni- 
toring system and the Vacu-Drain 
surgical evacuator are two new products 
offered by Arbrook Ltd., Peterborough, 
Ontario K9J 7B9. 

The temperature monitoring system 
is used to monitor patient temperatures 
continuously before, during, and after 
operations via the tympanic membrane. 
This compact instrument is self-con- 
tained, disposable, and sterile. Using 
ordinary flashlight batteries for port- 
able operation, it fits on top of the gas 
machine and can be carried easily from 
the operating to the recovery room. The 
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Surgical Evacuator 


readings are in fahrenheit and centi- 
grade. 

The Vacu-Drain surgical evacuator 
makes closed wound suction quick and 
simple. With a twist, the wound tubing 
is connected to the “no-cut” adapter. 
The top disc is easily compressed to 


create a vacuum, and the latex mem- 
brane assures constant, gentle, negative — 
pressure. The volume of evacuated © 
fluid can be measured by the calibra-_ 
tions on the side of the transparent con-— 
tainer. The large port opening provides 
quick emptying. 


SEPTEMBER 1973 


Your patients 
will amaze 


so will retelast 


Your patients will be back to normal in no 
time and ready to start their activities as if 
nothing happened., 


NOT SURPRISING ... 


RETELAST is so comfortable and gives 
such fast relief. Moreover, RETELAST 
costs up to 40% less than any other 
dressing or traditional bandage. 


OCTO LABORATORY LTD., 
Laval, Québec. 


j CR CANADA PHARMACAL CO. LTD., 
ft Toronto, Ontario. 
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DEMONSTRATION 


AND FOLDERS 
UPON REQUEST 


COCKTAIL FOR ONE 


Why not have the “‘black and white cocktail” served in your 
hospital in the Patient Cup™? The wide-mouth opening of this liquid 
unit dose container makes it easy for the patient to drink ORGANON'S 
smooth suspension of Milk of Magnesia and Cascara. (It’s pleasant 


tasting, too.) 


Each Patient Cup delivers a stable, precise dose of Magnesium 
Hydroxide (8%) equivalent to 30 ml. Milk of Magnesia U.S.P., and 
Cascara Extract equivalent to 5 ml. Aromatic Cascara Fluid extract 


U.S.P. Alcohol 3.5%. 

No mixing. No pouring. No waste. 

Here is another opportunity for your pharmacy to 
extend its control of medication right up to the 
administration of a single dose. And, you'll make 
some more friends in the nursing department 

as well. 

Order several shippers of Milk of Magnesia- 
Cascara Suspension. There are 100 doses in each 
packed 10 to the shelf tray. 

Set ’em up! 


ORGANON CANADA LtD/LTEE 
Organon INTRA MEDICAL PRODUCTS DIVISION 
TORONTO, CANADA 
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A glimpse of nursing in Cuba 


Cuba is faced with the health problems of the affluent nations — 
cardiovascular diseases, cancer, respiratory diseases, and accidents. To 
achieve the same degree of success with these problems as they have with 
infectious diseases, Cubans will need to promote the role of the nurse to 


The Canadian airline folder read: “Go 
Sun Living —the Bahamas-Jamaica- 
Antigua-Barbados-Trinidad and Toba- 
go-Bermuda. .. . You’ve got the widest 
choice under the sun when you go Sun 
Living.” 

On a day in late January 1973, many 
fellow passengers in the Ottawa airport 
were obviously going “Sun Living” in 
the Caribbean. I, too, was going to the 
Caribbean, but on a different and per- 
haps more stimulating mission. Through 
the courtesy of the Embassy of Cuba 
in Ottawa, | was embarking on what 
was to become an exciting and enrich- 
ing professional journey into the world 
of Cuba’s health services, the place of 
nursing in these services, and the coun- 
try’s social philosophy as it influences 
its health programs. 

Although the visit was short, each 
of the seven days provided incredible 
opportunities to observe and gain in- 
formation. All officials and health 
personnel in a variety of settings were 
extremely generous with their time and 
made every effort to help me gain as 
broad a perspective of the health scene 
as could be attained. “Please ask all the 
questions you wish and let us know 
what else you want to see,” were com- 
ments frequently made during the visit. 
Not once was | discouraged from pur- 
suing my own curiosity. The only limi- 
tations were those of time and physical 


its fullest potential. 


Helen K. Mussallem, O.C., R.N., Ed.D. 


Although the primary focus of my 
visit was On nursing services and nurs- 
ing education, I attempted to view the 
total health effort in relation to the 
country’s economy, social structure, 
and political organization. 


The country and its population 

Cuba is the largest of the Caribbean 
islands, being about 745 miles long 
with a total land mass of approximately 
44,000 square miles. Haiti lies about 
45 miles to the east, Florida 90 miles 
to the north, and Mexico 150 miles to 
the west. 

In 1970 the population was 
8,553,395, with about 60 percent liv- 
ing in urban areas. Recently, the gov- 
ernment implemented a program to 
reduce the urbanization of the popula- 
tion, particularly in Havana. Resources 
are being allocated to smaller commu- 
nities, and new satellite communities 
are being developed around Havana to 
attract the urban population. 

In one such community, located 
about 30 miles from Havana, | saw 
several new apartment blocks and more 
under construction. The school was 
already in use and I watched the chil- 
dren assembling for physical exercise. 
A polyclinic served the new population. 


Dr. Mussallem is Executive Director of 
the Canadian Nurses’ Association. 


Throughout Cuba I saw great beau- 
ty in the historic buildings that were 
being maintained with limited resources. 
The old cathedrals and churches were 
still in use, as no restrictions had been 
placed on religious freedom after the 
revolution. | entered one church where 
a funeral was in progress and saw 
several nuns, in full traditional habit, 
among the mourners. 

The annual rate of demographic 
growth in Cuba is 1.7 percent, birth 
and death rates being 27.3 and 10 per 
1,000 respectively. Many senior offi- 
cials in the health ministry said they 
hoped the population would increase, 
as the shortage of manpower in the 
productive age group (15 to 64) was a 
serious handicap to the country’s devel- 
opment. In comparison with Canada, 
Cuba has a younger population and a 
smaller productive age group. 


Progress in health 
Recent observations by Stein and 
Susser, who visited Cuba under the 
auspices of the World Health Organi- 
zation, led them to make this statement: 
“Before the revolution of 1959, the 
social and economic conditions and the 
health patterns of the mass of the peo- 
ple of Cuba were comparable with 
those of Latin America. With local 
variations, they were the conditions of 
developing nations everywhere. Today 
scarcity persists, but by many indices 
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fis tetanus. 


bidity and mortality in key 
_are illustrated in the graphs 
follow? (Figures 1-3.) But first, 
tion Should be made of health 


, Apparently up to 1959, little atten- 
on was given to accurate statistical 
oiaing of morbidity and mortality 
tes. In the 1950s, only about half the 
eaths were reported. After 1959, a 
‘systematic reporting procedure of 
_ morbidity and mortality was ‘develop- 
ed, and in 1962 this procedure was 
refined after a conference of consultant 
epidemiologists. Now, officials affirm 
that all deaths and their causes are 
reported through the medical certificate 
of death. 
The response to health campaigns 
is evident in the morbidity and mortali- 
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Before 1962, about 300 cases of 
poliomyelitis were reported each year. 
After the massive inoculation cam- 
paign of 1962, there was a dramatic 
drop. (I found it interesting that virtu- 
ally all children in the country were 
given the oral vaccine in one day!) 

The incidence of diphtheria has also 
decreased because of immunization. 

Tuberculosis was a serious health 
problem up to 1959. A massive BCG 
campaign was initiated after 1959, and 
I was told that the serious complica- 
tions from primary tuberculosis have 
almost disappeared. The mortality rate 
from 1959 to 1970 was reduced by 50 
percent. 

The acute diarrheal diseases have 
declined with improvement in nutrition 
and in control of water and food-borne 
infection. For many travelers the avail- 


A tourist center near the top of “La Gran Piedra,” 


and 


a the water in biotals may be 
safely consumed. 

Although the incidence of tetanus 
dropped by 50 percent between 1963 
and 1970, plans have been implement- 
ed to ensure further decline. Now the 
campaign is directed against the high- 
risk groups in the population. 

The malaria eradication program 
began in 1959. In 1962 the morbidity 
rate was 50 per 100,000 inhabitants. 
The few cases reported since 1968 
were those brought from outside the 
country. Cuba has achieved eradication 
of malaria and applied to the World 
Health Organization for registration of 
this fact. This recognition has just been 
received. 

The reduction or eradication of ma- 
jor infectious disease in a few years, as 
revealed by these statistics, is recogniz- 
ed widely as a dramatic public health 
accomplishment. Today, the main 
health problems remaining in Cuba 
are similar to those in Canada — heart 
disease, cancer, and cerebrovascular 
diseases. The statistical profile of prin- 
cipal causes of death in Cuba in 1970 
resembles that of a so-called developed 
country, with an aging population and 
abundant resources. 


Health care available to all 
This striking reduction in the mor- 
bidity and mortality from infectious 
diseases is not the only measure of the 
Cuban accomplishment. Equally im- 
pressive is the way in which primary 
health care has been made available to 
practically the entire population. 

Prior to 1959, health services for 
residents in many rural areas were 
almost nonexistent. The sick were car- 
ried on horseback for long journeys, or 
were taken to a coastal area where they 
might wait several days for the arrival 
of a boat to transport them to hospital. 
Many died before arrival. I was told 
of graveyards at these coastal points 
for those who, died while awaiting 
transportation. Today, with better road 
construction, rapid development of 
health centers, and more jeeps avail- 
able, every person now has ready access 
to care, 

It would be superficial, however, to 
attribute the Cuban progress in health 
primarily to effective measures in pre- 
venting key diseases, the better organ- 
ization of health facilities and transpor- 
tation, and the serious effort to pursue 
modern planning. With their similar 
accomplishments in education, housing, 
and agriculture, it becomes clear that , 
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Figure 1: 


back of it all has been a revolutionary 
change in social philosophy. This phi- 
losophy determines not only the direc- 
tion of governmental policies and the 
nature of institutional change, but also 
the quality and content of a host of atti- 
tudes and human interactions in every 
segment of the Cuban society. 

This is not the place to elaborate on 
this topic, even if I were able to do so. 
Nevertheless, basic to the health story 
is the premise that the health of the 
nation, and therefore of the individual, 
is important for social and economic 
development. Inequalities, whether by 
region, social class, or by rural or 
urban setting, had to be overcome. 

Moreover, no social goal is attained 
simply by laying down a good plan for 
professional and technical personnel 
to follow. Health (or education or hous- 
ing) is the business of the entire citi- 
zenry, not because of an abstract prin- 
ciple of “participatory democracy,” 
but because the experience, the imagi- 
nation, and the capacities of the people 
are required to attain the goal in both 
spirit and fact. 

From these premises, and taking 
world experience into account, it fol- 
lows that health policy and programs 

would emphasize: (a) preventive, 
rehabilitative, and curative medicine; 
(b) planned collaboration between 
professional, auxiliary, and volunteer 
personnel, with much reallocation of 
responsibility to provide wider and 
more appropriate service; and (c) 
e Participation by the community 
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Incidence rates for 100,000 inhabitants for diphtheria and malaria. 


jin the arrangements of the health 
service and in their evaluation and 
improvement. 

In Canada, there is growing recogni- 
tion of the importance of these princi- 
ples, but we have had great difficulty 
in applying them widely, particularly in 
engaging “the consumer” in the work- 
ing of the health care system. In Cuba, 
I was most impressed by the importance 
of the role of mass organizations in 


interpreting the purpose and nature of 


health projects to individuals at the 
grass roots. 

The two mass organizations most 
frequently mentioned were the Com- 
mittee for the Defense of the Revolu- 
tion and the Federation of Cuban 
Women. These organizations are active 
at the local level — the former being 
elected by citizens living in defined 
housing blocks. 

In addition to the local committee, 
these organizations meet at the region- 
al, provincial, and national levels. At 
each level are the People’s Councils, 
composed of various committees. A 
key committee in the health service is 
the People’s Commission on Health. 

When oral polio vaccine became 
available, members of the people’s 
organizations worked for weeks, ex- 
plaining to every family the value of 
the program. They identified, to the 
last household, all those who required 
the preventive measure. Then, on the 
day set for the project, when all Cuban 
children requiring this vaccine were 
ready, only the technical task of ad- 


be, it cannot succeed 
sive participation of indivi 

local level. The spectacular d 
incidence of infectious di 
short period would have been 

sible without this web of Coens 
tion and participation. 


Structure of health services 

The ministry of health is responsit 
for the Cuban health policy and— 
health administration, planning, a 


supervision. It has provincial and re o> 
gional offices and has a close working 
relationship with the People’s Com- | 


mission on Health at all levels. 

The country is divided into six 
provinces and one autonomous region 
(Isle of Pines). 
inces there is a population of ap- 
proximately 1.25 million. The provin- 
ces are divided into regions of about 
250,000. The 40 regions in the country 
are divided into health areas serving 
about 25,000 persons, and these health 
areas are divided into sectors. 

The Cuban people receive care at 
three levels — primary, secondary 
(specialty), and tertiary (superspecial- 
ty). These levels have the following 
facilities: 


e Polyclinics (health centers) at the 
area level, which are responsible for 
primary health services for approxi- 
mately 25,000 residents. Each area is 
divided into sectors related to a popu- 
lation of about 3-5,000. In 1959, 
there were no polyclinics; at present 
there are 308. 

e Regional hospital centers that pro- 
vide specialty care services. 

e Provincial hospital centers that pro- 
vide highly specialized or “super-spe- 
cialty” services. 


The sectorial unit, a subsection of 
the health center, is staffed by a nurs- 
ing assistant or “auxiliary public health 
nurse” and one other health worker — 
usually a sanitarian. The polyclinic 
staff is responsible for the work in the 
sector. Its staff includes one full-time 
director, one full-time nurse, and the 
services of three or more medical spe- 
cialists. At least one internist, one 
obstetrician, one pediatrician, and one 
dentist work at the polyclinic. In addi- 
tion to preventive and curative ser- 
vices, the polyclinic provides environ- 
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In each of the prov-— 


Cuban nurses “ show their colors” at a special festival. 


V 2h peri- 
orkers to attend at their 
addition to the facilities 
in health clinics, there 
many pieces of equipment used to 
ete diagnostic tests at the site. 

_also interested to see that the 

‘records of all families in the 

lyclinic area were kept at the center. 

ese are transferred with families 
en they move to another region. The 
rector apologized for the lack of 

computerization of the records, but I 

“assured him that such technological 

“hardware” had many shortcomings. 

___ Patients may be referred from poly- 

clinics to regional or provincial centers; 

thus, there is a network of services and 
referrals from the sector to the special- 

U _ ty/super-specialty services and back 

F to the sector. 

; Nurses are grouped according to 
their specialties — adults, children, 
public health — and work as team 
members with the various groups and 
in the settings noted. Nurses in the 
polyclinics — particularly those whose 
specialty is public health — seem to 
work more independently than public 
health nurses in Canada. They visit 
homes, assume responsibility for a wide 
range of medical-technical functions, 

and supervise and/or maintain up-to- 

date files on the health status of families 
in their region, including information 
on all pregnant women. 

Throughout the visit | was impres- 
sed by the high priority accorded to 
maternity ,services, care of the new- 
born, and attention to children. (Inci- 
dentally, all deliveries take place in 
hospital.) Three examples may be cited. 
One is the practice in maternity hospi- 
tals of having a nurse visit the home 
prior to the discharge of the mother 
and infant to assess its suitability to 
receive them. A second is the develop- 
ment of nation-wide psychiatric ser- 
vices in which special emphasis is plac- 
ed on preventive psychiatric services 
for children, with psychologists carry- 
ing out regular assessments of their 
growth and development. The third is 
the provision of nutritional supple- 
ments for children, including the deli- 
very of one liter of milk daily to each 
preschool child. 

Cuba’s manner of expanding and 
redistributing its supply of shospital 
beds illustrates well the government’s 
policy of equalization of health bene- 
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which had only 22 percent of the popu- 
lation. By 1970, only 40.3 percent 
of the 40,101 hospital beds were in 
Havana, where the ratio of beds per 
1,000 population declined from 14 
to 11.3. 

Meanwhile, many small urban hos- 
pitals were closed and those in the 
designated centers were enlarged. 
Nearly half of the new beds were estab- 
lished in the deprived province of 


new university students were enrolled 
in the three medical schools, about 
one-half being women. However, in 
1971 a quota was imposed to curb the 
total number to 20 percent of all uni- 
versity applicants. There are currently 
about 7,000 practicing physicians. 

To compensate for the exodus of 
about 3,000 physicians after the rev- 
olution, a high priority was placed on 
expansion of the facilities for medical 
education. From 1959 to 1970, two 
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Figure 2: Poliomyelitis: cases and deaths, Cuba 1959-1970. 
Oriente, elevating its ratio from 1.6 to new medical schools were built and 


3.7 per 1,000 (1969). In roughly the 
same period, more than 300 polyclinics 
or health centers were established, over 
half in rural regions. 

Also, to maintain balance with hos- 
pital medicine, a prodigious effort was 
made to train professionals in public 
health — 600 in the first three years 
and over 1,000 in the following five; 
the latter were trained in a full year, 
not in an accelerated course. 


Health manpower 

A senior official told me about the 
projected plans for increases in health 
manpower, particularly in the num- 
bers of nurses and physicians. In 1958 
there were approximately 2,500 prac- 
ticing nurses; in 1971, this had risen to 
about 5,000. However, as a medical 
career is attractive due to its high status 


about 5,300 new doctors trained. 

Physicians, nurses, and other health 
personnel are salaried and paid accord- 
ing to specialized training and seniority. 
Only a few doctors in Havana maintain 
private practice; they were in private 
practice before 1959. All health work- 
ers in Cuba belong to one union regard- 
less of levels of training, status, age, or 
health discipline. 

The goal set for the numbers of 
nurses to physicians is 3 to |. There 
are also plans for increasing the num- 
ber of auxiliary personnel. 

This year, Cuba will be host to the — 
representatives of socialist countries — 
that meet annually to discuss health | 
services, manpower, and education. — 
The 1973 discussion will center on a 
training of paramedical ais ite in- 
cluding nurses. 


; st decade are impressive, there is an 
(erie need to prepare a large 

number of qualified nurses to fill the 
y gap for this service. This need was 
_ identified by health ministry officials, 
who indicated the problem was receiv- 
ing priority. If larger numbers are to be 
attracted into nursing as a career, 
many factors will require study in 
depth, especially those factors in- 
fluencing career choices of young 
women and the retaining of nurses in 
the labor force. 
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Figure 3: Acute Enteritis: mortality rate 
for 100,000 inhabitants, Cuba 1962-1970 


Education of nurses 

The education of nurses follows 9 
years of primary and secondary edu- 
cation and is 34 years in length. 
During this time, some general educa- 
tion is integrated into the program so 
that on graduation the nurses are at the 
pre-university level. Students usually 
enter at 16 years and graduate at 194 
years. Nursing students have a limited 
amount of experience in polyclinics 
and rural areas. Most of their clinical 
experience is in general or specialized 
hospitals. 

On the other hand, the medical stu- 
‘| dent completes ten years of primary 
| and secondary schooling and a further 
_ three years of pre-university study be- 
_ fore proceeding to five years at medical 
_ school and a one-year internship. This 
is followed by two years of rural ser- 


ea personnel over the program, | tudents. 
or two half-day sessions Biot ine 


health centers, working under the su- 
pervision of a resident or physician. 
They work each year for a period in 
sugar cane camps, responsible with a 
nurse and an auxiliary technical sani- 
tarian for primary care for approxi- 
mately 2,000 sugar cane workers. A 
similar experience for nursing  stu- 
dents, if feasible, would be invaluable. 

Although comments were made on 
the possibility of a university-based 
degree program for nurses, no specific 
plans are under way. | suggested that 
a core of nurses prepared in a basic 
program at a university school of nurs- 
ing might make a unique contribution 
to leadership in nursing and in health 
care. I did not feel | made my case 
sufficiently convincing. I was pleased 
to learn that no plans were underway to 
introduce a “feldsher” type of worker. 

The 34-year basic educational 
program for nurses is hospital-based. 
It provides a sequence of theory and 
clinical practice somewhat similar to 
that of the hospital schools of nursing 
in Canada, except that more subjects 
on general education are taught and 
more experience is provided in public 
health. During a visit to one school of 
nursing and a hospital used for student 
clinical instruction, | was shown the 
rotation plans for students. These are 
similar to the rotation plans found in 
many of our hospital schools of nursing. 

The weekly schedule for students is 
six days. (Graduate nurses work six 
days per week.) Students from the 
adjacent area live at home, others are 
“boarding” students. 

Each school of nursing has a full- 
time nurse director, qualified in teach- 
ing and administration from the Na- 
tional School, as well as nurse teachers 
for theory and nursing practice. Some 
of the latter teach and supervise stu- 
dents in the nearby hospital. The 
students’ learning experience in poly- 
clinics and rural hospitals is supervised 
by nurses who meet regularly with the 
school staff. 

Considerable emphasis is placed on 
the regular evaluation of students in 
both theory and practice. Each week a 
meeting of administrative and teaching 
personnel is held to discuss evaluation 
and plan programs. For example, in the 
first week of each month the nurse 
director holds a meeting to examine 
the coordination and progress of the 
course and to identify special problems. 
The meeting held the second week, 


cuss various aspects of the pro 
Directors of nursing from speci 
hospitals and student representative 
attend, the secretary being a studet 
who is a member of the Communis 
youth movement. Teachers of “general” 
subjects, such as chemistry, Aes: re 
and mathematics, attend most of these 
meetings. 4 
Following graduation, the nurse is 
sent to a special area of need — usually 
a rural area —for one to two years. 
However, if the nurse is married, this is 
taken into consideration so that husband 
and wife are not separated. I was told 
that many nurses discontinue active 
practice because of family needs,’ but 
the rate of attrition was not specified. 
Postbasic education for nurses is 
offered at the National Teaching Unit 
(more than a school of public health), 
where some 40 courses are taken by 
2,059 students (1973). The latter in- 
clude students in epidemiology, nu- 
trition, sanitation, and health services 
administration. Here, nurses may en- 
roll in advanced courses for community 
nursing, obstetrical nursing, pediatric 
nursing, general or adult nursing, and 
administration/teaching. 
Nurses are selected for these courses 
on the basis of demonstrated interest, 
experience, attitude, and__ political 
orientation. About two-thirds of each 
course is taken at the National Unit, 
and one-third in hospitals or health 
centers. Graduates in midwifery are 
fully used in the pre- and postnatal 
programs; as well, they look after nor- 
mal deliveries. 


General comments 
Although the one week of observa- 
tion was well planned and as compre- 
hensive as possible for that short time, 
it would be presumptuous for me to 
make anything but general comments. 
Certainly from prior study of docu- 
ments and from observations and dis- 
cussions, the health of all citizens, 
regardless of location and status, has 
been a government priority. Since the 
revolution 14 years ago, emphasis has 
been placed on promotion of health 
and prevention of disease, and new 
programs have been developed to meet 
the health goals. Their progress toward 
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es Fs aay 
gave me an opportunity to 
ole of nurses within the new 
e. | was greatly impressed by the 
rses | met — their vitality, intellec- 
il capacity, and professional com- 
nitment — at the ministry, in hospitals, 
ae ols of nursing, polyclinics, and so 
me I was also struck by the youthful 
and attractive nursing students with 
whom I spoke during the visit. 
_ However, in spite of the key role 
‘that had obviously been played by 
nurses in the reorientation of health 
services, they were grouped together 
with all paramedical personnel. The 
| reference to the health team was always 
“doctors and paramedicai personnel.” 
One of the health manpower prob- 
lems identified during the visit is the 
lack of sufficient nurses. With approxi- 
mately 5,000 practicing nurses and 
7,000 physicians, a concerted effort 
will be required to reach the stated goal 
of three nurses to one physician. This 
ratio would seem to be appropriate in 
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tries and in view of the changing pat- 


tern of health problems. 

Unlike most countries in Latin Amer- 
ica, preventable diseases are under 
control. Cuba is now faced with the 
health problems of the affluent nations 
—cardiovascular diseases, cancer, 
respiratory diseases, and accidents. 
To achieve the same degree of success 
with these problems as with infectious 
diseases, a great effort will be needed 
to promote the role of the nurse to its 
fullest potential. For, as stated in a 
World Health Organization report: 
“.,. in countries where medicine is 
highly developed and nursing is not, 
the health status of the people does 
not reflect the advanced stage of medi- 
cine.”4 

Points that might be considered to 
attract more women into the nursing 
profession are: an examination of the 
present role and status of nurses in the 
health team, the educational require- 
ments to enter nursing as a career, and 
the appropriate reward in responsibility 


Cuban families often spend their vacations at these mountain retreats, 
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and remuneration. At least one school 


4 


of nursing should be within a univer- 
sity to add still another dimension to 
the contribution that nursing could 
make toward the health goals of the 
nation. 


References 

1. Stein, Z., and Susser, S. The Cuban 

health system: a trial of a comprehen- 

sive service in a poor country. /nt. J. 

Health Serv. 2:4:551-66, Nov. 1972. 

.Reptiblica de Cuba. Ministério de 

Salud Ptiblica. Departamento de Esta- 
distica. Salud ptiblica- Cubal71. Ha- 
bana, 1972 (?) 

3. Navarro, Vicente. Health, health 
services, and health planning in Cuba. 
Int. J. Health Serv. 2:3:397-432, Aug. 
1972. 

4. World Health Organization. 
Committee on Nursing, Ist Session, 
Geneva, 20-26, Feb. 1950. Report. 
Geneva, World Health Organization, 
1950. (Technical Report no. 24) we 


tN 


Expert 


iti? ~~ as int 


The patient who undergoes heart sur- 
gery, as I did about two years ago, is 
between 30 and 50 years of age. These 
are the productive years, the years of 
enthusiasm, of hope. 

This person looks well, is gregarious, 
intelligent, a doer. His list of accom- 
plishments is long, his potential great. 
He is an athlete, used to walking and 
running; he never takes stairs one at a 
time. He is a perfectionist, but this trait 
does not trouble him. He does most 
things well. What does bother him is 
inefficiency in others. He is quick to 
give credit, however, where credit is 
due. 

How does heart surgery affect this 
person? Outwardly, it appears to have 
had no effect. He still approaches life 
with enthusiasm. He still looks healthy. 
Only his family knows what havoc has 
been wrought. Some of his friends may 
gain an inkling when, during a dinner 
party, he has to lie down or when, at 
the last minute, he cancels a golf game 
or ski meet. 

This person could be clinically 
diagnosed, “affective psychotic-reac- 
tive depression.” Usually this depres- 
sion is cyclic, with cycles determined 
by how well rested he may be. He fre- 
quently contemplates suicide, usually 


_ during the night when he cannot sleep. 


He regards his doctors as either saints 
or satans: the cardiologists fall into the 


Cardiac surgery 
in the first person 


Heart surgery can be a ravaging experience and can also require a radical 
change in life-style. The patient needs much understanding, help, and 
support from family, medical team, hospital staff, and friends. 


Margaret Guthrie, B.Sc.N. 


latter. His feeling of despair is so great 
that he cries when he is alone. He tries 
desperately to adjust his life and accept 
his limitations, but moderation has 
never been his strong point. His life- 
style has not prepared him for this. 

The above is not imagined. The 
patient just described is a composite of 
five individuals I know, and all of them 
in turn know of others. Each one relates 
his experience of heart surgery in a 
different way, but in the long run, one 
person could be writing everyone’s 
story. 


My own experience 

In 1968, I attended the University 
of Toronto full time. Although I had 
a large house to care for, as well as my 
husband and two children, I was quite 
active in school events and managed to 
maintain fairly respectable grades. I 
became concerned that we should carry 
more insurance protection for our 
children, especially as my husband and 
I were traveling the Gardiner Express- 
way twice a day. 

A doctor was sent to our home to 


This is an adaptation of an address given 
at the founding meeting of the Canadian 
Council of Cardiovascular Nurses in 
Montreal, April 9, 1973. The author 
and her family have few regrets about 
leaving the city and taking up residence 
in a small community. 


give my husband and me physical 
examinations. | was turned down for 
insurance —reason, mitral stenosis. 
The physician suggested I see a cardio- 
logist soon. He was astounded that I 
was not already aware I had mitral 
insufficiency. | was amazed too, as I 
had given birth to two babies and had 
had a cholecystectomy in the past five 
years. 

I saw an internist, who questioned 
my reasons for working and suggested 
I slow down a bit. He intimidated my 
determination to work by pointing out 
that, if I took care of myself, the need 
for surgery could be 10 years or more 
away. I never really discussed this 
appointment with anyone, beyond 
declaring that I was fine and surgery 
would not be required for a long time. 
I was embarked on a course that I felt 
compelled to finish. This included my 
two-year obligation to the nursing 
school. For the eighteen months after 
graduation, I carried a heavy class- 
room teaching load in addition to my 
work in clinical supervision. 

In the fall of 1970, worried about 
my energy level, weight loss, persistent 
cough, and periodic fibrillation, | made 
an appointment with my _ general 
practitioner in the hope that he would 
refer me to a cardiologist. Instead, he 
made an appointment with a heart 
surgeon. 

The heart surgeon inspired great 
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e bot ain of a psc 
ident inherent in a fibrillat- 
Id ali be removed. I was 
to a cardiologist who was 
ne if any calcium had built 
1 the valve. If so, then we would 
fer the surgery to a later date. (I 
nigh have needed anticoagulants the 
rest of my life!) 
When I saw the cardiologist, we 
decided to go ahead with the surgery 
alee after Christmas. I was impressed with 
| the thoroughness of both the surgeon 
2 | _and the cardiologist and felt confident 
_ | was doing the right thing. But I cried 
all the way home. 


Preparing for surgery 

- For the next month, I worked hard 
during the day and walked the floors 
all night. At one point I phoned the 
surgeon to ask for something to relax 
me, but was told by his nurse they did 
not do that sort of thing and that 
perhaps I would like to have the surgery 
earlier. 

By this time, I was convinced that 
this would be my last Christmas with 
the boys, and therefore the date after 
the New Year should stand. 

As the day approached, I system- 
atically organized my affairs. I deter- 
mined the distribution of my jewelry 
and planned my funeral. I even picked 
out a new wife for my husband and 
mother for our boys. Imagine you are 
driving down a busy street, when a car 
moves into your lane. You don’t have 
time to stop. You jam on the brakes, 
but fear grips your heart as you know 
you are going to hit. That type of fear 
engulfs the patient as he or she enters 
hospital. 

I arrived at the hospital at the ap- 
pointed time long before supper, and 
i was admitted to the floor two hours 
| later, well after supper. It was a good 
| hour-and-a-half after that before I saw 
| a nurse. I never did get supper that 
night, which was just as well, as it 
would have stuck in my throat anyway. 


The floor — presurgical 

Soon after admission, it became 
} obvious that there was “intensive care”’ 
and over there was “the floor.” The 
nurses were too busy and overworked 
to have time for the floor. We saw a 


32 THE CANADIAN NURSE 


registered nurse at medication and 


treatment time, and that was it. 

The hostility of the other patients on 
the floor was disturbing; but as a nurse 
I could readily see the problem, and, as 
I was fairly well, I tried to help out 
where | could. | listened to patients 
and their families and offered reassur- 
ance when needed. 

At night, I did not have this diver- 
sion to preoccupy my mind, so I walk- 
ed the floor, stared out the window, 
and cried some more. I finally dropped 
off to sleep in the early hours of the 
morning. I was soon awakened with a 
start as the surgical team streamed in. 
These ward rounds, to my mind, do 
more harm to the patient psychologi- 
cally than any other single event. They 
are humiliating, depersonalizing, and 
have no redeeming quality. I felt like 
a thing when they were over. Not one 


of the team even looked at me, let alone 
acknowledged my existence. I felt just 
like so much meat. 

After two days in hospital, I had 
still not seen my surgeon. I was told he 
was there and would be around. The 
floor grapevine, which is pretty fast, 
whispered that the “boys” were having 
trouble. Things weren’t going very 
well. 

Meanwhile, the postsurgical patients 
walked the halls, showing off their 
scars, and terrifying the prospective 
lineup. I met one man who chain smok- 
ed from early morning to late at night. 
The nurses begged, pleaded and scold- 
ed, and finally took away his cigarettes. 
He had them hidden, however, on 
every floor in the hospital. His favorite 
place was the doctors’ lecture room, 
where he would slip in and smoke to 
his heart’s content. He even caught the 
occasional lecture. His roommate, on 
the other hand, hardly moved from 
his room. He was a model patient. You 
can guess what’s coming. Our smoking 
friend sailed through surgery; the 
model patient died of infection two 
weeks later. 

The day before surgery I was climb- 
ing the walls. I asked to see my former 
director of nursing, whom I knew was 
now working in an executive capacity 
in this hospital. She came and sat down 
to talk to me. I will be grateful forever 
for her kindness and support, not only 
to me, but to my husband and family. 
She was the only nurse who ever sat 


down and expressed the feeling, “you 
are going through a rough time; but I 
am here to help you get through it.” 
This same nurse accompanied me to 
surgery and was in the recovery room 
when the operation was over. 

I mentioned before that, until the 
day before surgery, I had not seen the 
surgeon. So I made a declaration to 
be attached to my chart. It said, in 
effect: “If I should have a cardiac 
arrest following my return to the floor, 
I do not wish to be resuscitated.” I also 
refused to sign my consent until I had 
seen the surgeon. Well, you must be- 
lieve this caused a flurry. Up came the 
surgeon with a retinue half-way round 
the room. He was obviously annoyed 
with me, and I was full of guilt feelings. 
But, a funny thing, | slept that night — 
at least people knew I was around. 


Intensive care — postsurgical 

Intensive care was a safe retreat for 
me after surgery. | was not frightened 
by the experience, perhaps because I 
was so familiar with the surroundings. 
I could tell when the anticoagulant 
was running through because it felt like 
warm water washing over my hand. 
This sensation persisted for weeks after 
the operation and long after the intra- 
venous was discontinued. The thoracic 
tubes were not too painful, unless I was 
asleep when someone decided to milk 
them. 

My main physical problems were a 
stiff neck and a gagging sore throat, 
the latter caused by the Levin tube. 
During “rounds” early one morning, I 
beckoned to one of the junior members 
of the team and asked to have the tube 
out. He agreed and gave the order 
verbally to one of the nurses. As soon 
as the team had gone, | figured this 
tube should come out right there and 
then. I was told, “Hold your horses, 
Ms. Guthrie, we'll take it out in due 
course.” It was two hours later when 
someone finally delivered me from my 
misery. (I stress to my students the 
importance of getting the Levin tube 
out at once.) 


I remember sitting on a bedpan one — 
night and trying at the same time to — 


‘cough up some mucus. No one offered 


to splint my chest or to give a girl a — 
hand. I don’t recall any meaningful — 


dialogue taking place in Be unit. Is it. 
taboo to talk to atient ire 


The nurses talked af their patients, 


~ never to them or with them. 


Moving from intensive care was a 
real production. Not only did the 
patients in intensive care move, but 
the whole floor moved. It seemed to 
me that the nurses should have aligned 
themselves with the movers’ local, as 
many valuable nursing hours were wast- 
ed in this endeavor. 

The transition to the “floor” was 
quite a shock. It seemed I was on my 
own now. The surgery was a success, 
and how fast I recovered was up to me. 
This transistion period has been dis- 
cussed at great length by my fellow 
heart patients, and we all agree it is a 
hard time to go through. 

I believe the surgeons take a look at 
your cardiac output prior to surgery 
and, after enlarging or repairing the 
faulty mechanism, expect your output 
to be much greater — increased cardiac 
output should lead to a healthier per- 
son. But this supposition does not 
recognize that the chest has been 
literally pried apart with retractors and 
that the heart has been assaulted; nor 
does it allow for the shock to the whole 
system. 


Nursing support needed 

In any first-year medical-surgical 
text where heart surgery is discussed, 
mention is made of the postoperative 
depression. Many theories are put forth 
as to causative factors, one of them 
being the state of isolation in intensive 
care. Another theory suggests that 
one’s time on the pump is directly relat- 
ed to the degree of depression. My 
theory is that the lack of nursing sup- 
port in the period after leaving intensive 
care is directly responsible for this 
depression. 

It is common to perspire profusely 
after surgery. One of my friends got up 
every night and changed his own soak- 
ing wet bed. On his third postoperative 
day, he washed his hair. This man had 
his surgery in another hospital, but he 
blames this sanctioned activity for a 
myocardial infarction he suffered 10 
days postoperatively. 

One night, when in great pain, | 
rang to ask for some medication. I 
was told “If you want something for 
pain, you'll have to come and get it.” 


So I got out of bed, clung to the wall, 
and made my way to the nursing sta- 


tion. Let me tell you, in a situation 
like this the patient feels like telling the 
nurse what she can do with those pills. 

A heart unit should not exist if there 
is not enough money to staff it properly. 
There is so much more to nursing than 
running machines and passing out 
pills. An overworked nurse is not 
blessed with the quality of mercy, and 
her strain affects the patient. 

Nine days after surgery, I was trans- 
ferred to a convalescent hospital. I 
balked at the idea of going at first, but 
relented. I certainly was not sorry for 
this decision. To my surprise, I saw 
more registered nurses there than were 
ever on duty in the heart unit. These 
nurses were most supportive. They 
assisted, rather than pushed. They 
allowed you to relax and feel human 
again. They. never appeared hurried. 


Home again 

On discharge from hospital, I asked 
what I could do. The answer was, 
“anything.” To someone like myself, 
this is like waving a red flag because, 
for the next two months, I spent two 
days up doing anything and two days 
down doing nothing. This was most 
discouraging but, after assurances from 
the doctors that all was well, I returned 
to work part time. That lasted two 
weeks, and by the middle of April (I 
had the surgery in January) I was back 
at it full tilt. 

During the summer, I came to the 
conclusion that I had to slow down. 
It was decided that I should switch to 
teaching the first-year program where 
the clinical hours were fewer. I worked 
the next year in this capacity and began 
to feel that this, too, was at times more 
than I could handle. Many a night I 
have made supper, but have not been 
able to eat it. An overwhelming feeling 
of exhaustion comes over me and I 


have to give in to it. I have to go to bed. 


Last June my husband and I made 
the decision to leave Toronto and move 
to Meaford, Ontario, a town on Geor- 
gian Bay near our cottage. | now work 
nine days a month as a public health 
nurse in Owen Sound. I would love to 
go back to teaching and to the hospital 
but, frankly, | do not think I could 
handle it physically. 

I still have trouble sleeping and 
routinely take 5 mg. Vivol to help me 
sleep. I am discouraged because I don’t 


feel great, and my 
decreasing each year. I 
been unable to accept my 
because no one has ever sug 
I have any. 


Conclusion 42 

I would like to make some re 
mendations for nurses regarding 
heart surgical patient. 


e Take a nursing history on adnate ES: 


to the unit. This does not have to neehed 
long or involved, but the patient should — 
be given the opportunity to express his 


or her fears at the very outset of care. 

e As the preoperative period is just 
as important as any other, allot time 
to adequately prepare the patient 
psychologically, as well as physically. 

e Quit treating every patient on an 
assembly line basis. By withdrawing 
your support, you promote, 
than prevent, a cardiac cripple. 
e Stop telling every patient he is going 
to feel great. I think some research is 
needed here, and patient follow-up is 
the only answer. What expectations 
should this patient have postoperative- 
ly? He has a right to know, and none 
of us seems able to tell him. 

e Give an itemized written outline to 
every patient on discharge from hospi- 
tal. This should be individualized as to 
diet, medication, and exercise. The 
patient should be told what to expect. 
For example, sleeplessness is not un- 
common, there will be periods of de- 
pression, and chest pain can be expect- 
ed periodically up to two years. These 
symptoms are due to fatigue, so the 
patient should try to keep well rested. 
e Finally, to all nurses, try to maintain 
a sense of humor. On the end of those 
monitor leads is a person who would 
appreciate it. & 
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“new challenge to health teams 


Since the turn of the century, Canada 
has enjoyed one of the highest stand- 
ards of public health in the world. Safe 
water, pasteurized milk, proper hous- 
ing and sanitary facilities, control of 
communicable diseases, monitoring of 
food handling, and food quality are 
prime examples of our society’s 
protective mechanisms. These are not 
always found in other countries, espe- 
cially in tropical, subtropical, and 
developing nations. 

Rapid intercontinental communica- 
tions, frequent mixing of populations, 
and changes in the composition of our 
communities have extended health 
problems on a world-wide basis beyond 
our frontiers. Because of this, tropical 
and parasitic diseases are an increasing 
part of common medical practice. All 
health workers must increase their 
knowledge of these diseases. 

The type of infection or infestation 
depends on the geographical area in 
which the disease has been contracted, 
as certain diseases depend on special 
climatic conditions, insect vectors, and 
intermediate hosts for their develop- 
ment and transmission. 

Early recognition and treatment of 
tropical and parasitic diseases are 
obviously of great importance to the 
individual and the community. Some 
of these entities include: 1. infectious 
diseases, such as amebiasis, salmonel- 
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Rapid intercontinental travel and other factors have extended certain health 
problems, such as tropical and parasitic diseases. Health workers in Canada 
must increase their knowledge of these diseases. 


Michael M. Lenczner, M.D., F.R.C.P. (C) 


losis, shigellosis, and giardiasis; 2. 
contagious diseases, such as trichuria- 
sis, enterobiasis, ascariasis, and skin 
infections; and 3. crippling diseases, if 
untreated, such as filariasis, loiasis, 
ankylostomiasis, strongyloidiasis, and 
trypanosomiasis. 

As the symptoms of parasitic infec- 
tion are often not specific, the prere- 
quisite for the diagnosis is everlasting 
suspicion. The lack of striking specific 
symptoms leads to much unsatisfactory 
and prolonged treatment and frequently 
breeds psychoneurotic states. 

A knowledge of geographical dis- 
tribution of diseases — especially those 
that require an intermediate host and 
carrier —an accurate history, and 
knowledge of the travels of the patient 
are basis requirements when making a 
diagnosis. Direct demonstration of 
parasites in blood, tissues, stools, or 
urine is still the preferred diagnostic 
method, 

Recent advances in parasitic im- 
munology offer mew standardized 
antigens and serological methods for 


Dr. Lenczner is Professor, Department of 
Medicine, University of Toronto, and 
Associate Professor of Clinical Epidemi- 
ology, School of Hygiene, University of 
Toronto. He is Head, University Clinic 
for Tropical and Parasitic Diseases, 
Toronto General Hospital, Toronto. 


diagnostic purposes. Immunofluores- 
cence, electron microscopy, new culture 
media, and laboratory animal ino- 
culates are a new array of diagnostic 
tools that are valid and reliable only in 
the hands of well-versed scientific 
workers. 

Tissue responses of a nonspecific 
nature include: fever, lassitude, sple- 
nomegaly, hepatomegaly, cardiomegaly, 
lymphadenopathy, disturbances of 
gastrointestinal motility, eosinophilia, 
hematuria, chyluria, fleeting exanthe- 
mata, erythema, macular or papular or 
pustular eruptions, nodules, and urtica- 
rial rashes. They arouse suspicion and 
become meaningful when history, 
physical examination, and well-planned 
laboratory tests are used in corrobora- 
tion. 


Patient history #1 

A 24-year-old Indian postgraduate 
student in electrical engineering felt 
“run down” for ‘six weeks prior to 
admission. He had never received TAB. 
His past health included numerous 
episodes of malaria. i 

Two weeks before admission to | 
hospital, he had flown to Toronto from — 
northern India. His malaise persisted, 
and he visited a physician complaining | 
of fever, headache, sore throat, an-— 
orexia, malaise, constipation, and 
nonproductive cough. He was started 


ampicillin 24 hours prior to admission, 
but failed to improve and was transfer- 
red to hospital. 

Physical examination on admission 
revealed an acutely ill, toxic patient 
with a temperature of 103°F. His 
tympanic membranes and his throat 
were markedly injected. There was no 
skin rash or splenomegaly. A relative 
bradycardia was noted at 96/minute. 
A blood film done on admission reveal- 
ed malarial parasites, and he was start- 
ed on a course of chloroquine. 

Sixteen blood cultures and one bone 
marrow culture were positive for S. 
typhi. Widal agglutination was negative 
on the second and seventeenth hospital 
days. On the third hospital day he was 
started on ampicillin. His hemoglobin 
was 12.5 Gm/100 ml. and by the 
seventh hospital day fell to 8.8 Gm./ 
100 ml. with the sudden onset of copi- 
ous bright red blood and clots per 
rectum. Massive blood replacement 
was instituted, and chloramphenicol 
was substituted for ampicillin. 

Over the next 72 hours, 26 units 
of blood and 2 units of plasma were 
given. Measured fecal blood loss 
exceeded 9,000 cc. Calcium gluconate 
was given periodically intravenously. 
The platelet count was reduced during 
the period of maximal blood loss, and 
several units of fresh whole blood were 
transfused. 

On the eleventh hospital day, the 
patient’s bleeding gradually stopped 
and did not recur. His temperature, 
which had continued to be elevated to 
105° in a spiking pattern during four 
days of ampicillin therapy, fell to 
normal after three days of chloram- 
phenicol. It was never elevated subse- 
quently. 

The patient was discharged on the 
twenty-fifth hospital day. Subsequent 
follow-up revealed negative stool cul- 
tures on all examinations and no further 
rectal bleeding. 


Patient history +2 

Ms. M.B., age 23, and Mr. I.W., 
age 25, served in India for two years as 
teachers under the sponsorship of 
CuSO. On their return trip to Canada, 
they visited friends in Kenya and Ghana 
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for three weeks. During this time, they 
omitted their antimalarial suppressives. 

Two days before leaving Kenya, 
both became febrile and arrived in 
Athens with high fever, chills, and 
general malaise. A doctor, summoned 
to the airport, suspected a viral infec- 
tion. Because of the short flight to 
Canada, they were permitted to proceed 
with their journey. 

On arrival in Toronto, the airport 
medical officer rushed the patients to 
the Toronto General Hospital. They 
arrived in a semicomatose condition, 
with fever ranging between 103° to 
104° F. Blood films revealed the pres- 
ence of Plasmodium falciparum, and 
the patients were admitted for treat- 
ment. 

After a stormy 48-hour period, they 
improved gradually and had a com- 
plete recovery. Since discharge from 
hospital, they have had no recurrence 
of malaria. 


Patient history +3 

M.P., a Nigerian immigrant, was 
referred to the clinic for tropical and 
parasitic diseases for a routine exam- 
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ination. No abnormal physical findings 
were uncovered. Laboratory investiga- 
tions revealed multiple parasitic infec- 
tions. 

The patient’s WBC count was 9,200, 
with 44 percent eosinophils. Numerous 
microfilaria of Loa loa (a thread-like 
worm) were identified in a mid-day 
peripheral blood film. Ova of Anky- 
lostoma duodenale and_ Trichuris 
trichiura, as well as cysts of the proto- 
zoan Entamoeba histolytica, were found 
on stool concentrations. Methods used 
to detect the ova and cysts were wet 
mounts and Telemann, M.I.F. (mer- 
thiolate-iodine-formaldehyde) and 
ether-formaline concentrations. 

A modified Lawless stain confirmed 
the identification of cysts of Entamoe- 
ba histolytica. Amebic cultures on 
bivalent media were not helpful. Posi- 
tive serological tests for amebiasis 
indicated tissue invasion. 

Treatment for loiasis, ankylosto- 
miasis, amebiasis and trichuriasis was 
instituted. The use of several therapeutic 
agents required careful assessment 
regarding their proper sequence, 
metabolism, toxicity, and side effects. 


Summary 

Tropical and parasitic diseases pre- 
sent added challenges to health teams 
in the health units of airports, public 
health units, university and school 
health centers, employee clinics, hos- 
pital clinics, orphanages, and homes for 
the retarded and the aged. 

Infectious entities are notifiable 
diseases. Infection occurs by soiled 
hands with feces, pus, soiled linen, 
excreta, infected water, or food. Isola- 
tion of the patient, his linen, excreta, 
and utensils is carried out. The use of 
disposable gloves and proper disinfec- 
tion must be enforced. Contacts of 
patients are often difficult to establish. 

Rapid intercontinental travel and the 
increase of people traveling to and from 
tropical, subtropical, and developing 
countries have transformed the pattern 
of medical aspects in our communities. 
Tropical and parasitic diseases are an 
additional hazard. To maintain effi- 
ciently our high standard of public 
health and medical care, all members of 
health teams must acquaint themselves 
with problems of global medicine. 
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Travel to tropical and_ subtropical 
countries can be most enjoyable; how- 
ever, some attention must be paid to 
basic measures of health. Although 
most of the well-known debilitating 
and serious diseases have been control- 
led, common sense precautions, simple 
in practice, must be taken without undue 
concern and fuss. 

In preparing for the trip, consult 
your physician as to fitness for activities 
under tropical conditions. A dental 
review is also recommended. Take 
along an extra pair of glasses and sun- 
glasses. 

Certain immunizations are required 
by health regulations and certain 
others are advised, even if not oblig- 
atory. As this counsel is usually given 
by highly trained personnel who are in 
contact with health authorities of dif- 
ferent countries and the World Health 
Organization, it is wise to follow their 
recommendations. 


Preventive measures 

Prevention is valuable in the tropics, 
as public health measures and sanita- 
tion cannot be taken for granted. Ac- 
quaint yourself with the climate. This 
knowledge will permit you to equip 
yourself with the appropriate clothing 
so you will be comfortable. 

Water is often contaminated and 
therefore a source of intestinal disease. 
Many establishments provide safely 
processed water, which may yet be 
contaminated by dirty hands or un- 
clean containers. Uncarbonated soft 
drinks are not safe. If in doubt, use 
bottled certified water, or water boiled 
and cooled in the same container. 
Chlorination with Halazone or Global- 
ine tablets, used according to instruc- 
tions, makes water safe. 


Precautions for Travelers 


Milk is rarely pasteurized, and there- 
fore must be boiled. 

Water for bathing should come from 
a treated source. Salt water bathing is 
safe, if the beaches are not contaminat- 
ed by fresh-water streams or sewage 
outlets. In some regions, fresh water 
streams, marshes, and rice paddies are 
sources of serious illness. Swimming in 
artificial pools should be followed by 
shower and proper drying of skin to 
avoid fungal infections. 

Food is easily contaminated by water, 
unclean hands, containers, and un- 
healthy food handlers. The contamina- 
tion is the source of simple diarrheas, 
food poisoning, and more serious 
conditions. Remember, food inspec- 
tion, refrigeration, and health rules are 
not to be taken for granted in tropical 
and underdeveloped countries. 

The following rules should be ob- 
served: Eat no raw fruit or vegetable 
unless it has an unbroken skin, has been 
well washed with safe water, and peeled 
by you. Boil or bake all other fruit or 
vegetables. 

Don’t be tempted by fancy dishes 
or uncooked pork or meat with palat- 
able seasoning or sauces, when you 
are in apparently luxurious surround- 
ings that are of unknown hygiene. It 
is preferable to have hard-boiled eggs 
in the shell, dry biscuits from a tin, and 
tea, than a tasty, unknown dish of 
doubtful hygiene. Avoid raw bacon 
and ham and meat that has been insuf- 
ficiently cooked. 


Insects 

Mosquitoes, sandflies, fleas, ticks, 
mites, lice, gnats, and killer bugs are 
not only a great nuisance, but are also 
carriers of serious diseases. They 
abound around primitive dwellings 


with unhealthy surroundings, stagnat- 


ing waters, and lack of sewage disposal. _ | 


Spray rooms with DDT or other insect 
aerosols and bear the smell of the 
chemical, rather than open windows, 
especially when you have the lights on. 

Mosquito nets and repellants are 
important after sunset. Preventive 
antimalarial medication, such as 
chloroquine, or any other medication, 
should be taken only on advice of a 
physician. 

Beware of stray dogs, cats, and pets, 
such as friendly, tame monkeys. Rabies 
and lockjaw (tetanus) are still quite 
frequent in some tropical and subtropic- 
al zones. ° 

When arranging jungle excursions 
or hunting trips, even those that are 
well’ guéded, make sure about the pro- 
per clothing, high-strapped boots, 
repellants, and mosquito nets. 

Poisonous snakes don’t usually at- 
tack unless stepped on or threatened. 
High boots are a good protection. A 
snake-bite kit containing antivenom 
has saved many a life. 

Never bathe in unknown waters! 
Sharks, barracuda, jelly fish and, at 
times, poisonous snakes are a real 
danger. The natives are aware of these 
dangers, and an inquiry may help you 
avoid them. 

In general, moderation in eating and 
drinking, proper rest, and common- 
sense rules are applicable in the tropics 
as well as at home. Seek advice and 
proper medical care, if required. we 
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Hold a fair, stock a cart: for inservice education 


Ann Frances Allen 


The monthly “fair” 

In a busy teaching hospital, finding 
ways to demonstrate new nursing tech- 
niques and equipment to all staff is a 
constant challenge. One method we 
have found stimulating and successful 
is a monthly “Fair” presented by the 
staff of specialty units, such as cardio- 
vascular surgery, urology, neurology, 
orthopedics, ambulatory services, and 
the neonatal unit. 

The fairs are one-day displays — 
posters, mannequins, slides, films — 
with opportunities for questions and 
answers, and open discussion. They 
are held in an area away from the ward, 
and medical and paramedical personnel 
are invited to drop in between 9:00 
A.M. and 4:00 P.M. 

The information presented at a 
“Growth and Development” fair, with 


The author is assistant director of nurs- 
ing education at The Montreal Children’s 
Hospital, Montreal, Quebec. 
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pictures of the displays, has now been 
put into manual form. It is available to 
the wards as well as to individuals who 
may wish to purchase one. 

The “Fair” has proven to be an 
excellent learning experience for 
coordinators and visitors alike. 


Teaching cart 

Keeping abreast of the times pro- 
fessionally is often difficult for the busy 
nurse, whose time and energy is spent 
answering the needs of her patients. To 
facilitate reading on the ward during 
precious “spare moments,’ the inservice 
education nursing personnel created 
a “Teaching Cart.” 

The cart, a podium-type box on 
wheels, contains a tape recorder and 
tapes, 20 to 30 professional articles, 
and a book for staff comments. The 
articles are enclosed separately in 
clearly labeled, numbered folders. A 
numbered index of articles and a list of 
the subjects on tape are firmly attach- 


ed to the top shelf of the cart. A monthly 
circulation schedule allows each ward 
to have the cart for three or four days 
at a time. 

The articles are copied from nurs- 
ing and medical journals, and the tapes 
are recorded when special speakers 
discuss pertinent subjects. 

Members of the inservice staff select 
the topics, based on the needs and in- 
terests of the ward nurses and on sug- 
gestions or requests from the nursing 
staff. One member of the inservice 
staff is responsible for the cart — set- 
ting up new material, reviewing, 
arranging monthly schedules, finding 
misplaced articles, and keeping the — 
cart in order. | 

Recently, an evaluation survey in- 
dicated the staff wished the cart to 
remain longer on their wards. Con-— 
sequently, another cart will be set up — 
to allow it to stay at least a week in — 
each ward. ; 
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Drink up a tune — 


Recently, while our hospital had a pa- 
tient whose injury denied him the use 
of both his hands, one of our practical 
nurses devised a “gimmick” to allow 
him to drink on his own: 

“Take a set of IV tubing (we use 
Abbott) and cut off the drip chamber. 
The latter can be taped to the end to 
serve as a werght. Then strap the tubing 
to a succession of taped tongue depres- 
sors, long enough to reach from the 
water or juice jug to the patient’s 
mouth. The extension of tongue depres- 
sors is taped to the raised side rail of 
the bed at an angle of 25 degrees to 
prevent backflow.” 

The patient drinks from the end that 
is usually hooked to the needle, the 
other end being weighted and sub- 
merged in a jug of fluid. If more than 
one jug is set up, the patient may 
“drink up a tune.” — The author, Gil- 
lian Holland, is nursing supervisor at 
the Penticton Regional Hospital in 
Penticton, British Columbia. 


Preadmission patient teaching clinic 


The Montreal General Hospital began 
its biweekly preadmission patient teach- 
ing clinic in November 1972, to pro- 
vide information to groups of elective 
patients about to have similar abdomin- 
al surgery. 

The stimulus for group teaching 
resulted from a change in administrative 
policy. Pretesting of patients commenc- 
ed a year ago to shorten the preoperative 
period and thereby mobilize more bed 
space. 

Patients come to the hospital for 
routine tests two weeks before surgery. 
Test results are sent to the unit on 
the patient’s admission day, which is 
the afternoon before surgery. 

The patient is thus placed in a 
“future shock” situation where, in an 
unfamiliar environment, many things 
happen to him in a brief period. The 
nursing staff also has less time to pre- 
pare the patient for the crisis of surgery. 
The result is that patients are fearful 
postoperatively and therefore reluctant 
to carry out those activities beneficial 
to their recovery. 

To rectify this situation and thereby 
ensure adequate preparation for sur- 
gery, our teaching clinic emerged. Its 
specific aims are to initiate personal 
contact with the patient, to acquaint 
the patient with the purpose and nature 
of activities carried out pre- and post- 
operatively in any type of surgery, to 
provide an opportunity for questioning, 
to offer the advantages of group learn- 
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ing, to meet individually with those 
patients who demonstrate further need, 
and to allow nurses on the surgical 
units more opportunity to focus on 
the individual patient. 

In cooperation with the admitting 
department, the clinic nurse contacts 
the patients by telephone and invites 
them to attend the class on the pretest- 
ing day. Screening occurs at this time. 
For example, an overly anxious per- 
son, who may not be suitable for the 
group, may need to be seen individual- 
ly by the nurse. 

Anyone with a special concern can 
see the nurse alone, after the group 
session, while waiting for a blood test 
or x-ray. Each patient is aware that 
any information he gives to the nurse 
is made available to the staff through 
the nursing care plan that is begun for 
each individual. This plan is examin- 
ed during the meeting so that patients 
are familiar with the type of questions 
to be asked during the nursing inter- 
view on admission to the unit. 

Since the clinic has come into exist- 
ence, the staff can focus on the individu- 
al needs of a patient, and time normally 
spent introducing material to him can 
now be spent assessing his comprehen- 
sion and his concerns, some of which 
may already be indicated on the care 
plan. 

The written instructions given to the 
patient in the clinic are reinforced b 
the staff. Postoperatively, the staff 


encourage and assist the patient to 
carry out the necessary activities; a 
patient in pain may be reluctant to be 
active, even if he knows this is necessary 
to his recovery. 

To determine whether patients bene- 
fit from the contact, a follow-up is 
made of selected patients. The data 
gathered at this time show that patients 
remember the activities taught them 
and, in most cases, initiate them after 
surgery. 

Patients have responded positively 
to our clinic, indicated by their attend- 
ance and their written comments on 
the questionnaires completed after dis- 
charge from hospital. The general reac- 
tion is lowered anxiety and a sense of 
control over the environment. “I know 
what to expect, which eases my mind,” 
is the usual comment. A factor that 
may lower anxiety is timing, as patients 
have two weeks to get used to what will 
happen in hospital. 

The positive value of the clinic to 
the patient, and his consequent behav- 
ior after surgery, have led us to extend 
our program to other groups of surgical 
patients. — Carol McCone_ is coor- 
dinator, preoperative teaching clinic at 
The Montreal General Hospital, Mont- 
real, Quebec. e 
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At a conference in Toronto last June, the newly emerging role of the 
master’s-prepared clinical nurse specialist was examined. The conference, 
sponsored by the University of Toronto faculties of nursing and medicine 
and the school of hygiene, made one thing clear: the role of this nurse 
specialist is not clearly defined or understood. 


Carol Dworkin 


Nurses, physicians, hospital adminis- 
trators, and educators have different 
ideas about the clinical nurse specialist. 
They do not all agree on the combina- 
tion of formal education and clinical 
experience she requires, the extent of 
her role, or the advantages she offers 
patients and staff. Even the term itself 
bothers some. 

On the first morning of a Toronto 
conference on the clinical nurse spe- 
cialist, clinical nurses who have had 
experience in various Specialty areas 
interpreted the role of the master’s- 
prepared clinical nurse specialist as 
they see it. This formed a good basis 
for discussion. The conference report 
that follows highlights the work clinical 
nurse specialists are doing in the United 
States and Canada. 


Ms. Dworkin, a graduate of Carleton Uni- 
versity School of Journalism, Ottawa, is 
editorial assistant, The Canadian Nurse. 


MM hee CLINICAL NURSE specialist is 
doing no more nor less than nurse 
practitioners should have been doing 
since Florence Nightingale. Every be- 
ginning nurse practitioner should be a 
budding clinical nurse specialist.” — 
Laura L. Simms, R.N., B.A., Ed.D. 


Dr. Simms spoke from her experience 
as clinical department head, surgical 
nursing, at The New York-Cornell 
University Hospital. She is also an asso- 
ciate professor in the Cornell University 
School of Nursing and a consultant 
to the Surgeon General of the United 
States. 1 : 

The term “clinical nurse specialist,” 
she noted, was first used in the United — 
States in 1938, although programs were — 
not begun until a decade later. She said — 
this term refers to a nurse with advanced 
competence who is primarily respon 
sible for nursing practice. . 

According to Dr. Simms, 
nurse specialist at the 
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pital is completely removed from the 
nursing hierarchy; moves freely in the 


_ hospital organization, reporting to the 


nursing office; is free to be a represent- 
ative of the patient’s interests; is re- 
sponsible for a group of patients on a 
24-hour basis; and decides the nursing 
activities that can be done by others. 
She bases her decisions on her diagnosis 
of the patient. 

In reality, the clinical nurse specialist 
is too often ignored or rejected because 
her “expert clinical experience is not 
readily perceived,” Dr. Simms said. For 
this reason, she must have active admin- 
istrative support from the nursing of- 
fice. Although her primary responsibili- 
ty is to specific patients, supervision, 
teaching, coordination, and research 
are inherent in her role. 

Dr. Simms explained that clinical 
nurse specialists were first used at the 
1,000-bed New York Hospital in 1963 
to provide comprehensive patient-cen- 
tered nursing care for open-heart surgi- 
cal patients. The plan called for nurses 
engaged in independent practice. This 
new position, she said, meant a com- 
plete break. “To superimpose the 
nurse specialist role on the general staff 
nurse role would defeat the purpose.” 

There are now 26 clinical nurse 
specialists at the New York Hospital. 
In the surgical nursing department, 
a clinical specialist works in the chil- 
dren’s urology unit with the young pa- 
tients and their families, who are learn- 
ing to cope with an ‘ostomy. This spe- 
cialist’s practice was so demanding 
that a second member had to be added 
to her staff, Dr. Simms remarked. 

The clinical specialist’s work in the 
children’s urology unit includes taking 
care of patients referred by physicians, 
who often look to the clinical specialist 
to find the best location for the stoma; 
prescribing medication and appliances; 
and conducting classes for parents and 
telephoning them after their child is 
discharged. 

There is also a clinical specialist in 
the clinical nursing department who, 
has a background in surgical nursing 
and care of children, another who works 
with mastectomy patients, and a clinical 
Specialist in mental health who works 
throughout the hospital. 

Dr. Simms spoke of the most recent 


project, scheduled to begin last July, 
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in which nurses on a unit are completely 
responsible for handling patients’ phy- 
sical and emotional responses to sur- 
gery. A physician will always be on call, 
she added. 

“What we have done could not have 
been accomplished without the coopera- 
tion of surgeons,” she said. She also 
noted that the use of clinical nurse spe- 
cialists has not meant additional staff 
members. The traditional supervisors 
have been allowed to “gradually fade 
away.” Dr. Simms was critical of super- 
visors who make rounds but do not do 
anything with the information they 
collect. 

“This is not an extension of the phy- 
sician,” Dr. Simms said in referring to 
the role of the clinical nurse specialist. 
She explained it means nurses are ad- 
ding a new dimension; for example, 
nurses will decide whether a patient 
needs an IV. “If we do not add this 
new dimension, we might as well forget 
we exist,” she said. 


y ITH THE INCREASING complex- 
ity of health problems... and 
the seemingly greater number of multi- 
problem families in the public health 
nurse’s caseloads, the master’s-prepared 
clinical practitioner with a specialty in 
public health nursing has a definite role 
in today’s health care system.”— Car- 
oline Snyder, R.N., B.Sc. N., M.P.H. 


As a public health nurse clinician 
recently employed by the Visiting Nurse 
Association (VNA) of Cleveland, Ohio, 
Caroline Snyder was the leader of a 
team that consisted of baccalaureate 
and diploma nurses and licensed prac- 
tical nurses. She called this “an excel- 
lent opportunity to serve as a role 
model.” 

As well as providing comprehensive 
nursing care to patients and their fami- 
lies, Ms. Snyder found she served as a 
consultant on an informal basis. When 
other nurses required assistance with 
particular problems they had in hand- 
ling their cases, she often helped them 
understand the dynamics of their fami- 
lies’ problems, work out possible ap- 
proaches to solving the problems, and 
formulate goals and nursing care plans. 
On some occasions, Ms. Snyder made 
joint home visits with team members 
to demonstrate certain nursing pro- 
cedures. She explained that the two 


most common ways in which she served 


as a role model were by having the staff 
nurses read her narrative reports of — 


home visits and by discussing family 


cases with them. ““These efforts seemed 


to increase team members’ awareness of 
the dynamics of family interaction and 
their relationship to the total situation,” 
she said. 

She quickly realized certain nurses 


developed specialized skills because — 


of their experiences and interests, and 
used these nurses as resource persons 
when specific problems arose. She made 
use of conferences with the district 
director, under whom she worked, 
to explore the theoretical bases for 
nursing actions and to set priorities in 
her caseloads. (Half of her caseload 
of more than 40 patients required com- 
prehensive care.) 

Ms. Snyder said she made frequent 
contacts with professionals of various 
disciplines to coordinate efforts to assist 
particular families. She also arranged 
interdisciplinary conferences to make 
certain all those actively involved in a 
family’s care had common goals and 
plans for action. 

The nurse clinicians, she added, 
presented comprehensive cases month- 
ly at a meeting led by a psychiatrist and 
attended by the entire administrative 
staff; theory was reviewed in depth and 
nursing care plans were developed. 

As a public health nurse clinician, 
she became involved with the communi- 
ty in which she worked. One example 
of this was a “nurse clinic” she had 
established in a high-rise apartment 
for the elderly. She met with the resi- 
dents weekly for consultation and re- 
ferral. After she obtained histories, 
residents were referred back to their 
private doctors, admitted to the VNA 
for nursing service, referred to the local 
hospital’s outpatient department for 
follow-up care, or referred to other 
community health and welfare agencies. 
She also helped arrange health educa- 
tional programs for the elderly. 

The patient load at the local hospi- 
tal’s outpatient department increased 
nearly 100 percent as a result of her 
referrals, she pointed out. 

As part of her community involve- 
ment, Ms. Snyder worked at the com- 
munity center in her geographic area. 
Once a week she took walk-in referrals, 
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ef disfs took fefebrals made 
hone to the VNA office. She 
er the referral was appro- 
that agency or whether an- 
tvice was needed. 

attended staff meetings at the 
, ity center to interpret her 
>y’s services to other professionals 
d inquire whether they could assist 
e€ VNA with certain social problems. 
. ugh her contact with this center, 
ihe became involved with a community 
“project to open a community health 
center. And this led to working to at- 
_ tack the drug problem. 

While she was with the VNA, she 

held a clinical instructor position with 
Case Western Reserve University. Un- 
dergraduate and graduate public health 
it nursing students accompanied her on 
i, home visits to learn about the agency 
and the clinician’s role. 
Because clinicians do not want to 
get “stale,” Ms. Snyder said they con- 
tinually need intellectual stimulation at 
their level of functioning. She pointed to 
the need for inservice education pro- 
grams for them or attendance at work- 
shops or university classes. 

Ms. Snyder found her two years 
with the VNA challenging, and said her 
role was accepted by the agency and 
community. “Above all else, patients, 
their families, and the community at 
large benefit from the services of a 
public health nurse clinician,” she said. 


URSING IS HELPING people to 
live, not just to stay alive. If you 
can’t live the way you want to, why 


bother? You must enjoy it.” — Joanne 
Lagerson, R.N., M.A., A.R.L.T. 
With the help of slides, Joanne 


Lagerson discussed the work she does 
as clinical specialist in respiratory 
care at St. Vincent’s Hospital and 
Medical Center of New York. 

She set the tone for her presentation 
by telling the audience the word “bed” 
comes from the Welsh “‘bedd,” meaning 
“grave.” She then showed slides of pa- 
tients in bed, and questioned whether 
some patients were in bed for staff 
convenience. 

As a clinical specialist, she is a con- 
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sultant to nurses on all units, including 
pediatrics. Flexibility of time is most 
important to her. She said she tries not 
to do anything she can get another nurse 
to do. 

“One of our most important obliga- 
tions is to teach,” Ms. Lagerson said. 
Criticizing the small amount of time 
spent on prevention, she asked: “What 
happens to the patient when he leaves 
the intensive care unit? Who sees him 
again?” She added that most postopera- 
tive complications can be prevented. 
“Too many patients go to surgery with- 
out preoperative instruction. That is 
manslaughter.” 

Her work with staff includes giving 
lectures on respiratory care in July and 
August. She emphasized that she gives 
these lectures to nurses and physicians 
together. Noting the separation between 
these two groups, she remarked, “In 
our hospital, we have a separate cafe- 
teria for physicians!” 


i, Aaa IS NO ONE, clearly defined 
role for the clinical nurse special- 
ist.” — Olga Darcovich, B.Sc.N., M.A. 


Describing her work as a clinical 
nurse specialist in psychiatric nursing 
at McMaster University Medical Center 
in Hamilton, Ontario, Olga Darcovich 
said it was difficult for her to interpret 
her role because of the problem of 
making herself visible. She does not 
usually wear a uniform, and spends 
much of her time with staff. 

Working in the psychosocial pro- 
gram in the hospital, she is responsible 
for ensuring that behavioral concepts 
are integrated into everyday care. Her 
focus is on nurse members on the clini- 
cal team. 

In her role as a clinical nurse spe- 
cialist, she gives direct patient care 
and develops psychosocial skills through 
education. She provides consultation, 
acts as a role model, does informal 
teaching, and provides formal staff 
development and inservice orientation. 

Teaching is the major function for 
a person in her role, she said. The edu- 
cational component sometimes involves 
the identification and intervention of 
organizational problems. She gave as 


an example poor communication among 
team members. If nurses do not have 
the information they need, they some- 


times require extra support, she ex- 


plained. 

Following the June conference, Ms. 
Darcovich gave her observations of the 
meeting: 


“The discussions reinforced my 


previous observation that there was 
no one clearly defined role for the | 
clinical nurse specialist. Rather, there — 


seem to be at least two streams of de- 


velopment — one primarily involving © 


direct patient care with a select patient 
population, and the other primarily 
involving staff education. 

“The other issue arising out of the 
seminar is whether the label ‘clinical 
nurse specialist’ identifies a role or 
whether it identifies a master’ s-prepared 
nurse. 

“Several seminar participants noted 
the need to evaluate the contribution 
of clinical specialists to health care. I 
endorse this recommendation and 
would like to learn of evaluative studies, 
either completed or in progress, in 
Canada. We don’t have a study under- 
way at McMaster at present,” she 
said. Y 


September 28-30, 1973 

Canadian Society of Extra-corporeal 
Circulation Technicians, sixth annual 
meeting, Holiday Inn, Ste Foy, Quebec. 
Exams for certification (members only) 
will be held September 27. All dialysis 
and heart-lung perfusionists welcome. 
For further information, write to: Can- 
SECT, Box 7317, Ottawa, Ont. K1L 8E4. 


October 1-3, 1973 

Association of Canadian Medical Col- 
leges, Association of Canadian Teach- 
ing Hospitals, Canadian Association 
of University Schools of Nursing, an- 
nual meeting, McMaster University 
Health Sciences Centre, Hamilton, 
Ontario. Theme: “Coordination and 
Integration of Health Sciences Educa- 
tion, Health Services and Health Re- 
search.” Fee: $25. For further informa- 
tion, write to: ACMC/AFMC, 151 Slater 
St., Ottawa, Ont. K1P 5H3. 


October 1-3, 1973 

Nurses’ Association of the American 
College of Obstetrics and Gynecology 
(NAACOG), District | Convention, Cha- 
teau Halifax, Scotia Square, Halifax, 
N.S. Theme: ‘Portrait of the Female — 
Patient or Person.” 


October 1-3, 1973 

Association of Registered Nurses of 
Newfoundland, annual meeting, St. 
John’s, Newfoundland. 


October 11-12, 1973 

Conference on ‘‘The Future Role of the 
State Hospital,’’ sponsored by the Divi- 
sion of Community Psychiatry, State 
University of New York at Buffalo. 
Psychiatrists, psychologists, social 
workers and therapists are invited to 
attend. Fee: $50. Address inquiries to: 
Berna Koren, Div. of Community Psy- 
chiatry, 462 Grider St., Buffalo, N.Y. 
14215, U.S.A. 


October 13, 1973 

Health team conference on “The Art 
of Understanding: Care and Caring 
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for the Patient with Cancer’ sponsored 
by the University of Ottawa School 
of Nursing and the Canadian Cancer 
Society, Marion Hall Auditorium, U. of 
Ottawa. Registration fee: $5.00. For 
further information, write to: Marie A. 
Loyer, School of Nursing, U. of Ottawa, 
770 King Edward Avenue, Ottawa, 
Ontario. t 


October 16, 1973 

Workshop on tuberculosis and respira- 
tory disease, sponsored by the New 
Brunswick Tuberculosis and Respira- 
tory Disease Association, Nurses’ Resi- 
dence, Hotel Dieu Hospital, Tracadie, 
N.B. No registration fee. Program to be 
conducted in French. For further in- 
formation, write to: A.H. Gardner, Ex- 
ecutive Director, N.B. Tuberculosis 
and Respiratory Disease Association, 
Box 1345, Fredericton, N.B. 


October 19, 1973 

One-day workshop on ‘Power: The 
Powerful and Powerless in Health Care 
Systems,” presented by the McGill 
University Psychiatric Nursing Confer- 
ence, Sheraton Mount Royal Hotel, 
Montreal, Quebec. Fee: $10.00. Nurses, 
medical and paramedical staff are 
invited to attend. For further informa- 
tion, write to: Ms. Evelyn Malowany, 
4590 Prince of Wales, NDG, Montreal, 
Quebec. 


October 22, 1973 

Symposium on “New Horizons in the 
Care of Patients with Cardiorespiratory 
Disease” for nurses and allied health 
professionals, Four Seasons Hotel, 
Toronto. Fee: $35. A number of work- 
shops are planned to identify patient 
therapy needs. For more information, 
write to: American College of Chest 
Physicians, P.O. Box 93826, Chicago, 
Illinois 60690, U.S.A. 


October 24-25, 1973 

International symposium on gonorrhea 
sponsored by the Health Protection 
Branch, Health and Welfare Canada, 


Ottawa. Registration fee: $40.00 Simul- 
taneous translation available. For 
further information, write to: Ms. Jean 
R. Renaud, Head, Technical Secreta- 
riat, Health Protection Branch, Tunney’s 
Pasture, Ottawa, Ontario K1A OL2. 


October 24-26, 1973 

Alberta Hospital Association, annual 
convention, Jubilee Auditorium, Cal- 
gary, Alberta. 


October 29-31, 1973 

Ontario Hospital Association, annual 
meeting, Four Seasons Sheraton Hotel, 
Toronto, Ontario. 


November 5-7, 1973 

Association of Nurses of the Province 
of Quebec, annual meeting, Montreal, 
Quebec. 


November 6-9, 1974 

The Nurses’ Association of The Ameri- 
can College of Obstetricians and Gyn- 
ecologists, Ontario District V, confer- 
ence, Royal York Hotel, Toronto, Ont. 


November 13-14, 1973 

Maritime Operating Room Nurses Con- 
vention, Hotel Nova Scotian, Halifax, 
Nova Scotia. Direct enquiries to: Ms. 
Mary S. Shinney, Apt. 3, 5240 Kent St., 
Halifax, N.S. 


November 28-30, 1973 

Manitoba Health Organization and 
incorporated sixth annual Manitoba 
health conference, Centennial Concert 
Hall, Winnipeg, Manitoba. 


June 16-21, 1974 
Canadian Nurses’ As- 
sociation annual 
meeting and conven- 
tion, to be held in the 
Manitoba Centennial 
Centre Concert Hall, 
Winnipeg, Manitoba. 
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Five Saskatchewan Nurses Honored 


Honorary membership in the Saskatchewan Registered Nurses’ Association 
was conferred on five retired nurses at the association’s annual meeting held in 
Yorkton in June. Proudly displaying their certificates are, left to right, Esther 
Paul of Preeceville, Alice Schwartz of Regina, Ellen Auckland of Melville, 
Ann Heffel of Regina, and Laura Clarke of Rosetown. On the extreme right 


is Jean Pipher of Saskatoon, president of the SRNA. 


Rachel Lamothe has 
left the Canadian 
Nurses’ Association, 
where she has been 
a research consul- 
tant, to teach nurs- 
ing subjects at the 
CEGEP in Three Ri- 
vers, Quebec. 

a This is to prepare 
herself for her appointment as director 
of the nursing option at the bilingual 
CEGEP in St. Lambert, Quebec, a post 
she assumes in January, 1974. 


Anne Hanna (B.J., Carleton University, 
Ottawa) has recently joined the staff of 
the Canadian Nurses’ Association as 
writer-editor. 

Her major writing, research, and 
editing experience has been in the areas 
of poverty and criminology. Prior to her 


44 THE CANADIAN NURSE 


recent association with the Centre of 
Criminology at the University of Ot- 
tawa as research editor, Ms. Hanna was 
assistant editor for the Report of the 
Special Senate Committee on Poverty, 
under Senator David Croll. She wrote 
A History of The Canadian Centenary 
Council. 

Ms. Hanna has three school-aged 
children, and lists her outside interests 
as skiing, swimming, and attending 
theater productions. 


During the June annual meeting of the 
Saskatchewan Registered Nurses’ Asso- 
ciation in Yorkton, the following new 
members were elected to council: pres- 
ident-elect: Jane MacKay, nursing con- 
sultant, provincial department of health, 
Regina; first vice-president: Sister 
Bernadette Bezaire, director of nursing, 
St. Paul’s Hospital, Saskatoon; chair- 


man of social and economic welfare 
committee: Grace Hutchinson, assist- 
ant head nurse, Grey Nuns (Pasqua) 
Hospital, Regina; and chairman of the 
chapters and public relations com- 
mittee: Rita Ledingham of Saskatoon, 
a former coordinator, Saskatchewan 
Institute of Applied Arts and Sciences. 


Dr. Bette M. Stephenson, new president 
of the Canadian Medical Association, 
is the first woman to hold that post in 
the association’s 106 year history. Dr. 
Stephenson, currently on staff of the 
North York General Hospital in Toron- 
to, was chairman of the CMA’s board 
of directors during the past year and a 
former president of the Ontario Medical 
Association. 


Margaret D. McLean has resigned as 
senior nursing consultant, hospital 
insurance and diagnostic services, 
Health and Welfare Canada, to accept 
an appointment as director-of the school 
of nursing, Memorial University, St. 
John’s Newfoundland. She succeeds 
Joyce Nevitt who has been director of 
the school since its founding in 1966, 
and who is on sabbatical leave. 


Margaret McLean Joyce Nevitt 


Ms. McLean (R.N., Royal Victoria 
Hospital School of Nursing, Montreal; 
B.Sc.N., U. of Western Ontario, Lon- 
don; A.M., Columbia U., New York) 
served with the Royal Canadian Navy 
during World War II, has been associate 

rofessor of nursing education at the: 
Dniversity of Western Ontario school) 
of nursing, and nursing consultant) 
with Gordon Friesen Associates. 

Active in professional associations, 
Ms. McLean has been on the executive’ 
of the registered nursing associations 
of Alberta and Ontario, and was secon 
vice-president of the Canadian Nurses 
Association (1968-70). 
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Elizabeth McCue, 
who has been nurs- 
ing consultant in 
mental health, 
Health and Welfare 
Canada, since 1964 
has just retired from 
that position. She 
will continue to live 

a * in Ottawa and hopes 
to find time to resume her many hob- 
bies, gardening for one. 


Lois E. Graham was appointed dean of 
nursing at the University of New Bruns- 
wick, for a five-year term beginning 


4 ar 1. 

he succeeds Margaret G. McPhedran 
who has been dean for five years. Pro- 
fessor McPhedran will remain at the 
university as a teaching member of the 
faculty. 


Lois Graham MargaretMcPhedran 


Dr. Graham (R.N., New England 
Memorial Hospital, Stoneham, Mass.; 
B.Sc.N.E., Walla Walla College, Wash- 
ington State; M.A., and Ph.D., U. of 
Michigan) originally from Harvey, New 
Brunswick, has worked extensively in 
the United States: at Columbia Union 
College in Maryland as associate pro- 
fessor of nursing and program director; 
at Catholic University of America in 
Washington, D.C., as assistant profes- 
sor of nursing; and at Southern Mis- 
sionary College in Collegedale, Ten- 
nessee, as curriculum consultant. 

Dr. Graham has had articles pub- 
lished in the American Journal of 
Nursing, the Journal of Nursing Edu- 
cation, and Nursing Research. 


Aleen McPhee, public health nurse, has 
been appointed coordinator of the nurs- 
ing care project instituted in Vernon, 
British Columbia. The project will 
operate from 0800 hours to 2000 hours 
seven days a week, to provide nursing 
care services as well as drugs, dressings, 
and similar items free of charge. Meals 
on wheels and homemakers are provided 
when needed. 

The project is intended to ease pres- 
sure on acute care hospital beds, and to 
speed recovery of the patient in his own 
home, without decreasing quality of care 
_ received. 
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Ninety-two years of public service had 
been devoted to public health nursing 
by Frances French, Dorothy Hart, and 
Margaret Smith when they were honor- 
ed at a dinner on June 8th on the occa- 
sion of their retirement from the 
Middlesex-London District Health 
Unit. 
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Frances French 


Dorothy Hart 


Ms. French (Reg.N., Victoria Hos- 
pital school of nursing, London; 
B.Sc.N., University of Western On- 
tario) joined the London Health De- 
partment in 1938, and was for many 
years the nurse-in-charge at the vene- 
real disease clinic at Victoria Hospital. 

Ms. Hart (R.N., Grace Hospital 
school of nursing, Detroit; Dipl. PHN, 
University of Western Ontario) has 
made her career as a nurse with the 
London Health Department, except 
for a two-year stint with the Ontario 
Society for Crippled Children. Her 
special interest has been the depart- 
ment’s pre- and perinatal program. 
ew Ms. Smith (Reg.N., 
Toronto General 
Hospital school of 
nursing; Dipl. PHN, 
University of To- 
ronto) worked with 
the City of Toronto 
Health Department 
prior to serving 
overseas during 
World War II with the Royal Canadian 
Medical Corps. Shortly after her return 
to Canada, Ms. Smith joined the Mid- 
dlesex County school health services 
which later was melded into the Mid- 
dlesex-London District Health Unit. 


Jennie E. Ives, since 1968 senior nursing 
consultant, nursing services, of the 
Ontario Health Insurance Plan (form- 
erly Ontario Hospital Services Commis- 
sion) has recently retired. 

Ms. Ives (Reg.N., Belleville General 
Hospital School of Nursing; B.Sc.N., 
Columbia U., New York) worked in 
many Ontario centers, including Belle- 
ville, Collingwood, and Fort William, 
before joining the staff of the Toronto 
General Hospital, where she became 
assistant superintendent of nurses. Just 
prior to her appointment as nursing 
consultant with the Ontario Hospital 
Services Commission in 1959, Ms. Ives 
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was nursing service secretary of the 
Registered Nurses’ Association of 
Ontario. 


A merit award for continuous high 
quality nursing service was conferred on 
Catherine W. Keith, nursing officer, 
staff development, medical services 
branch, Health and Welfare Canada. 

Ms. Keith (Reg.N., Soldiers Memo- 
rial Hospital, Campbellton, N.B.; B.N.., 
McGill U.; M.S., C.N.M., Columbia 
U., New York) since her nursing service 
with the armed forces during World 
War II, has devoted most of her nursing 
career to Canada’s northern peoples. 
She has been an outpost nurse in Que- 
bec with the Canadian Red Cross Ser- 
vices; staff nurse and later, matron, at 
Moose Factory Indian Hospital; field 
and regional nursing officer in the 
northern Alberta area of the Foothills 
region and in the MacKenzie Zone. 

Having joined the Indian and North- 
ern Health Services in 1950, Ms. Keith 
had a wealth of experience to draw on 
when in 1969 she accepted the head- 
quarters position she now holds. 

Ms. Keith, when receiving her award, 
regretted that her colleagues, nursing 
and otherwise, who contributed so 
much could not be present to share the 
day. 

She spoke not only of the achieve- 
ments of nurses in the north, but also 
those of their support staff. She espe- 
cially commended the native auxiliaries 
(nursing assistants, community health 
workers, and caretakers) adding, “It is 
a source of personal satisfaction to 
know that opportunities are becoming 
greater for them to develop their po- 
tential and contribute even more.” 

Ms. Keith, in reiterating that this 
merit award recognizes achievement in 
nursing, particularly with the public 
service, gave credit to those nurses who 
are not full-time public servants but 
who contribute greatly to the total 
service: nurses of remote religious in- 
stitutions, and wives of Hudson Bay 
Company employees, Royal Canadian 
Mounted Police, and school principals. 


Sister Mary MacLeod has been appoint- 
ed director of St. Rita Hospital School 
of Nursing, Sydney, Nova Scotia, re- 
placing Sister Mary Macintosh, super- 
ior-general elect of the Sisters of St. 
Martha’s, Antigonish. 

Sr. MacLeod (R.N., St. Joseph’s 
School of Nursing, Glace Bay; B.Sc.N., 
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Catherine Keith, nursing officer staff development, medical services, Department 
of National Health and Welfare, talking to her one-time colleague Dr. Percy 
Moore, former director general, medical services. Dr. M.L. Webb, assistant 
deputy minister, medical services, looks on. Ms. Keith was awarded a certificate 
of merit and a cheque for her long and distinguished service to the branch. 


U. of Western Ontario; M.Sc.N., U. of 
Boston) has, for the past two years, 
been on the nursing faculty of St. 
Francis Xavier University, Antigonish, 
Nova Scotia. 


Jeanne Reynolds has been appointed 
dean of the faculty of nursing of the 
University of Montreal. She succeeds 
Alice Girard, on her retirement. Dr. 
Girard has been dean since the incep- 
tion of the faculty in 1962. 


Alice Girard 


Jeanne Reynolds 


Dr. Reynolds (B.Sc.Ed.Inf., U. of 
Montreal; M.Ed., and Ph.D., U. of 
Ottawa) has been instructor at Sacré- 
Coeur Hospital in Cartierville and the 
Margaret d’Youville Institute; assistant 
director of the school of nursing, Mai- 
sonneuve Hospital; and director of the 
school of nursing, then director of St- 


Luc Hospital in Montreal prior to 
becoming vice-dean of the faculty of 
nursing, University of Montreal. 

Active in professional circles, Dr. 
Reynolds has also published several 
articles on nursing. 


E.E. “Jamie” Jame- 
son has recently re- 
tired as director of 
nursing education 
of the Calgary Gen- 
eral Hospital. Ms. 
Jameson (R.N. 
Calgary General 
Hospital school of 
nursing; B.Sc.N., U. 
N., U. of Washing- 
ton) was in charge of the nursery and 
taught nursing arts and medical and 
obstetrical nursing at the Calgary 
General Hospital before becoming 
director of education in 1961. She has 
held many offices in the Alberta Asso- 
ciation of Registered Nurses and has 
been a member of the nursing education 
committee of the Universities Co-ordi- 
nating Council. 


Ms. Jameson plans to write a history f 
of the school of nursing of the hospital — 
she has served so well and will now — 


have time for her hobbies of gardening 
and photography. 
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for relief of costoartum discomforts 
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Tucks medicated pads give your postpartum 
patient more relief, more often than ointments or 
aerosols because pads can be used more ways. 
Cooling Tucks medication can be applied by 
using the pad as a compress. Or the pad can be 
used as a wipe to both soothe and cleanse. As a 
wipe, it lets her avoid the mechanical irritation of 
harsh, dry toilet paper. A Tucks pad under her 
sanitary pad prevents chafing too. 

Tucks medication gives prompt, temporary 
relief from postpartum discomforts—the itching, 
burning and irritation of episiotomies and simple 
hemorrhoids. Its active ingredients are witch hazel 
and glycerine—there is no “‘caine” type anesthetic 


only Tucks babies 
tissues two wa 


as a soothing wipe...as a cooling compress...and as often as she likes 


in it. Your patient can have her own supply of 
Tucks at bedside for self-administered relief with 
minimum risk of over-treatment or sensitization. 

In addition, Tucks medication is buffered to an 
approximate pH of 4.6. This helps tissues maintain 
their normal acid defenses, Prescribe Tucks pads 
at bedside for soothing, cooling comfort from the 
first postpartum day on. 

Order a trial supply on your Rx. Write to: 


IGN 


A Subsidiary of Internationai Chemical & Nuciear Corporation 


675 Monteée de Liesse 
Montréal 377, Quebec 
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Beveriey, J. A multidimension- 
analysis of role perception in a 

mental health system. Calgary, 
_ Alberta, 1971. Thesis (M.Sc.) U. of 
~ Calgary. 


_ lack of clarity and consensus of role 

_ definitions within the field of mental 
health. The present research was 
directed toward an investigation of 
role perceptions among social workers, 
psychiatrists, nonpatients, psychiatric 
nurses, Orderlies, psychologists, occu- 
pational therapists, nurses, patients, 
and general practitioners. 

Subjects in each of the groups 
mentioned above were requested to 
_judge perceived similarity between 
each role and every other role. The 
concept myself was included in the 
stimulus judgments to indicate the 
degree of inter- and_ intra-position 
consensus. A multidimensional suc- 
cessive intervals scaling analysis was 
conducted on the judgments of each 
group. Results were examined with 
respect to the dimensions obtained 
within and between all groups. 

Results indicated a differentiation 
of judgments between the respective 
occupational role and myself for social 
workers, psychiatric nurses, nurses, 
and psychiatrists. Other dimensions 
held in common by a number of groups 
were labeled as: ancillary services, 
psychiatric care, medical care giving, 
frequency of patient contact, activity 
orientation, and so on. Unique dimen- 
sions also occurred for some groups. 

The implications of these results 
were discussed within the framework 
of role theory. Consideration was also 
directed toward the clarity and con- 
sensus of the obtained dimensions. 


McEwan, Ada E. A study of the attitudes 
of public health nurses as they affect 
the teaching of family planning. 
Chapel Hill, N.C., 1972. Major pa- 
per (M.S.P.H.) U. of North Carolina. 


The purpose of this study was to deter- 
mine what factors, if any, affect the 
attitudes of public health nurses in 
integrating family planning information 
into their regular teaching program. 
The study was carried out in seven 
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urban-rural health units in the province 
of Ontario that sponsored or co-spon- 
sored a family planning clinic. 

Related literature was reviewed and 
a questionnaire designed for the pur- 
pose of quantifying attitudes and divid- 
ing them into positive and negative 
values. The questionnaires were admin- 
istered by mail. The relationship be- 
tween a number of independent vari- 
ables and the dependent variable, 
nurses’ attitudes, was analyzed. 

The results of the study indicated 
that age, religion, frequency of pa- 
tients’ requests, and the method of 
introduction by the nurse were related 
to attitudes. 

Continuing research should be car- 
ried out and educational programs evol- 
ved to assist nurses in developing more 
positive attitudes. If family planning 
information and services are to be made 
available to all those who need them, 
nurses’ themselves will require more 
understanding of the factors that inter- 
fere with their ability to incorporate 
family planning into their regular 
teaching program. 


Skelton, Judith M. An experimental 
study to evaluate the effectiveness of 
a diabetic teaching tool. Vancouver, 
B.C. 1973. Thesis (M.S.N.) U. of 
British Columbia. 


The purpose of this study was to an- 
swer the question: “Will diabetic 
patients taught by means of a ‘diabetic 
teaching tool’ demonstrate a higher 
level of learning about self-care, than 
patients taught in the institution’s usual 
manner?” 

The answer to the question was 
sought by comparing the self-care 
knowledge and skills of two groups 
of diabetic patients admitted to a 
suburban general hospital which, prior 
to the study, offered no planned pro- 
gram of diabetic patient education. 

All diabetic patients admitted to this 
hospital over a six-month period were 
screened for eligibility to participate 
in the study according to criteria stated 
by the researcher. Eligible patients 
admitted in the first three months were 
designated as control subjects; those 
in the last three months were designat- 
ed as experimental subjects. The 20 


subjects in the control group were 
taught in an unplanned manner, based 
on whether and/or what instructions 
were deemed pertinent by their nurses. 

A “diabetic teaching tool” — de- 
signed by the researcher and admin- 
istered by each patient’s own nurse(s) — 
was used to instruct the 20 experimental 
subjects. After discharge, each of the 
40 subjects was visited by the research- 
er, at which time a profile sheet was 
completed and a test of diabetic learn- 
ing administered. 

Demographic and diabetic character- 
istics of the subjects, obtained from 
the patient profile sheets, were analyzed 
and described in terms of distribu- 
tions, medians, and/or means. The test 
results were subjected to t-test analyses 
on several dimensions, and a number of 
demographic and diabetic traits were 
compared with their respective test 
scores by means of the Pearson Product 
Moment Correlation Coefficient. 

The data supported the following 
conclusions: 

1. Diabetic patients taught by means 
of the “diabetic teaching tool” dem- 
onstrated a significantly higher level 
of learning about self-care than did pa- 
tients taught in the unplanned manner. 

2. Statistically significant differences 
were found between test scores of pa- 
tients taught with the ‘diabetic teaching 
tool” and those receiving unplanned 
instruction, regardless of the duration 
of their diabetes. Thus old diabetics 
were able to derive as much benefit 
from the teaching tool as were new 
diabetics. 

3. The level of learning demonstrated 
by patients taught with the “diabetic 
teaching tool” appeared to be inde- 
pendent of the following factors: age at — 
time of teaching and testing, previous 
education, and age at onset of diabetes. 
Each of these factors was significantly 
related to the level of learning of pa- 
tients receiving unplanned instruction. 
4. Diabetic patients taught by means 
of the “diabetic teaching tool’ cited 
the nurse as a valuable source of infor- 
mation regarding diabetic management _ 
more than five times as frequently as 
did patients receiving unplanned in-— 
struction. / 

Based upon these findings, several 
implications for nursing practice and 
recommendations for further research 
were suggested. wd 
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Here isa 


new, fast and sterile 


way to prepare Xylocaine infusions 
for life threatening arrhythmias 


Xylocaine 


(Lidocaine Hydrochloride Injection, Astra Std.) 


One Gram 


e The special 5 ml transfer syringe 
contains 200 mg/ml Xylocaine and can be 
added to infusion set-ups without removing 
solution from infusion flask or bag 


e Cuts preparation time in half 

e Easy and convenient to use 

e Adds another link to the sterility chain 
e Disposable 


© Clearly labeled for positive 
safeguard against error 


an original from J 


Mississauga, Ontario A Ss T | A 
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Audio Tape Cassettes 


TAPE CASSETTES 

() The American Journal of Nursing 
Company has released a series of eight 
instructional units, recorded on audio 
tape cassettes, on the subject ‘“Emer- 
gency Department Nursing.” This pro- 
grammed learning series is behaviorally 
designed and intended for self-instruc- 
tion by individuals or groups. Cost is 
$150 per series. 

Each unit includes a cassette with 
30 to 45 minutes of taped programmed 
instruction and a workbook with illus- 
trations. The total time required for 
each unit is 60 to 75 minutes. An in- 
structor’s manual and 10 student work- 
books are provided with the series. 

Subjects covered by the units are 
initial observation and assessment of 
the emergency patient; resuscitation 
and stabilization of patients; emergency 
management of shock, multiple injuries, 
and serious burns; and management of 
respiratory, cardiovascular, and neuro- 
logical emergencies. 

A sample tape can be borrowed from 
the library of the Canadian Nurses’ 
Association, 50 The Driveway, Ottawa 
K2P 1E2. The library also has a de- 
scriptive brochure on this series. 


LITERATURE AVAILABLE 
C) Some practical guides to physical 
fitness are available free of charge 
from the department of health and 
welfare. One of these is a 16-page guide 
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for men and women, entitled Get Fit — 
Keep Fit. It explains the meaning and 
importance of physical fitness, tells 
how an individual can increase his or 
her physical activity in everyday life, 
explains what kind of exercise is best 
suited for adults, and describes the role 
of exercise in weight reduction and 
heart disease. 

A 28-page physical fitness and train- 
ing guide for young Canadians, also 
called Get Fit—Keep Fit, explains 
things such as training methods for 
various sports, diet, and immunization. 
Exercises are well illustrated. 

Also available is an Athletic Injuries 
Wall Chart. However, it is only avail- 
able in limited quantities for groups, 
schools, and other organizations. Write 
to Education and Information Services, 
Sport Canada, Health and Welfare 
Canada, General Purpose Building, 
Tunney’s Pasture, Ottawa KIA 1B3. 


O A brochure, Drug Dependence Other 
Than Alcoholism, second edition, has 
been published by the College of Physi- 
cians and Surgeons of the Province of 
Quebec, 1440 Ste. Catherine Street 
West, Suite 914, Montreal 107. 

This 68-page practical fe to 
diagnosis and treatment includes a clas- 
sification of psychotropic drugs; an ex- 
planation of attitudes physicians should 
adopt when dealing with a drug user and 
his family, with educators, with other 
members of the health team, and with 


the police; and methods of treatment. 
Resources available throughout Que- 
bec, such as youth clinics and special- 
ized laboratories, are given. A two- 
page glossary of terms commonly used 
in the drug milieu is included at the 
end of the brochure. 


L) A Handbook of Canadian Film by 
Eleanor Beattie (280 pages, $2.95 
paperbound) has been published by 
Peter Martin Associates, 35 Britain St., 
Toronto. It contains information about 
making films in Canada, including 
data on film producers and writers, and 
reference chapters on distribution, 
technical services, archives, film col- 
lections, directories, and a bibliogra- 


phy. 


0 A bilingual film catalog is available 
from the World Health Organization, 
Avenue Appia, 1211 Geneva 27, 
Switzerland. The 52-page illustrated 
catalog lists films on a variety of topics: 
cardiovascular diseases, environmental 
health, eye diseases, family and public 
health, alcoholism and drug depend- 
ence, tuberculosis, and treponemal 
diseases. Distribution addresses for 
each film are given, ~ 


FILMS 
(1) A number of 16mm films are avail- 
able on loan from the library of the 
Canadian Hospital Association, 25 
Imperial Street, Toronto, Ont. M5P 
1C1. There is a $15 service charge for — 
all films, which includes the shipping — 
and handling costs. The cost for rentals — 
in the Toronto area is $10. Films can 
be borrowed for one week only, but this 
does not include the shipping time. 
The films include A Hospital Is... 
(28 minutes, color); Emergency Treut- 
ment of Acute Psychotic Reactions 
Due to Psychoactive Drugs (17 min-_ 
utes, black and white); A Day in the— 
Death of Donny B. (15 minutes, black 
and white), the story of a youngster 
hooked on drugs in an urban ghetto; 
An Affair of the Heart (18 minutes, © 
color), an explanation by heart special- 
ists, in laymen’s terms, of cardiac 
disease in children; and The Straight 
Child (13 minutes, color), a look at the 
treatment a child receives for scoliosi 
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Need extra protection against slippage when 
you're handling slippery metal, glass and plastic 
surgical instruments? Try Perry’s Double-Tex" 
sterile, surgical gloves with light, velvet-textured 
palms. 


You'll also get another exclusive Double-Tex 
feature. A special textured interior surface. De- 
signed to protect against “in-the-glove slippage” 
caused by perspiration build-up during long 
procedures. 
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Textured surfaces, 
inside and out... 


Double-Tex’s strong, but thin, palm prevents 
binding. In addition, specially designed, curved 
fingers make Double-Tex a comfortable glove 
that is not fatiguing during long procedures. 
Available in white and brown latex. Sizes 
5% through 9. Packaged in convenient peel- 
down, nonresealable outerwrap. Innerwrap 
provides a 276 square inch sterile field. Double- 
Tex. Just what you asked for and just from 
Perry. 


R.ry gloves 


A PRODUCT OF 
AFFILIATED MEDICAL PRODUCTS LIMITED 


90 Commercial Avenue, Ajax, Ontario 
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_ The Hotplate Cookbook by Renata von 
__ Baeyer. 94 pages. Vancouver, Van- 

__ couver-Burrard Presbyterial United 
_ Church Women, 1973. 


This paperback cookbook is small 
for easy storage in cramped quarters 
and has large print for easier reading. 
The physical format is matched to its 
purpose: a simple cookbook for people 
with limited housekeeping facilities. 
such as a hotplate and no refrigeration. 
All recipes are for one or two persons. 

The recipes cover a wide range of 
soups, salads, desserts, and main dishes. 
The section 2M+ (two meals plus) co- 
vers how to shop for more than one day 
and use up the items purchased to pro- 
duce a variety of dishes. The author’s 
ingenuity is remarkable and the food 
sounds delicious. 

In a covering letter that came with 
the book, Ms. von Baeyer says: “We 
are offering this cookbook as a public 
service to agencies and organizations 
that might be interested in distributing 
it to the people they serve.” The book 
is not sold individually; 10,copies cost 
$5.00. It may be ordered from: The 
Hotplate Cookbook, 4333 West Elev- 
enth Avenue B, Vancouver 8, B.C. 


Man’s Anatomy, et peer: Health and 
Environment, 4ed., by Nancy Roper. 
520 pages. Edinburgh, Churchill 
Livingstone, 1973. 

Reviewed by Jean Godard, former 
faculty member, School of Nursing, 
McGillUniversity,Montreal,Quebec. 


This paperback is a compendium of 
reasonably current information con- 
cerning the cell and genetics, growth 
and dgvelopment, anatomy and physi- 
ology, epidemiology, nutrition, and 
health and illness. 

With such a broad range of topics, 
this book is obviously an overview 
involving a systems approach to man 
and his environment. Stress is laid on 
the preventive aspects relating to envi- 
ronmental hygiene. Certainly, consider- 
able space is devoted to plumbing, 
with illustrations of types of baths, 
showers, sinks, and taps. 

The information given appears to 
be accurate and unbiased. The author 
does attempt to provide a thoughful 
and nonemotional approach to such 
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problems as addiction, overpopulation, 
and sexually-transmitted diseases. It is 
refreshing to read that “health is only 
meaningful when defined in personal 
functional terms.” This is a definite 
advance from the older, more narrow, 
and definitive descriptions. 

The writing is in rather a simplistic 
style and really skims the surface of 
some rather difficult material. The 
illustrations are well done, clearly 
drawn and labelled. 

The content has a distinctly United 
Kingdom orientation, both in terminol- 
ogy, such as “O levels” and plimsoles, 
and in the material described and the 
statistics used. At the end of each topic, 
the author inserts pertinent questions 
from the final papers for the General 
Register, set by the General Nursing 
Council for England and Wales. Again, 
the bibliography is largely from British 
nursing journals. 

As the author is a former examiner 
for nursing, she is aware of the back- 
ground of information that would be 
helpful for a general review by the 
beginning nursing student. 

In summary, this is a useful reference 
book for nursing assistants, other health 
workers, high school students, and 
beginning nursing students and, for the 
latter, as a preparation for examination. 
It provides a broad general overview 
of information. It is not written in 
sufficient depth for more advanced 
practitioners. 


Supportive Care of the Surgical Patient 
by William M. Stahl. 270 pages. New 
York, Grune and Stratton, 1972. 
Canadian Agent: Longman, Don 
Mills, Ontario. 

Reviewed by Lucille Moran, Assist- 
ant Professor, University of Ottawa, 
School of Nursing, Ottawa, Ontario. 


The purpose of this book is to expose 
the normal physiological and biochem- 
ical processes that regulate home- 
ostasis, the means used to assess the 
efficiency of homeostatic mechanisms, 
and the supportive measures required 
to optimize function of vital systems 
before, during, and after surgery. 

Each chapter begins with a descrip- 
tion of normal physiological and bio- 
chemical mechanisms, using the con- 
cepts of homeostasis and stress to 


illustrate how the human organism 
functions in health and adapts to stress. 
The role played by the systems involv- 
ed in the exchange, transport, and 
regulation of chemical substances and 
functions necessary for the maintenance 
of equilibrium and adaptation are 
described in an interesting manner. 

At this point, the focus shifts from 
the normal to abnormal responses 
occurring in conjunction with pre- 
existing illness and surgery. Surgery is 
equated to a type of stress, arising from 
trauma and capable of causing dis- 
equilibrium in the patient. The impor- 
tance of identifying any evidence o1 
deficits or homeostatic imbalances, 
such as dehydration, diabetes mellitus, 
acidosis, renal failure, and so on, 
through various diagnostic tests that 
are mentioned, is described for the three 
phases of surgical care: preoperative, 
intraoperative and postoperative. 

Similarly, specific medical measures, 
designed to correct any homeostatic 
alterations that may appear during 
these three phases of care, are stated 
as necessary means to achieve optimal 
function of “survival” systems in the 
surgical patient, citing, for example, — 
parenteral alimentation, dialysis, and — 
drug therapy. 

Although the exposition in the book 
is heavily oriented toward the physical 
sciences, the last chapter is devoted to 
the effects of the stress of surgery on 
the psyche of the patient. Possible 
behavioral reactions appearing either 
before or after surgery are mentioned, 
such as anxiety, fear of narcosis, denial, 
hostility, and regression. Emotional 
responses in children and the elderly, 
subjected to surgery, are stated. Finally, 
the terminal stage of life is dealt with) 
by discussing why and how a surgical 
patient may react to impending death, 
and the role of the surgeon in this situa- 
tion. ; 

The book is based on medical sci- 
ence, dwelling heavily on physiology 
and biochemistry. Discussion of sup- 
portive measures is brief and concise’ 
to the extent that the author has achiev~ 
ed his purpose. The content is clea 


relevant, and in harmony with the 
structure of some current nursing text 
books. This reference would be a 
valuable tool for teachers and a good 
library resource for students and nurse 
who care for surgical patients. 


_ SEPTEMBER 197 
abe 


pe em 


et 


¥S |. 


7) 


Maternity Nursing Today, by Joy Prince- 
ton Clausen, Margaret Hemp Flook, 
Boonie Ford, Marilyn M. Green and 
Elda S. Popiel. 959 pages. Toronto, 
McGraw-Hill Book Company, 1973. 
Reviewed by Peggy Saunders, Assist- 
ant Professor, School of Nursing, 
University of British Columbia, 
Vancouver, B.C. 


If you have ever enjoyed the experience 
of finding just what you want, when you 
want it, then you have had an introduc- 
tion to Maternity Nursing Today. Of 
particular timeliness is the inclusion 
of recent changes in concepts of the 
family, family roles, and family pat- 
terns. Even more timely is identification 
of the concomitant changes in nursing 
practice. 

This book provides hope and a model 
for nurses who are making family-cen- 
tered maternity nursing a reality. There 
is especially hope for the nurse who 
believes there is an important place in 
health care for one who accepts the 
responsibilities that contribute to 
the development of healthy, happy 
parents and families. 

Contributions have been made by 
sociologists, ecologists, a social worker, 
a nutritionist, nurses, and a geneticist. 
This wide background of authors’ in- 
terests assures focus on pertinent issues 
of interdisciplinary care of families. 

The book has been organized into 
five parts. The first part concerns the 
changing roles and self-concepts of 
people, and of the maternity nurse. 
A second concern is for the family 
today, including description of various 
family patterns presently observable 
in North America. The third section 
deals with the impact of individual 
differences on maternity care and in 
methods of teaching and counseling. 

Part II involves planning the family; 
Parts III and IV discuss childbearing 
and childrearing; Part V focuses on 
complications of childbearing and child- 
rearing. 

An interesting aspect of organization 
is that the nursing process is interwoven 
throughout the book. Another point of 
interest is the way in which coping with 
stress and crisis is included in the sec- 
‘tion on complications of pregnancy. 
\One final attribute is the emphasis 
jplaced on the use of the self by the 
\nurse, and on the person, both the nurse 
,and the patient. 

An appendix of standards for mater- 
inity and child health practice provides 
jguidelines for achieving the profession’s 
‘obligations. The authors remind the 
ireader that professional practitioners 
‘of nursing bear primary responsibility 
‘for the nursing care clients/patients 
‘receive; a timely reminder in view of 
‘the current rapid changes in delivery 
health services. 
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The Control of Pain by Frederick 

Prescott. 146 pages. London, Eng- 
land, English Universities Press, 
1972. Canadian Agent: Musson, 
Don Mills, Ontario. 
Reviewed by Gail Laing, Lecturer 
in medical-surgical nursing, School 
of Nursing, University of Saskatche- 
wan, Saskatoon, Saskatchewan. 


This small paperback was written by 
a British doctor for the intelligent lay 
person and, from that point of view, 
is interesting and informative. It is 
one of a series of semiscientific books 
in the New Science series. Its general 
approach is historical with such chap- 
ters as: pain as seen through the ages, 
ancient anodynes, the story of anes- 
thesia. This historical survey is com- 
mendable for its brevity and its wealth 
of interesting anecdotes. 

From the nurse’s point of view, the 
book is not always scientific. The 
author makes such questionable state- 
ments as, “women have a lower pain 
reaction threshold than men”; “the 
white races are considered to be on a 
higher evolutionary plane than the 
colored races.” 

A drawback for the Canadian 
reader is that the author’s experience 
is with the British system; he speaks, for 
example, of medicines in obstetrics 
and uses the British terminology for 
drugs, such as Pethidine for Demerol. 

Discussion of how pain threshold and 
analgesic properties of a drug are 
measured is interesting. For instance, 
he speaks of a dolorimeter, an instru- 
ment used to measure pain in units 
called dols. Pain from a stomach ulcer 
rates as 2 to 3.5 dols; headache as .5 to 
1.5 dols; surgery and childbirth as 10 
dols. However, the experiments are not 
substantiated with footnotes, so you 
have to take his word for it. 

The style is a bit repetitious. Many 
of the same things are said in the chap- 
ter on opiates and in the chapter on 


drug addiction, for example. In fact, the 
chapters are fairly complete in 
themselves and could be read separate- 
ly. The book has an index, but it is not 
complete. 

In summary, it is an interesting little 
book but not especially valuable for 
Canadian nurses. 


Arthritis and Back Pain by J. Crawford 
Adams. 200 pages. Baltimore, Md., 
University Park Press, 1972. 
Reviewed by M. Leslea Anderson, 
Assistant Director of Nursing, 
Chedoke-McMaster Centre, Hamil- 
ton, Ontario. 


The dearth of current literature con- 
cerning arthritis and its treatment may 
result in undeserved enthusiasm for 
this volume. While the awthor directs 
the book to those he terms “medical 
auxiliaries,” among whom he numbers 
nurses, it is written in the simplest of 
language and relies heavily on defini- 
tion to carry the message. 

The types of arthritis, the drugs used 
in treatment, and the various personnel 
involved in giving treatment are dealt 
with briefly in the first 27 pages. Treat- 
ment, medical and surgical, is reviewed 
separately from the discussions of the 
disease entities, with the author, a 
surgeon, giving great emphasis to sur- 
gical treatment and only briefly explor- 
ing medical therapy. 

Discussion of those diseases classi- 
fied as “arthritis” is well presented, 
and illustrated with appropriate dia- 
grams, but requires more physiology in 
depth to be meaningful to even a new 
student nurse. One does find aclear out- 
line of cause (where it is known), signs 
and symptoms, diagnostic tests, and 
treatment and its probable outcome. 
Details concerning treatment almost 
exclusively involve surgery. Even here, 
some of the newer techniques such as 
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e author is English, difficulty 
ncountered with some of his 
iology and the names of a few 
he lists. On the whole, however, 
Style is clear and manages not to 
down” to the reader, yet remains 
; C. 
Nurses may tind this book can be 
used as a supplement when teach- 
ng patients, their families, and non- 
henge staff about arthritis. Nurs- 
_ Ing care is not considered in any way 
__ by the author. 


Poverty and the Child: A Canadian 
Study by Thomas J. Ryan. 254 pages. 

hae Toronto, McGraw-Hill Ryerson 

jn Limited, 1972. 

f Reviewed by F.L. (Nan) Sparks, 

Assistant Professor, School of Nurs- 

ing, University of Calgary, Calgary, 

) Alberta. 

' 
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“This study represents an attempt to 
deal with one aspect of the complex 
question of poverty, that of the effects 
of early childhood experience in condi- 
tions of deprivation.” Contributions 
have been made to the book from eco- 
nomics, medicine, physiology, psychol- 
ogy, and sociology. Although not 
easily read, as a reference text the book 
gives a concise picture of what it means 
and what it will mean to be poor in 
Canada. 

Chapter | presents definitions of 
poverty and conveys to the reader some 
of the economic problems of families 
living on a marginal income. The chap- 
ter also states that ‘there exist no 
simple solutions to the problem of 
poverty but rather there may exist a 
set of alternative routes to its elimina- 
tion.” The book offers some of these 
alternatives. 

Chapters 2 to 5 describe certain 
characteristics of children coming from 
bia conditions. The deleterious 
effects of poverty on physical growth, 
competence, and language and person- 
ality development are all well docu- 
mented. 

In Chapter 6, an analysis of school 
performance in relation to social class 
is made. It is found that the children 
from lower class families do less well 
in school and have lower educational 
and occupational aspirations than do 
those children from the higher class 
families. The most significant reason 
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classes. Unless this relationship is mod- 


ified, the educational system will do 


_ little to change the position of the poor 


in Canada. 

Chapters 7 and 8 cite the effects of 
early experience on later development 
and behavior in both animals and 
humans. Although the authors draw 
no firm conclusions, it would seem that 
poverty-deprivation yields an inferior 
product. Early environment and learn- 
ing opportunities either expand or 
limit potential. 

The final portion of the book deals 
with the effects of early childhood inter- 
vention and makes some suggestions for 
future research and programming. Non- 
specific recommendations are given 
for action by the federal, provincial, 
and municipal governments as well as 
advice to the school boards and the 
Vanier Institute of the Family. The 
“proposals attempt to go beyond the 
mere placing of income into the hands 
of low-income people as an attempt to 
eliminate those aspects of deprivation 
which do not necessarily go hand in 
hand with dollar deficit.” 
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lent reference list is at the end of each 
chapter and a final bibliography and 
listing of resource centers can add much 
to the reader’s understanding of the 
disadvantaged child. 

Again, although difficult to read, the 
book would be a good addition to the 
library of the teacher or clinician in 
family or community health nursing. 


Form and Function of Written Agree-— 
ments in the Clinical Education of 
Health Professionals by Margaret L. 
Moore, Mabel M. Parker, and E. 
Shepley Nourse. 81 pages. Thoro-— 
fare, N.J., Charles B. Slack, 1972. | 
Reviewed by June R. Scollie, Assist-_ 
ant Professor, School of Nursing, 
University of Manitoba, Winnipeg, — 
Manitoba. 


Although this study was carried out in 
relation to clinical experience for phys- 
ical therapy students, the authors’ claim 
that contracts between educational and 
clinical facilities should be carefully 
developed is valid for all participants 
in health services. 

Chapters | and 2 provide the back- 
ground from which the book was devel- 
oped, a need to have “mutually bene- 
ficial affiliations for clinical education 
between educational and clinical ins- 
titutions and agencies.” The remaining 
chapters clarify and provide guidelines 
for interinstitutional agreements relat- — 
ing to clinical experience. | 

Items that may require inclusion in 
contracts or agreements are listed at — 
the end of Chapter 2. Such a profile 
can be useful for those institutions — 
developing mutual contracts, as the 
trend toward service agency participa- 
tion in planning professional education 
continues to grow. Joint and individual 
responsibilities are included for consid- 
eration. 

The authors state the contracts — 
must be mutually agreeable and devel- 
oped by negotiators from both concern- 
ed institutions. Suggestions or guidelines 
for this development are given in the’ | 
final chapter. Again, areas of joint and 
individual responsibilities are describ- | 
ed. Not all of these may be suitable toy 
every situation but the reader will be’ 
reminded to consider, even negatively 
the particular item of responsibility 
For example, health insurance (p.58) 
is probably not a necessary concern in 
Canada. But the authors also mention 
other insurance or liability coverag 
that may be a need. ; I 

Factors that may require conside: 
ation in developing an ag 
a clinical education it 


if 


i 


_ drawn together in a concise listing in 
| the final chapter and may be more 


easily understood than more formal 
texts on contracting. Many areas of 
possible concern are indicated and the 
proposed guidelines can be visualized 
in terms of the need of the nursing 
school and the clinical agency. 


Concept Formalization in Nursing: 

Process and Product by Nursing 
Development Conference Group. 
226 pages. Boston, Mass., Little, 
Brown, 1973. Canadian Agent: 
Lippincott, Toronto. 
Reviewed by Margaret D. Bennett, 
Assistant Professor, McMaster Uni- 
versity School of Nursing, Hamilton, 
Ontario. 


This books illustrates the develop- 
mental process and implementation of 
a particular nursing model. Its publica- 
tion is timely because nursing is striv- 
ing to develop a theoretical framework 
for both nursing education and nurs- 
ing practice. 

The 11 authors of this book formed 
the Nursing Development Conference 
Group (NDCG) and since 1968 have 
been struggling to formalize a concept 
of nursing that would create a theoreti- 
cal framework for nursing. The book is 
a unique effort to communicate the 
process of concept development and 
organization over time. 

The purpose and the basic underly- 
ing presuppositions of structuring 
nursing knowledge lead the authors to 
present their basic philosophy of science 
to justify their conceptual approach. 
A historical overview of nursing models 
and philosophy by prominent  nurs- 
ing theorists is presented and analyz- 
ed by the authors, using their general 
standards of adequacy. The choice of 
nursing models for the overview was 
purposely limited to those published in 
books and is possibly a limit to the 
scope of their investigation. 

The theorists critiqued even such 
notables as Florence Nightingale, 
Clara Weeks-Shaw, Bertha Harmer, 
Hester Fredrick and Ethel Northam, 
Virginia Henderson, Dorothea Orem, 
Ida Jean Orlando, Martha Rogers, 
Ernestine Wiedenback, and Myra Estrin 
Levine. There is some question as to 
‘whether the theorists would agree with 
ithe NDCG analysis. Markedly absent is 
\Dorothy Johnson and her regulatory- 
‘equilibrium model of nursing. 

The NDCG describe the process of 
iselecting Orem's general philosophy 
‘of nursing. The concepts from Orem’s 
‘nursing model are defined and describ- 
‘ed within a general systems context, 
giving the references and symbols, and 
wing the system’s  interrelation- 
EMBER 1973 


ships. Their concepts are freely develop- 
ed and described in terms of their 
characteristic functions and linkages 
that define the nursing system. The 
writer believes that many of the prop- 
ositions supporting their concept defini- 
tions could be questioned by human 
behavior experts. The theoretical base 
for the understanding of human 
behavior as it relates to the nursing 
concepts is not identified. 

In the fourth chapter, the authors 
present statements concerning the 
formal object of nursing, the focus of 
the process of nursing, and a new 


premise about nursing as a dis 
One can take issue with some 
statements, although it is the exc 

ment of their intellectual process tha 
shows a way for nursing theorists a 
researchers. AK ¢ 

In the last chapter, the NDCG demon- 
strate how their nursing model has’ 
been made operational in an under- 
graduate nursing curriculum and in 
nursing practice. 

In summary, the book gives con- 
crete evidence of the excitement and 
challenge for those who are concern- 
ed about the structuring of nursing 
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_e 
Patient Care in Endocrine Problems 

(Saunders dij Ps ano in Clinical 
Nursing) by Roberta T. Spencer. 
230 pages. Toronto, Saunders, 1973. 
3 Reviewed by Hattie Lee Shea, As- 
z sistant Professor, Faculty of Nursing, 
; University of Western Ontario, Lon- 
: don, Ontario. 


This book is designed as a nursing ref- 
| erence to present comprehensive cover- 
age of endocrine dysfunctions. 

The process of nursing is the aim of 
this presentation. This aim is ade- 
quately achieved in the sections cover- 
ing the adrenals and the pancreas. 
Patient teaching and involvement in 
care are presented in depth with sup- 
porting pathophysiologic data. These 
two sections would be of value to be- 
ginning students studying the complex- 
ities of hormonal imbalances. 

Much of the remainder is factual 
content pertaining to diseased states. 
Nursing process is not the emphasis 
here. For those persons with a keen 
interest in biochemistry, there is an 
1 1-page appendix covering the chemi- 
cal structure of the hormones. 

In spite of the emphasis on disease, 
1 feel this is a good reference. The au- 
thor’s expressed interest in mass 
screening, early diagnosis, patient 
teaching, and patient involvement in 
care are all of great importance in the 
process of nursing. All these factors 
are emphasized frequently and should 
make an impact on nursing students 
and nursing practitioners. 


Challenge to Community Psychiatry by 
Archie R. Foley. 203 pages. New 
York, Behavioral Publications, 1972. 
Reviewed by Alice E. Caplin, Assist- 
ant Professor, School of Nursing, 
University of Saskatchewan, Saska- 
toon, Sask. 


Although this book is subtitled A Dia- 
logue between Two Faculties, the reader 
will find that she is laboring under a 
misconception if she thinks this book 
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ly confuse 
The book is an account of a four-day 
institute held in 1968 for the faculty 
of psychiatry at Boston University, con- 
ducted by faculty from Columbia Uni- 
versity, financed by the National Ins- 
titute of Mental Health, and accompa- 
nied by a descriptive research project. 

Two primary concerns are reported 
as basic to the planning of the institute, 
one being the absence of “courses and 
programs of inservice training and con- 
tinuing education in community psy- 
chiatry” and the other the polarization 
between groups committed to the tra- 
ditional psychotherapy and to commu- 
nity psychiatry. 

Dr. Bernard Bandler, the chairman 
of Boston’s division of psychiatry, ac- 
cording to his own report sandwiched 
in the middle of the book, had a hidden 
agenda — the democratization of the 
Boston faculty, which was becoming 
increasingly restive under his ““benevo- 
lent, paternalistic leadership.” 

Dr. Bandler notes, “In these days 
when every group hoists the banner of 
power above its name — student power, 
community power, black power — the 
faculties have been strangely silent; 
no bugles have sounded for faculty 
power. There is good reason for this 
reticence because of the authoritative 
departmental structure of our medical 
schools.... It takes courage to speak 
out and to disagree.” It appears that in 
Dr. Bandler’s mind the primary purpose 
of the institute was to begin democrati- 
zation to reduce the possibility of a 
show of faculty power in his depart- 
ment. 

A fourth reason for the institute was 
the dissatisfaction of residents over 
the emphasis on analytical psychiatry 
as opposed to community psychiatry. 
This institute, though in the planning 
stage for several years, was actually 
held only one month after violence 
erupted on the campus of Columbia. 

A Challenge to Community Psychia- 
try, interlarded with frequent reassur- 
ances between planners and conductors 
that “I’m alright, You’re alright” and 
frequent condescending statements 
about the brightness and intelligence 
of the participants, is an embarrassing- 
ly naive book. We are asked to applaud 
while a timid and uneasy profession 
bravely dips a naked big toe into the 
waters of group discussion, generously 
inviting psychologists, social workers, a 
sprinkling of others, and eight registered 
nurses to join it. Of the eight nurses, 
none of them members of the nursing 
faculty, five participated. Only one 
filled in the postinstitute questionnaire. 
You can skip the whole thing without 
feeling guilty. 
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Critical Issues of Community Men- 
tal Health be 296 | 
pages. New ork, Behavioral Publi- 
Reviewed by Mona McLeod, Pro- 


cations, 1972. 
fessor, School of Nursing, University — 
of Manitoba, Winnipeg, Manitoba. 


This is a valuable book for anyone 
involved in teaching, community health 
services, or research. The issues raised 
and discussed are not only pertinent 
for those concerned about mental 
health, but are applicable to any profes- 
sional group undergoing change, such 
as nursing. The compilation is refresh- 
irig and thoughful as it presents the 
traditional and the new points of view 
about services to people, and the prepa- 
ration of individuals to give service. The 
contributors include members of the 
health professions and the social sci- 
ences. The presentations have been 
carefully prepared, with well-devel- 
oped viewpoints, supported by biblio- 
graphy. 

In one section titled “Traditional 
Psychotherapy,” one writer speaks of 
“the lack of recognition among profes- 
sions as to how long it takes to acquire 
clinical maturity, the undervaluing of 
clinical skills, moving into other related 
fields such as research, administration 
and teaching without having had the 
painful but rewarding experience of 
working with persons over a sufficiently 
long period of time to experience re- 
peatedly within himself the turmoil of 
personal growth and change, as these 
are induced by repeated experiences 
of interacting and adjusting to patients 
as they change.” 

This statement can be contrasted 
with a statement from another contrib- 
utor who indicates “that impersonal 
methods (contrary to the hypothesis that 
transference effects are important) work 
as well as personal methods.’” These 
viewpoints, which appear to be poles 
apart, have in common a concern for 
the relief of human suffering; however, 
the second statement reflects the dis- 
satisfaction expressed by a number of 
contributors with the insensitivity of | 
controlling establishments, and the 
apparent lack of success in the reduc- 
tion of mental illness and emotional 
unhappiness in society. | 

Emphasis is given to sociological, 
economic, and political factors, which — 
some writers see as contributing to the — 
creation, development, and maintenance 
of mental illness in society. There was" 
some fascinating evidence to support — 
these views, and nurses might well look — 
at this aspect in order to learn the 
role they may be unwittingly playing. — 

The issue of role diffusion presents 
some thoughful considerations of the 
prepared person versus the indigen 
worker or the person with sh 
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pi eparation. The proliferation of new 


orkers, the expanding team, appears 


to contribute to greater fragmentation 
of services and increasing dissatisfac- 
tion of those who are the recipients of 


service. One must keep in mind that 


we are all receivers at some time in 


our lives. 

This book is about mental health 
issues; however, I feel it has much to 
say to all the health professions. The 
concepts put forward for considera- 
tion are vital as we construct curricu- 
lums, plan for community health ser- 
vices, and identify needed research. 


Psychiatric Nursing in the Hospital and 
the Community by Ann C. Burgess 
and Aaron Lazare. 427 pages. En- 
glewood Cliffs, N.J., Prentice-Hall, 
1973. 

Reviewed by Marjorie Carroll, 


School of Nursing, University of 


Ottawa, Ottawa, Ontario. 


The theoretical foundation for this text 
is the humanistic theory of man. The 
authors focus on the human dimension 
in psychiatric nursing and, although 
the book is directed to the student in 
the psychiatric setting, the principles 
are Clearly applicable to all areas of 
nursing and to situations outside the 
profession. 

The text is divided into four parts. 
The first, “Basic Concepts”, is of im- 
portance in interacting with and caring 
for a patient in any setting. Interview- 
ing and nursing assessment are given 
consideration, along with the concept 
of the “‘stall” in the therapeutic process. 
The authors have borrowed the term 
from aerodynamics and present their 
analogy in an interesting manner. A 
chapter on the management of the med- 
ically ill and dying has been included 
in which emphasis is placed on integrat- 
ing psychiatric nursing skills into one’s 
“professional style of nursing.” 

In “Nursing Management of the 
Clinical Syndromes” both diagnostic 
\categories and concepts of behavioral 
patterns are considered. The authors 
support the position that “there is a 
need for some logical ordering of pa- 
tient difficulties” to facilitate “clinical 
judgment regarding treatment plans 
jand goals.” They advocate a frame- 
‘work for nurses to discuss patient care 
‘with mental health professionals who 
juse the diagnostic terminology. 

“The Community” looks at the pa- 
jtient in his own community. Consider- 
‘ed to a limited degree are many issues 
‘of “individual-family-community inter- 
‘action in the framework of psychic 
listress,” such as crisis intervention, 
rief process, alcohol and drug abuse, 
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and contemporary problems such as the 
battered child, youth, family disorgan- 
ization, and the elderly in the commu- 
nity. 

Finally, a review of historical and 
theoretical perspectives of psychiatric 
nursing and a glossary of current term- 
inology have been included. 

This book is suitable as a basic text 
or reference. The content is presented 
in an orderly manner with bibliographic 
references and descriptive examples. 
Although of value to a basic student, 
this text will be useful to teachers and 
practitioners of psychosocial aspects of 
nursing, psychiatric nursing, and com- 
munity mental health nursing. 


Behavioral Threat & Community Re- 

sponse by William C. Rhodes. 147 
pages. New York, Behavioral Publi- 
cations, 1972. 
Reviewed by Barbara Herrick Lee, 
Assistant Professor, Community 
Mental Health Nursing, School of 
Nursing, University of British 
Columbia, Vancouver, B.C. 


It is unfortunate for all of us that the 
most prominent characteristic of this 
book is its unreadability. The author 
has done a competent job of concep- 
tualizing the dynamics of community 
response to threatening sectors; how- 
ever, getting through his sentence 
structures and unorthodox use of words 
uses much of the reader’s energy. 

If one is willing to undertake the 
rather exhaustive trek through the 
pages of this book, the reward is a 
quite highly developed and detailed 
analysis of the politics and operational 
patterns of community behavior-regu- 
lator systems. 

The overall focus of the book, as 
described by the author, is “the inter- 
locutor processes and apparatuses of 
the community that have evolved to 
reconcile the claims of the individual 
with the claims of society.” Underlying 
this focus is the psychoanalytic inter- 
pretation of social unrest and upheaval 
— the price of civilization is neurosis, 
as socialization consists primarily of 
training in self-denial, self-rejection, 
and self-alienation. 

Given this unhappy state of affairs, 
a community responds by making 
scapegoats of its deviants. The existing 
behavior-regulator systems not only fail 
to relieve community suffering, but also 
perpetuate the vicious threat-recoil 
cycle. The author undertakes an explo- 
ration in depth of the relationships 
between the threatening minority groups 
(alcoholics, mentally ill, retardates, 
legal offenders); the culture bearing, 
threat-reactive public; and the protec- 
torate sector, composed of politicians 
and professionals. 
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ne book offers familiar concepts 
ding reconstruction of the form and 
ction of the behavior-regulator 
aratus and the process of behavior 
anagement. Of great interest was the 
_author’s recommendation of the loosen- 


__ ing of agency ties to single professional 


‘ guilds and his calling for multiple guild 


; sy . . 
_ associations. 


Given nursing’s growing involvement 
in the community and desire to be- 
come more responsive to community 
needs, the study of community dynamics 
in relation to behavior management 
seems profitable and necessary. This 
text would serve as a useful, although 
at times rather tedious, reading for 
post-baccalaureate students and 
practitioners of nursing. 


Basic Medical Statistics by Anita K. 

Bahn. 260 pages. New York, Grune 
& Stratton, 1972. Canadian Agent: 
Longmans, Don Mills. 
Reviewed by Margaret C. Cahoon, 
Professor and Chairman of Research, 
Faculty of Nursing, University of 
Toronto, Toronto, Ontario. 


This is a textbook to take the threat 
out of statistics for physicians and 
nurses. It is directed toward the devel- 
opment of a holistic view of the few 
basic concepts that underlie statistical 
reasoning. 

It is a semiprogrammed type of self- 
learning and testing textbook intended 
for the beginning student or the conti- 
nued self-education of those who want 
to learn statistics. It is intended for 
those who want to acquire statistical 
comprehension sufficient to read re- 
search reports and to conduct simple 
Statistical tests on quantitative or qua- 
litative data. 

In each chapter there is a presenta- 
tion of new material followed by exer- 
cises, both true-and-false type and nu- 
merical problems with step-by-step 
solutions and discussions. A summary, 
glossaries of new terms and of symbols, 
and cumulative reviews are included at 
appropriate points. 

The illustrative problems are from 
medicine, but they are understandable 
and of interest to other health profes- 
sionals, whether students or graduates. 

This book is an outcome of years of 
experience in teaching statistics to 
students in medicine, nursing, and so- 
cial work, and to scientists. The first 
twelve chapters were serialized in 
The Woman Physician (now the Jour- 
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ssociation) t in the Septem 


College of Pennsylvania “tested” the 
original draft of this book. 

Perhaps the next edition of this book 
could be titled Basic Health Science 
Statistics to bring it to more of those 
who need this approach. Nevertheless, 
it is bound to make its way from medi- 
cal students to their colleagues. 


Statistical Principles in Health Care 
Information by S. James Kilpatrick, 
Jr. 228 pages, Baltimore, Md., Uni- 
versity Park Press, 1973. 

Reviewed by Nancy Garrett, Re- 
search Officer, Canadian Nurses’ 
Association, Ottawa. 


The author has given us a much-need- 
ed book that meets the objectives out- 
lined in the preface. 

The reader can be assured that the 
author’s claim, that no mathematical 
background is required, is actuall 
true. The cookbook approach is std 
ed and practical reasons given for all 
procedures described. A wealth of ex- 
amples familiar to health workers is 
used to illustrate points and principles 
presented. Although explicit descrip- 
tion of each step is given and repeti- 
tion used to excellent advantage, the 
reader’s intelligence is respected and 
interest maintained at a high level. 

Common pitfalls of the unsuspecting 
are pointed out, for example, by noting 
not only the importance of knowing the 
sample size on which percentages are 
based but also why numbers are im- 
portant. The practice of using several 
decimal places to mislead the reader 
with an impression of great accuracy is 
also pointed out. 

Other examples of manipulation of 
statistics show the importance of visual- 
izing the basic data and the variables 
influencing the area of interest. 

The first two chapters illustrate the 
collection, presentation, interpretation, 
and use of health care information and 
data. These chapters provide the 
basis for the following 10 chapters, 
which discuss the more common statis- 
tical measures: location and dispersion, 
association and correlation, probability, 
as well as survey design, and decision- 
making theory. Well-chosen examples 
are used throughout the book, making 
easy what is so often presented in a 
way that makes beginning statistics a 
complicated subject. To illustrate the 
decision-making tree, an example used 
is the debt of patients in the hospital 
and the process involved including 
probabilities of partial repayment, total 
repayment, or the option of writing off 
the debt if a former option fails. This 
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of example is much more meaning- 


Some examples are taken from 
American context; nevertheless, the | 
concepts are important and well dem- 
onstrated. They in no way reduce the 
efficacy of this text as a teaching tool. 

The author uses the same care to- 
reinforce learning techniques of calcu- 
lation as he has used to reinforce learn- 
ing eens He refers back to the 
familiar in introducing a new approach, 
such as that on cost-function on page 
182. The equation is given and then, 
before the reader becomes dismayed at 
still another equation, he is reminded 
that, “This expression is the same as 
that used to calculate a mean from a 
frequency distribution (see exercise 
5.1).” The equation showing the calcu- 
lation of a mean from a frequency dis- 
tribution then follows to show the 
exact similarity. No steps are missed in 
teaching calculations. 

An added benefit of this book is the 
recognition that computers have come 
to stay and have their part in the lives 
of all of us. The “role of the computer,” 
is a welcome section. The more common 
functions of computers are described 
in admirably simple language that 
stimulates desire in the reader to learn 
more about the subject. 

Examples of the use of computers in 
hospitals are given, and a personality 
given to the machine by saying, “Typi- 
cally the machine sits humming to itself, 
and after many long, repeated, and 
often complex calculations may print 
out a simple number as the answer.” 
In describing simulation techniques, 
an important aspect of clinic care is 
acknowledged by noting that “Models 
of outpatient emergency clinics can be 
developed which will predict the range 
of waiting times of patients.” 

Although the author never preaches, 
he has managed to extract almost all 
the major pitfalls and myths involved 
in interpretation of statistics and com- 
puter use. 

Important to the Canadian reader is 
the mention made of services in which 
Canadian hospitals participate, such as 
the PAS (Professional Activity Study) 
data processing system. Another bonus 
is an appendix of mathematical expres- 
sions and notations, which is often left 
to the student to compile. 

Some may complain about the lack 
of tables, found in the appendix of 
most statistics books. However, tables_ 
have been included, where appropriate 
to teaching particular calculations. If 
the reader of this text is stimulated ta 
continue his studies in statistics, he will 
find tables for significance testing and 
the like in other books. In the mean-_ 
time, it seems likely that he will have 
learned how to use them more efficient 


c>- 2...2".- = 


A 


i) s a ae pan te J ¥ } 
ter, 7 4 ay a ¥ ahah e 
ugh the m hod presented this 


~ text than he would have done otherwise. 


_ Although the book has been designed 


for health care professionals who need 

_ a grasp of statistical principles, it would 

_be useful to any beginner interested in 

| learning not only statistical procedures 
but also the reasons for them. 
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and Calgary. Salary and personnel 
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BRITISH COLUMBIA 


NOVA SCOTIA 


3 ng 


OF NURSING required for 21-bed active 

e tal. Previous supervisory experience 

nite asset. Apply stating qualifications, experi- 

references and salary expected to: Administra- 
wyn Municipal Hospital, Berwyn, Alberta. 


{REGISTERED NURSES required September 1 or 
October 1 for general duty in 22-bed hospital. Salary 

scording to A. H. A. recommendation. Apply to: 
tron-Administrator, Consort Municipal Hospital, 
sort, Alberta. 


TERED NURSES required for 50-bed general 
ital, situated on main line between Edmonton 
é policies as 
negotiated by AARN. Apply to: Mrs. E. Harvie, R.N., 
Lacombe General Hospital, Lacombe, Alberta. 


" REGISTERED NURSES. The Red Deer General Hos- 


‘ gpitat requires nurses with an interest in a variety of 


dical, Surgical, Obstetrical and Paediatric posi- 
tions. We have several immediate openings in our 
Progressive 240-bed hospital. Please apply to: Per- 
sonnel Department, Red Deer General Hospital, Red 
Deer, Alberta or phone 346-3321 for further informa- 
tion. 


BRITISH COLUMBIA 


INTENSIVE CARE UNIT TRAINED NURSES required 
for 120-bed General Hospital. Salary as per RNABC 
contract. Nurses’ Residence accommodation avail- 
able. Apply to: Director of Nursing, Powell River 
General Hospital, 5871 Arbutus Street, Powell River, 
British Columbia. 
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in working. 
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REGISTERED NURSES required for 100-bed accre- 
dited hospital located in the Cariboo region of B.C.'s 
Central Interior. Vacancies in operating room (out 
patients), maternity, extended care and general 
duty positions in acute care. rd and personnel 
olicies in accordance with RNABC Agreement. 

oms available in Nurses’ Residence. Apply to: 
Director of Nursing, G.R. Baker Memorial Hospital, 
543 Front Street, Quesnel, British Columbia. 


OPERATING ROOM NURSE wanted for active mo- 
dern acute hospital. Four Certified Surgeons on 
attending staff. Experience of training desirable. 
Must be eligidie jor &.C. Hegistration. Nurses 
residence available. Salary $687 per month starting. 
Apply to: Director of Nursing, Mills Memorial Hospi- 
tal, 2711 Tetrault St., Terrace, British Columbia. 


GENERAL DUTY AND OPERATING ROOM NURSES 
for modern 450-bed hospital with School of Nursing. 
RNABC policies in effect. Credit for past experience 
and postgraduate training. B.C. Registration required. 
For particulars write to: Acting Director of Nursing 
Service, Victoria General Hospital, Victoria, British 
columbia. 


EXPERIENCED NURSES required in 409-bed acute 
Hospital with School of Nursing. Vacancies in 
medical, surgical, obstetric, operating room, pediat- 
ric and Intensive Care areas. Basic salary $672. — 
$842. B.C. Registration required. Apply: Director 
of Nursing, Royal Columbian Hospital, New West- 
minster, British Columbia. 


EXPERIENCED GENERAL DUTY NURSES — required 
for small up-coast hospital. Salaries start at $672.00. 
Residence accommodation at $25.00 per month. 20 
days annual vacation. Transportation paid from 
Vancouver, B.C. Apply: Director of Nursing, St. 
George's Hospital, Alert Bay, British Columbia. 


GENERAL DUTY NURSES for modern 41-bed 
hospital, located on the Alaska Highway. Salary and 
personnel policies in accordance with RNABC. 
Accommodation available in residence. Apply: 
Director of Nursing, Fort Nelson General Hospital, 
Fort Nelson, British Columbia. 


GENERAL DUTY NURSE wanted for 87-bed modern 
hospital. Nurses Residence. Salary $646.00 per 
month for BC Registered. Apply: Director of Nursing, 
Mills Memorial Hospital, Terrace, British Columbia. 


MANITOBA 


NURSING DIRECTOR: Applications are invited for 
the position of Director of Nursing of the 17-bed 
Reston Community Hospital. Salary commensurate 
with training and experience. Applications in writing 
giving full resume of work experience and all other 
related information to be directed to: Chairman, 
L.L. Ludlam, Reston Community Hospital, Reston, 
Manitoba. 


SWAN RIVER VALLEY HOSPITAL IN SWAN RIVER, 
MANITOBA requires immediately an EVENING SU- 
PERVISOR. This is an 88-bed accredited hospital. 
Preferred if the applicant has taken the Nursing 
Unit Administration course and has had some super- 
visory experience. For further information contact: 
Mrs. A. Nemetchek, Personne! Department, Swan 
River Valley Hospital, Swan River, Manitoba. 


REGISTERED NURSES, PSYCHIATRIC NURSES A 
CERTIFIED NURSING ASSISTANTS. General st 
positions available in this modern, 270-bed psychia- 
tric hospital, located in the Annapolis Valley. 
Orientation and Inservice provided. Excellent per- 
sonnel policies. Salary according to scale. For 
further information direct inquiries to: The Director 
+4 Gia Kings County Hospital, Waterville, Nova 
icotia. 


OPERATING ROOM SUPERVISOR required for 140- 
bed hospital. Must have post graduate training. An 
opportunity to enjoy beautiful Cape Breton. es, 
to: Administrator, St. Joseph's Hospital, Glace é 


Nova Scotia. 


SUICIDE SYMPOSIUM, October 11th and 12th, 1973, 
Woodstock, Ontario. Speakers from all over Canada. 
Further information and registration forms from: SUI- 
CIDE SYMPOSIUM, Oxford Mental Health Centre, Box 
310, Woodstock, Ontario. 


ONTARIO 


NURSE 2 NURSING EDUCATION required for mental 
retardation hospital. Registration as a nurse in 
Ontario with a post graduate certificate in nr 
from a university of recognized standing, or a gener 
B.A. from a university of recognized standing with 
concentration in a behavioural science. 1973 sala 
is $10,031. to $11,274. annually. Excellent personnel 
policies. For particulars ke Assistant administra- 
tor, Ontario Hospital, P.O. Box 130, Aurora, Ontario. 


REGISTERED NURSES required by 70-bed General 
Hospital situated in Northern Ontario, Salary scale — 
$610.00 — $720.00 allowance for experience. Shift 
differential, annual increment, 40 hour week: 
Excellent personnel policies. For particulars apply 
Director of Nursing, Lady Minto Hospital at Cochrane, 
Cochrane, Ontario. 


REGISTERED NURSES for 34-bed General Hospital. 
Salary $646. per month to $756. plus experience al- 
lowance. Excellent personnel policies. Apply to: 
Director of Nursing Englehart & District Hospital 
Inc., Englehart, Ontario. 


REGISTERED NURSES required for a new 79-bed 
General Hospital in bilingual community of North- 
ern Ontario. French language an asset, but not 
compulsory. Salary is $645. to $758. monthly with 
allowance for past experience, 4 weeks vacation 
after 1 year and 18 sick leave days per year. Unused 
sick leave days paid at 100% every year. Master 
rotation in effect. Rooming accommodations available 
in town. Excellent personnel policies. Apply to: Per 
sonnel Director, Notre-Dame Hospital, P.O. Box 850, 
Hearst, Ont. 


REGISTERED NURSES required by a modern well- 
equipped hospital. Situated in a progressive come 
munity in Northern Ontario. Excellent employes 
benefits and working conditions. Apply to: Directo 
of Nursing, Sensenbrenner Hospital, Kapuskasi 
Ontario. 


REGISTERED NURSES AND REGISTERED NURSINI 

ASSISTANTS for 45-bed Hospital. Salary ranges 
include generous experience allowances. R.N. 

salary $630. to $730. and R.N.A.'s salary $430. to $50 
Nurses’ residence — private rooms with bath — 
per month. Apply to: The Director of Nursing, Geral 
ton District Hospital, Geraldton, Ontario. 


REGISTERED NURSES for General Duty and 1.C 
—C.C.U. required for 162-bed accredi 
hospital. Starting salary $645.00 with regular 
increments. Excellent personnel policies. Temp 
sid accommodation available. Apply to: 
Director of Nursing, Kirkland and Di 
Kirkland Lake, Ontario. — eA 4 
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RESPIRATORY INTENSIVE CARE 


NURSING 

Beth Israel Hospital, Boston 

. .. A comprehensive presentation of current inter- 
disciplinary practices in respiratory and nursing 
care. 

Little, Brown April 1973 $10.95 


COMMUNICATION IN NURSING 
PRACTICE 


Hein 

. .. Presents a simple, formal model of the com- 
munication process between nurse and patient, but 
emphasizes the need to use variety in meeting 
variety. 

Little, Brown July 1973 $6.25 


LEADERSHIP TECHNIQUE IN EXPECTANT 
PARENT EDUCATION 
2nd edition Clark 
. .. Designed to equip the nurse instructor to con- 
duct well planned educational sessions for pros- 
pective parents. 
Springer June 1973 $4.50 


MONITORING CENTRAL VENOUS 
PRESSURE: A Programmed Sequence 
Krueger 

. .. A programmed text on the aspects of central 


venous pressure of concern in nursing. 
Springer June 1973 $4.25 


EFFECTIVE APPROACHES TO PATIENT 


BEHAVIOR 

Lipkin and Cohen 

. .. How the nurse should approach an emotionally 
disturbed patient when giving direct nursing care. 
Springer June 1973 $5.50 


SO © Gas 


ome 


THE BODY’S RESPONSE TO TRAUMA: 


Fractures 

Clissold 

. .. In this programmed text, fracture is used to 
demonstrate the responses of the cells of the body 
to trauma. 

Springer June 1973 $6.75 


WINTERS’ PROTECTIVE BODY 
MECHANICS: A Manual for Nurses 

Bilger and Greene 

. .. Concentrates on the physical and physiological 
principles underlying the body movements that need 
to be initiated to achieve therapeutic objectives in 
patient care. 


Springer May 1973 $6.25 
ADMINISTERING NURSING SERVICE 
DiVincenti 


. A straight forward presentation of everyday 
approaches. to the management of nursing services 
and the application of management theories to the 
care of patients. 

Little, Brown December 1972 $10.95 


MATERNAL-CHILD NURSING 

Broadribb and Corliss 

A family centered text for students being prepared 
to give direct care to mothers and children. 
Lippincott September 1973 about $11.00 


PERSPECTIVES IN HUMAN 
DEVELOPMENT: Nursing Throughout 


the Life Cycle 

Sutterley and Donnelly 

... Emphasizes a multi-disciplinary, holistic view of 
man, the promotion and maintenance of health as 
well as intervention in times of physical, emotional 
and social stress. 

Lippincott May 1973 $8.75 
THE PRACTICE OF MENTAL HEALTH 
NURSING: A Community Approach 
Morgan and Moreno 

... Reflects the dynamic quality of psychiatric care 
in a community setting and desirable colleague re- 
lationships required for successful treatment of the 
emotionally disturbed. 

Lippincott May 1973 flexible cover $5.95 
CRITICAL CARE NURSING 

Hudak, Gallo and Lohr 

. .. A comprehensive course in the area of critical 
care nursing unexcelled in depth and content. 
Lippincott August 1973 about $9.95 
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WORKING WHITES 
BY 
WHITE SISTER 


#1388 

“ROYALE RIB” knit, richly ribbed 
polyester blended with nylon 
Regular length 

Sizes 10-20 

White only . . . about $23.00 


#41839 


“ROYALE OXFORD” knit, oxford stitch 
polyester blended with nylon 


Junior length 
Sizes 3-15 


White....... about $17.98 
Pink, Blue... about $18.98 
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In a letter to the editor, Pat Barr, 
an RN from Alberta, points out the 
unfairness of the Canada Pension 
Plan to female contributors (p.5). 
“Why,” Ms. Barr asks, “should the 
spouse and family of the contributor 
of one sex receive less benefit from 
the plan than the spouse and family 
of the contributor of the other sex?” 
Why, indeed? 

In 1970, the Royal Commission on 
the Status of Women in Canada 
raised the same point, and recom- 
mended that the Canada Pension 
Plan (and the Quebec Pension Plan) 
be amended to eliminate this dis- 
crimination. 

So far, the federal government 
has done nothing to change this 
section that discriminates against 
the working woman and her family. 
And there is evidence that it has 
no intention of changing it in the 
near future, even though the Plan 
is being reviewed by the federal 
and provincial governments. (See 
Editorial, ‘““Canada Pension Plan 
Discriminates,”’ p.29). 

Ms. Barr urges nurses to try to 
get this inequity corrected. ‘Write 
to your member of parliament and 
to the minister of Health and Welfare 
Canada,” she writes. “‘Ask your 
professional organization [provin- 
cial and national] to make asubmis- 
sion to the minister. Write to your 
ocal newspaper. Make a fuss.” 

Amen. — VA.L. 
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s, wnich include the writer’s complete address, 
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respond to letter 
ply to Elisabeth Vincent’s letter to 
tor (August 1973, page 4), we 
-d the article on conjoined twins 
ide for nurses confronted with a 
d complex nursing problem. We 
ed it was better to err on the side 
f emphasis on detail. 
_ We believe the emotional security 
___ of babies and the prevention of infection 
_ inthe nursery are sufficiently important 
* to warrant reemphasis for the health 
care team of today and tomorrow. — 
_ Wendy S. Dirksen and Dorothy T. 
__ Meilicke, Edmonton, Alberta. 


____ Sharing patients’ interests 
I wish to comment on the article “What 
will happen to Mr. Lang?” (May 1973) 
by Leslie Horton. Teachers are not the 
only ones who use patients. We all need 
to be aware that using people selfishly 
is wrong. 

As a geriatric nurse with 15 years’ 
experience, I find no need to say the 
staff is too busy to keep up a patient’s 
interest. 

In Mr. Lang’s case, each person on 
his ward should be intelligent about 
baseball for his sake. It takes no extra 
time, but it does take genuine concern 
to say, “Dinner is ready, Mr. Lang. 
Do you think Cincinatti will win today?” 
and listen for his answer. It also shows 
concern to say “Wow! what a run for 
the Expos,” or ask, “Do you want your 
bath early today so you will be ready to 
watch the game?” 

Instead of complaining about work- 
ing a minute overtime, nurses should 
stop by the television set at 4:00 P.M. 
and ask the score before they leave. 
If there are only five persons on a ward 
and each one makes a different com- 
ment about the game each day, the Mr. 
Langs will remain much more in con- 
tact with the world. 

Sure we are busy, but many times 
we are too lazy to think of each patient’s 
interests. — Ruth E. Lemke, R.N., 
Camrose, Alberta. 


Responds to August letter 

In response to the letter from an RN, 
Ontario (August 1973, page 5), I would 
like to point out that the mere change 
in nursing education from the hospital 
setting to community colleges is not a 
criterion on which to determine a poor- 
er quality of patient-centered care. 
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It is the nature of our profession to 
be involved in change. Many develop- 
ments have brought us to the place 
where we find nursing education at 
present; not all these developments 
were acclaimed as positive advance- 
ments when they were introduced. 

Although each of us might not fully 
agree with a new program, we have 
some responsibility to support our col- 
leagues in the courses they are begin- 
ning. Many nurse educators are also 
expressing doubts, concerns, and, on 
Occasion, some negativism; however, 
they continue to participate in this 
effort to broaden the learning process. 

The quality of the teaching personnel 
and the philosophies of nursing and 
education are the components that 
mould the concept of patient care the 
nurse of the future will hold. These 
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things, and not the physical presence or 
absence of specific, structured hospital 
procedures, are what inspire motiva- 
tion, judgment, and a sense of purpose — 
in the student nurse. i 
We need care plans for all we do in 
giving quality care to our patients. In — 
this manner, the responsibility for care 
and treatment are shared and increased, 
as it becomes the duty of each team 
member to evaluate the suggested care — 
plan, add to, update, and suggest alter- — 
natives. q 
Yes, everything we do is a “service,” 
q 
| 
; 
| 


but should not remain merely a physical 
doing. It must be coupled with sufficient 
background knowledge of principles 
and a flexibility to adapt to change. 

If support, rather than a predetermin- 
ed, judgmental attitude, is given to any 
change, evaluation of that change will 
be more objective. If the patient-cen- 
tered care we are to give is to be sup- 
portive and adaptable to individual 
circumstances, these threads should be 
evident in learning that care. — Penel- 
ope I. Jessop, Reg.N., B.Sc.N., nurse 
clinician, Hamilton, Ontario. 


Nurses must respect all beliefs 
I would like to suggest to the puzzled 
operating room nurse (Letters, August 
1973, page 5) that if she cannot carry 
out the duties she was hired to perform, 
which involve assisting with a therapeu- 
tic abortion, her only course of action 
is to resign. 

If a nurse wishes to subscribe to a 
particular religious belief in her per- 
sonal life, that is her privilege. But it 
must not interfere with her professional 
duties. Surely nurses must respect the 
rights and beliefs of all creeds and not 
maintain that their own view about an 
issue is “right” and all other views are 
“wrong.” fs 

Christianity, with its many divisions, 
is only one faith among many others in- 
this world. Let no one claim to have the — 
whole truth about anything. Let all 
nurses accept and care for patients as 
they are and not presume to judge thei 
actions as right or wrong. — Margery 
L. Poole, B.Sc.N., Toronto, Ontario. 


Regarding the puzzled nurse of the 
Roman Catholic faith (Letters, August 
1973, page 5), who is perplexed o 
abortions: I, too, am puzzled. 
ala 7 


Cad Over 


Does being a nurse of the Roman 
Catholic faith give anyone the right 
to be more morally indignant about 
abortions than a nurse of the Mormon, 
Jewish, or Protestant faith? Name one 
church that openly endorses abortions 
under any condition. 

I am for abortions, but I do not 
question anyone’s right to protest. 
Legalized therapeutic abortions are a 
fact; they will not go away. Perhaps 
the puzzled OR nurse should transter 
to another department where she will 
not have to compromise her religious 
and moral convictions. — RN, Alberta 
(name withheld on request). 


Pension pian discriminates 

I would like to draw the attention of 
registered nurses to the sexual discrim- 
ination in the Canada Pension Plan. 
I can best illustrate what | mean by 
giving my own example. 

My husband and I have both con- 
tributed to the Canada Pension Plan 
since 1966. We have three elementary 
school-age children. If my husband 
were killed in a car accident tomorrow, 
his estate would receive a death benefit 
from the plan. In addition, I would 
receive a monthly pension of not more 
than $71.12, plus $28.15 a month for 


This would not be enough to live on, 
but it would be a big help with the 
expenses of living. 

However, if I were killed in a car 
accident, my estate would receive a 
lump sum, $560 maximum, and that 
would be it as far as the Canada Pension 
Plan is concerned. This is an unjust, 
illogical, and perhaps illegal situation, 
illegal because Canada has legislation 
eee discrimination on the grounds 

race, religion, and sex. 

Why should the spouse and family 
of the contributor of one sex receive 
less benefit from the plan than the 
spouse and family of the contributor of 
the other sex? I am sure there are many 
married nurses with children who would 
like to know that the money they would 
ultimately be entitled to if they live 
could be used for their family if they 
die. 

I hope other nurses will join me in 
trying to get this inequity corrected. 
Write to your member of parliament 
and to the minister of health and wel- 
fare. Ask your professional organiza- 
tion to make a submission to the minis- 
ter. Write to your local newspaper. 
Make a fuss. — Pat Barr, Edmonton, 
Alberta. 


Letters Welcome 
Letters to the editor are welcome. Be- 
cause of space limitation, writers are 
asked to restrict their letters to a 
maximum of 350 words. 
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The new Posey products shown 
here are but a few included in the 
complete Posey Line. Since the 
introduction of the original Posey 
Safety Belt in 1937, the Posey 
Company has specialized in 
hospital and nursing products 
which provide maximum patient 
protection and ease of care. To 
insure the original quality product, 
always specify the Posey brand 
name when ordering. 


The Posey Pelvic Seat effectively 
prevents sliding forward and fall- 
ing from chair. This device is se- 
cured from behind on any type of 
chair and is comfortable for the 
Patient. #4432 (cotton), $7.50. 


The Posey “Swiss Cheese” Heel 
Protector has new hook and eye 


fasteners for easy application and 
sure fit. Available in convoluted 
porous foam or synthetic fur lin- 
ing. #6121 (fur lining), #6122 
(foam), $4.80 pr. 


The Posey Houdini Security 
Suit is for the patient that will not 
stay in bed or wheelchair. Vest and 
lower portion interlock with waist 
belt making it virtually escape- 


proof. #3412, $15.00 complete. 


The Posey Body Stop Kit with 
soft padded bar provides a quick, 
simple, and effective method of 
preventing a patient from ‘‘scoot- 
ing” forward in any standard 
wheelchair. #8155, $24.95. 


The Posey Foot-Guard with new 
“T” bar stabilizer simultaneously 
keeps weight of bedding off foot, 
helps prevent foot drop and foot 
rotation. #6412, $21.00. 


Send for the free all new POSEY catalog — supersedes all previous editions. 


Please insist on Posey Quality — specify the Posey Brand name. 


e POSEY PRODUCTS 
Stocked in Canada 


ENNS & GILMORE LIMITED 


1033 Rangeview Road 
Port Credit, Ontario, Canada 
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An important announcement to nurses from ASTRA 


Here is a 


new, fast and sterile 


way to prepare Xylocaine infusions 
for life threatening arrhythmias 


Xylocaine 


(Lidocaine Hydrochloride Injection, Astra Std.) 


One Gram 5 


e The special 5 ml transfer syringe 
contains 200 mg/ml Xylocaine and can be 
added to infusion set-ups without removing 
solution from infusion flask or bag 


e Cuts preparation time in half 

e Easy and convenient to use 

e Adds another link to the sterility chain 
e Disposable 


e Clearly labeled for positive 
safeguard against error 


M4 Fon 
See 
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, an original from / 
ASTRA Pharmaceutical Division, 
Mississauga, Ontario A Ss T A 
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Nfld. Hospital Nurses Reject 

New Collective Agreement 

St. John’s, Nfld. — Registered nurses 
working in hospitals and health agen- 
cies throughout Newfoundland have 
voted against a one-year collective 
agreement negotiated on their behalf 
by a bargaining committee of the Asso- 
tion of Registered Nurses of Newfound- 
land. 

ARNN mailed the ballots last August 
—a peak vacation period —to the 
approximately 1,600 nurses in the 
bargaining unit; some 1,200 of these 
nurses voted. Between July 25 and 
August 14, ARNN had conducted a 
series of meetings at major centers to 
explain the bargaining position to 
membership. 

David Sparkes, ARNN’s employment 
relations officer, told The Canadian 
Nurse there were two main reasons for 
the rejection. One was that the 12 per- 
cent*salary increase: offered (retroactive 
to April 1, 1973) was considered in- 
adequate. The other reason was that 
the nurses want recognition for some 
of their past nursing experience. Nurses 
in the. province do not receive any 
credit for this experience. 

The starting salary for a Nurse I 
in the new agreement was $6,749, com- 
pared with $6,000 in the previous two- 
year agreement. The largest increase 
in salary was for a nursing education 
coordinator, beginning at $8,368, com- 
pared with $6,720 in the last agreement. 

In addition to the salary increase, 
the new agreement offered a block pay- 
ment of $240 to each nurse who was 
on staff April 1, 1973, and who con- 
tinued on staff until the agreement was 
signed. This amount was negotiated to 
compensate nurses for a four percent 
increase that all hospital employees, 
except nurses, received April 1, 1972. 
The other hospital workers also have 
accepted or have been offered an eight 
percent increase effective April 1, 
1973. 

Other improvements for the nurses 
in the agreement they rejected included: 
better hours of work and overtime pay; 
a $100 increase in the annual allowance 

aid to nurses in small hospitals, nurs- 
ing stations, and regional nursing prac- 
tices to compensate for overtime, stand- 
‘by, and callback; improved provisions 
for statutory holidays, including time 
off and pay for work on these holidays; 
improved sick leave benefits; additional 
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provisions for compassionate and 
special leave; and more detailed provi- 
sions for staff development and termi- 
nation of employment. 

There were 12 new articles in the 
one-year contract, covering employee 
rights, check off, escort duty, position 
protection, suspension and discharge, 
special allowances, temporary assign- 
ment, injury on duty, transfers and 
portability, conditions of employment, 
a classification committee, and a labor 
management committee. 

The reason stated in the agreement 
for establishing a classification commit- 
tee was to give adequate consideration 
to the need for a career structure at the 
Nurse I level. Such a committee would 
consist of representatives of the ARNN, 
the Newfoundland Hospital Associa- 
tion, and necessary government depart- 
ments. 

According to the agreement, the la- 
bor management committee would be 
composed of four ARNN appointees 
and four NHA appointees, and would 
meet at least three times a year “to 
develop mutual understanding of the 
relationship between employee and 
employer and to investigate matters of 
concern that are not the. subject of 
grievance.” 

ARNN’s negotiating committee met 
early in September to determine what 
strategy to follow next. Mr. Sparkes 
said he thought the general mood of the 
nurses was to go back to negotiations, 
rather than take strike action. 

Last August 13, legislation that made 
strikes illegal in Newfoundland was 
repealed. Since then, nonmedical work- 
ers have gone on strike in three hospi- 
tals in the province. 


CNA Executive Director Advises 
School Of Nursing In Uruguay 
Ottawa — Helen K. Mussallem, execu- 
tive director of the Canadian Nurses’ 
Association, spent five weeks this sum- 
mer in Montevideo, Uruguay, on a 
short-term assignment for the Pan 
American Health Organ:zation/World 
Health Organization. Dr. Mussallem 
left Ottawa July 22. 

In an interview with The Canadian 
Nurse soon after her return in Septem- 
ber, Dr. Mussallem said she was se- 
lected for the assignment because of 
her previous involvement with nursing 
in Latin America (News, January 1973, 


page 14) and because of the work and 
studies she has done in Canada on nurs- 
ing and health services. 

The main purpose of this assignment 
was to advise the faculty of the univer- 
sity school of nursing on whether the 
newly-revised educational program 
would prepare the graduates to meet 
the health needs of the country and 
whether the objectives stated for the 
program would be met through the cur- 
riculum. 

Dr. Mussallem was also asked to 
advise the faculty members on a nurse 
career study they are beginning, and 
to assist and participate in a one-week 
seminar on the evaluation of nursing 
education programs. The seminar was 
for full- and part-time faculty (nurses 
and nonnurses), nurses in the clinical 
field and in the ministry of health, 
other health workers, and students. 

Before the seminar was held, she had 
discussions with the director of the 
school, the faculty, and two student 
representatives. Dr. Mussallem referred 
to “the courage of the young director 
and her concern for finding newer and 
better ways of educating the students.” 
She said the people at the school of 
nursing were “young, eager, and con- 
cerned with the health services.” 

An orientation program planned by 
the faculty gave her an introduction to 
the current political situation in the 
country and its effect on educational 
programs. Leap she found that 
“tensions were evident” throughout her 
stay, every effort was made to minimize 
the tension and stress. 

“The discussions on the evaluation of 
the curriculum were free and frank,” 
Dr. Mussallem said. She explained 
that the four-year program is divided 
into four levels: the first gives students 
opportunities to work with and under- 
stand families and groups in the com- 
munity; the second deals with the pro- 
motion of health for families; and in 
the final two, the students progress to- 
ward working with children, adoles- 
cents, and older persons in sickness and 
health. 

“These students come into nursing 
concerned with the welfare of the 
people first. Therefore, this curriculum 
is attractive to them,” remarked Dr, 
Mussallem. She called the curriculum 
“a very positive approach to nursing,” 
which prepares the students to work as 
team members in the communities. 
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ere are only two schools of nursing 
e country, both in Montevideo. The 
ersity school was started in 1950. 
er, a hospital school, is much 
Dr. Mussallem noted that the uni- 
school has been taking in 30 
ents a year, although 100 were ac- 
»pted in the last class to increase the 
number of nurses in the country. These 
students must have completed 12 years 
of education to be admitted to the 
school. 

In 1972, there were about 950 nurses 
employed in the country. The ratio of 
nurses to doctors is 1:3. Uruguay, the 
} smallest country in South America, has 
a population of approximately three 
million. 

Before she returned to Canada, Dr. 
Mussallem attended the first annual 
general meeting of the Commonwealth 
Caribbean Regional Nursing Body. The 
meeting was held in Bridgetown, Bar- 
bados, from August 27 to 31. Fifteen 
countries are members of this nursing 
body. 

Among the main subjects discussed 
at the meeting were the revision of the 
criteria to be used for evaluating 
schools of nursing inthe Commonwealth 
Caribbean and an accreditation pro- 
gram for schools of nursing in the re- 
gion. The meeting strongly supported a 
proposal for a bachelor of science de- 
gree in nursing at the University of the 
West Indies 

This body is being financed by sev- 
eral groups, including PAHO. The non- 
governmental organization division 
of the Canadian International Develop- 
ment Agency has also provided assist- 
ance. 
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ICN Plans Celebration For 

75th Anniversary In 1974 

Geneva, Switzerland — Next year will 
mark the 75th anniversary of the found- 
ing of the International Council of 
Nurses, which was the first interna- 
tional professional organization in the 
health field. Canada has been a mem- 
ber country since 1909. 

ICN executive director Adele Her- 
witz says the anniversary celebration 
will be future oriented. “ICN has a 
proud past and we can take courage and 
inspiration from what ICN has accom- 
plished. However, nurses in every coun- 
try are aware of the challenges facing 
the nursing profession today.” 

As the international spokesman for 
nurses, “ICN has a dynamic and growing 
role,” Ms. Herwitz explains. “Through 
strong national nurses’ associations and 
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of their profession.” 
899, ICN has given all coun- 
tries an incentive to create, improve, 
and promote professional nursing. It has 
assumed much responsibility for devel- 
oping educational standards, and in 
cooperation with the World Health 
Organization, has undertaken studies 
in nursing education. Another achieve- 
ment has been its development of an 
international code for nurses. Since 
1922, ICN has promoted international 
exchange programs for nurses. 
Included in ICN’s plans for observing 
the 75th anniversary is the production 
of a special issue of the /nternational 
Nursing Review. ICN publishes this 
journal quarterly to keep nurses in- 
formed about developments in nursing 
around the world. 
_ Subscription orders for the Review 
should be sent to ICN, P.O. Box 42, 
Geneva 20, Switzerland. The price 
for a one-year subscription is $9 (U.S.). 
Payment should be made by personal 
cheque or international postal money 
order directly to ICN. 


Nurses Employed By N.S. Govt. 
Accept New Contract Offer 
Halifee. N.S. — Following a long con- 
tract dispute that culminated September 
7 in mass resignations by nursing staff 
at two government-operated hospitals 
in Nova Scotia, nurses voted to accept 
a government offer that came after an 
all-day Cabinet meeting September 10. 
Members of the nursing component 
of the N.S. Government Employees 
Association — which includes regis- 
tered nurses, certified nursing assist- 
ants, orderlies, and aides — returned 
to their jobs at Victoria General Hospi- 
tal in Halifax and at Nova Scotia Hos- 
pital in Dartmouth by September 12. 
They had been without a contract since 
last January 1, and had rejected several 
salary proposals before offering their 
resignations in August. 


Correction 

In a news story in the September 
1973 issue, entitled “Speaker At 
SRNA Meeting Focuses On Women’s 
Problems In Work World” (page 7), 
Jean Pipher, president of the Saskat- 
chewan Registered Nurses’ Associa- 
tion, was incorrectly referred to as 
“outgoing president of SRNA” and 
as “‘the retiring president.” 

Ms. Pipher is notretiring, although 
she can be described as outgoing. 
She still has another year to serve 
in her two-year term as president. 
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a 1974: and an across-the-board pay- 
ment of $240 to be paid October 1, 
1973. The nurses had asked for two 
payments of $240, to be spread over 
two years, to help those at the lower 
salary levels 

Other benefits in the government 
offer are four weeks’ vacation after five” 
years, and for the first time in Nova 
Scotia, shift differential and standb 
pay. The nurses receive a $1.50 shi 
differential and $5 for each eight-hour 
shift of standby duty. 

In addition, those who resigned were 
fully reinstated; they only lost pay for — 
the days they were off. The government — 
offer, which also affects some public — 
health nurses, included a withdrawal — 
of arbitration proceedings if the pact 
were ratified. 

Nurses at all four government-run — 
hospitals voted to accept the offer. The — 
other two smaller hospitals were the — 
Nova Scotia Sanatorium in Kentville, — 
which is being phased out, and the Little — 
Flower Hospital in Point Edward. q 

Registered nurses in all Nova Scotia — 
hospitals received a starting salary of 
$6,420 in 1972. Five contracts nego- — 
ciated in private hospitals in the prov- — 
ince for 1973 call for an eight percent — 
increase this year and a seven percent — 
increase next year. 

The Registered Nurses’ Association — 
of Nova Scotia was fully supportive — 
of the nurses’ demands for higher wages — 
and better working conditions. In a ~ 
statement issued September 6, it 
deplored the inaction of the government — 
in recent weeks in reaching a satisfac- 
tory settlement, and pointed out the 
association had tried to make it aware ~ 
of the unrest and low morale generally ~ 
because of inadequate numbers of staff. — 

Beginning in the early spring of — 
1973, an extreme shortage of nurses — 
— estimated as high as 200 — existed | 
at the Victoria General Hospital. One 
of the reasons for this was there were — 
no spring graduates from the school of — 
nursing this year; they are now on the ~ 
two-year program, which graduates 
its students in late August. : 

On September 7, the RNANS execu-- 
tive made the following statement: “In 
view of the present dispute between the 
Civil Service Commission and the Nova 
Scotia Government Employees Asso-— 
ciation in the Halifax-Dartmouth area, 
RNANS recommends that nurses not 
seek employment with the Civil Service 
Commission until such time the dispute 
is settled. 

“The Association feels that this _ 
in the interest of patient care and th 
safe performance of nursing duties, an 
(Continued on 
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ofra-tulle 
yy) * # 
Sofra-Tulle offers you the most 
a S in ] effective and convenient antibiotic 
tulle dressing for wounds, 


or you? 


burns and ulcers. 
Each Sofra-Tulle dressing sachet is heat-sealed t 
preserve Sterility. Easy to handle, the interleaved 
tulle can be quickly cut and applied saving 
valuable time in your crowded day. 


sofra-tulle 


single-unit, antibiotic tulle dressing 
for wounds, burns and ulcers 


Easy to shape 

Each individual dressing is sheathed in sterile 
parchment for easier handling. Cutting and 
shaping is neither difficult nor messy with 
Sofra-Tulle. 


 * Clean to handle 
z be The overlapping layers of sterile parchment 
bs f allow even small pieces to be handled withou: 
touching the tulle itself. In this way the 


£ sterility of Sofra-Tulle is maintained up to tim 
moment of use. 


\ Simple to apply 
‘ The first layer of parchment is removed befor 
positioning the dressing on the lesion and the 
second only when the sterile tulle is in place. 
The lanolin in Sofra-Tulle prevents adhesion 
and simplifies subsequent dressing changes. 


Composition weeks in situ. the dressing may be changed to a non-impregni 
A tweight lano-paraffin gauze dressing impreg ed painlessly one. When the lesion is very exudative it is advis 
nated with 1% Soframycir to change the dressing atleast once a day. 
Properties Precautions 
The additior he Soframycin to the Wounds, burns, ulcers and potentially or secondarily In most cases absorption of the antibiotic is so sl 
ure r atior infected skin conditions that it can be discounted. Where very large & 
acterial na Contra-indications areas are involved (e.g. 30% or more body burn) 
hours, t by reducir é Allergy to lanolin or to Soframycin. Organisms possibility of ototoxicity and/or nephrotoxicity be 
resistant to Soframycin produced, should be remembered 
Active against _ and Application Presentation 
I Ps. py liform f required, the wound may first be cleaned. A Sofra-Tulle is presented in cartons of 10 and 
ar tivated by blood, pus or Sofra-Tulle should be applied units, each unit pack containing one sterile é 
Ta Ye wound and covered with an appropriate biotic gauze dressing 4” x 4” (10cm x 10cm.) 
3 r lt r and mi very ich as gauze, linen or ¢ > bandages. In 
ad th exudate of leg ulcers, itis advisable to cut the dressing 
Advantages G 2 size of the ulcer in order to minimise the 
@ Rapid sterilisation of the wound risk of sensitisation and not to overlap on the surround 
@ Excellent mechanical protection ing epidermis. When the infective phase has cleared 


ROUSSEL 


Full information available on request. 
Roussel (Canada) Ltd. 153 Graveline Montreal 376. Quebec. 


news 


(Continued from page 8) 


in the interest of all the nurses of Nova 
Scotia. 

“The association also believes that 
the nurses have acted responsibly and 
accountably in their cooperation with 
the hospital administrations in the 
establishing of contingency plans for 
the care of the acutely ill, and feels 
that no one seriously ill or requiring 
emergency care service will be denied 
care,” 

In addition, the RNANS put an ad- 
vertisement in the local newspapers to 
advise RNs considering employment 
with the Civil Service Commission in 
the Halifax-Dartmouth area to con- 
tact the association beforehand. 

Dorothy Miller, RNANS public rela- 
tions officer, told The Canadian Nurse 
that both the public and the news media 
showed almost 100 percent sympathy 
for the nurses. 

During the short walkout, 300 mem- 
bers of the nursing component remained 
on the job to administer a contingency 
plan. Those who stayed worked 12 to 13 
hours a day. The Victoria General, 
the largest hospital in the Maritimes, 
continued to look after emergency and 
acutely ill patients. 


NBARN Report To Guide Nurses 
Who Encounter Drug Problems 
Fredericton, N.B.— An ad hoc com- 
mittee of the New Brunswick Associa- 
tion of Registered Nurses, which has 
studied the LeDain report (on the 
nonmedical use of drugs) on treatment, 
has released its report. Its primary 
purpose is to guide nurses who encoun- 
ter drug problems in institutions and 
in the community, and to serve as a 
basis for future involvement of nurses 
in public education. 

The NBARN committee concludes 
that nommedical drug use is only one 
aspect of the disturbed behavior exhib- 
ited in our society. 

“An international restlessness among 
young people manifests itself in social 
and political unrest, and a great hunger 
for spiritual and psychological fulfill- 
ment, accounting for widespread exper- 
imentation with ‘mind-expanding’ and 
‘reality-deadening’ drugs... . 

“The tremendous harm to mental 
health caused by this situation forces 
us to look at our... mental health 
facilities and to realize they are in no 
way able to cope... .” 

The report also concludes that it is 
not only the young who need special 
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help. “The problems of the alcoholic 
and the middle-aged drug-dependent 
person are just as serious and often 
more difficult to deal with. These people 
have existed in our society for many 
more years than the young drug user, 
but how many of us can proudly state 
that our communities are concerned 
enough about them to have established 
adequate treatment facilities?” 
According to this committee, nurses 
have a responsibility to: 
e become aware of and knowledgeable 


about drug and alcohol addiction; a 
e educate the public, as well as other _ 
health workers, about these needs and 
the community resources available; 
@ assist in any community social action 
designed to improve treatment facilities; 
and 
@ concentrate on the prevention of 
addiction by treating all persons with 
dignity and respect, and by referring 
patients with family, social, or financial 
problems to sources of genuine help. 
(Continued on page 12) 


nationwide. Write for free evaluation kit. 


a HOLLISTER 


Hollister’ karaya seal appliances 


By preventing skin excoriation and simplifying 
stoma care, Hollister’s Karaya Seal appliances can 
help speed rehabilitation. Applying one promptly 
after surgery can prevent excoriation before it starts. 
The Karaya Ring fits snugly around the stoma, keep- 
ing irritating discharge away from the skin. Hollister 
appliances are disposable, one-piece units. Also 
available to the patient at authorized pharmacies 


HOLLISTER LTD., 332 CONSUMERS RD., WILLOWDALE, ONT. 


help your 
ostomy patient 
achieve 


self-care 


faster 
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~_ - when you can 
retire 


retire an idea whose 
time has passed... 
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you're ready for an idea’ 


it's time for — 


Viaflex 


the norrairdeoendent 
shatteroroof IV — 
solution container — 
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6405 Northam Drive, Malton, Ontario 
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Changes Fee Formula 
ospital Survey Visits 
onto, Ont. — The Canadian Coun- 
| on Hospital Accreditation has 
opted a new fee formula for hospital 
: accreditation survey visits. The charge 
Wis ; based on the number of surveyors 
and the amount of time spent in a hos- 
pital or extended care facility; the old 
ee structure based the charge on the 
rated bed capacity of the hospital. 

The basic charge per surveyor-day 
will be $325. CCHA believes that for 
most hospitals of 125 beds or less, and 
for most extended care centers, the 
assignment of one surveyor for one day 
will be sufficient. 

A hospital or extended care facility 
may request a second surveyor and 
indicate the desired category, such as 
doctor, nurse, administrator, or other, 
and they will be billed accordingly. 

The assignment of surveyor-days to 
units above 300 beds will be decided 
on CCHA’s knowledge from previous 
records; it will range from three sur- 
veyor-days at $975 for a team of three 
members for one day, to a three-mem- 
ber team, for three days (nine surveyor- 

' days) for large, sophisticated, and highly 
specialized hospitals. 

The Canadian Nurses’ Association 
obtained a seat on the Council in the 
fall of 1972; Isobel MacLeod, Mont- 

| real, represents CNA on the Council. 
(News, October 1972, page 8) 
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NBARN Invited To Be Represented 
On N.B. Council On Smoking 
Fredericton, N.B. — Following a stand 
taken against smoking at the annual 
meeting of the New Brunswick Asso- 
ciation of Registered Nurses last May, 
NBARN has been invited to name repre- 
sentatives to the New Brunswick Coun- 
cil on Smoking and Health. 

The council, formed early in 1973, 
was Organized by the provincial depart- 
ment of health to coordinate educa- 
tional programs on smoking and health. 
Objectives of the council are to: 

@ encourage agencies already active in 
this field to evaluate and expand their 
programs; 

e determine areas of health education 
best suited to volunteer groups and to 
governmental agencies; 

e establish a continuing review of avail- 
able information; 

e find appropriate ways to increase 
present health education; and 

@ support all legislation directed toward 
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fs gone a “represented on the 


~ council, which is the first of its kind in 


Canada, include the Canadian Cancer 
Society, the Canadian Heart Founda- 
tion, the N.B. Tuberculosis and Respir- 
atory Disease Association, and the 
Seventh Day Adventists. The provincial 
departments of education and health 
also have representation on the Council. 


Neurology, Neurosurgery Course 
Proposed For Working Nurses 
Montreal, Que.—The nursing care 
department of Notre Dame Hospital, 
in collaboration with the hospital’s team 
of neurosurgeons, has presented the 
U. of Montreal’s department of conti- 
nuing education with a proposal for a 
certificate course in neurology and neu- 
rosurgery for nurses who are working. 

This program, combined with other 
courses, such as community nursing, 
could lead to a baccalaureate in nurs- 
ing, with specialization in neurology or 
neurosurgery. The only admission 
requirement would be experience as a 
practicing nurse. 

According to Madeleine Gerard, 
chief of inservice education at Notre 
Dame Hospital, the course, if agreed 
on, could be set up along the following 
lines: 

e To offer, at the neurological level, 
a review of anatomy, physiology, path- 
ology, nursing care, pharmacology, 
and clinical and paraclinical examina- 
tions. Preferably, this would include 
a period of probation in the neuro- 
logical and related services. 

e To teach, during the second part, 
the techniques of neurosurgery accom- 
panied by instruction in the operating 
room, followed by a course in neuro- 
surgical care, and ending with a proba- 
tionary period in neurosurgical ser- 
vices. The clinical portion will be offer- 
ed by Notre Dame Hospital, as well as 
by other hospitals. 

The initiators of the project believe 
that courses on legislation and human 
relations, considered essential to the 
practice of modern nursing, should be 
added. These could serve as a basis for 
all certificates offered. 

A similar certificate program in 
cardiology is about to be negotiated. 
According to Ms. Gerard, these pro- 
grams will not begin before January 
1974. 


B.C. Regional Hospital Districts 

Name RNs To Advisory Committees 
Vancouver, B.C. — Five regional hos- 
pital districts in British Columbia, 
which have agreed that nursing should 


; i = i Per he 
P ave named 
nurses to their advisory committees. 

In January 1972, the Registered 
Nurses’ Association of British Columbia 
requested all 28 regional districts to 
include RN representation on their hos- — 
pital boards or committees. At that — 
time, one regional district already had 
two RNs on its hospital board’s advisory 
committee. Four regional hospital dis- 
tricts have since named nurses to their 
advisory committees. 

For several years RNABC has been 
emphasizing the need for nurse partic- 
ipation at all levels of planning and 
coordination of health services in the 
province. 

Geraldine LaPointe, RNABC presi- 
dent, said the association hopes that 
in the near future all regional districts 
will have RNs on their hospital boards 
or advisory committees. “We want them 
all to be in a position to benefit from 
the special skills, technical knowledge, 
and the awareness of patient needs that 
registered nurses can contribute to 
planning for health facilities and ser- 
vices,”’ she said. 
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Hometown Medical Care Provided 
Around The World By IAMAT 
Toronto, Ont. — The International As- 
sociation for Medical Assistance to 
Travellers (IAMAT) aims to make mem- 
bers feel as if they are being treated 
by their family doctor even while in a 
foreign country. The acronym IAMAT 
means to “cure” in Greek. President 
and founder of the association is Dr. 
Vincenzo Marcolongo, a Toronto car- 
diologist. 

There is no membership fee to join 
IAMAT but, since it is a nonprofit 
organization, tax deductible donations 
are welcome. 

Members are given a membership 
card that makes them eligible for 
IAMAT’S services and a pocket-sized 
directory listing IAMAT centers, their 
addresses, and phone numbers in 400 
cities in 116 countries. The alphabetical 
list runs from Afghanistan to Zaire. 

The directory lists, by country and 
city, the centers at which a member can 
obtain medical care 24-hours-a-day 
from a qualified, participating physician 
who speaks English. Physicians have 
agreed to a standard fee schedule of 
$8 for an office call, $10 for a house 
or hotel call, and $15 for a night or 
holiday call. 

“Medical care abroad is often at — 
variance with the standards set by the — 
traveller’s home medical association,” | 
says the 1973 edition of the IAMAT 
directory. “The role of IAMAT is to 
promote a standardization and coordi- 
nation of medical care available to the 

(Continued on page | 
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New from ICN! 


What the well-bandaged 
patient should wear: 


Bandafiz is a seamless round- 
woven elastic ‘‘net” bandage, 
composed of spun latex 
threads and twined cotton, 


Bandafix has a maximum of 
elasticity (up to 10-fold) and 
therefore makes a perfect 
fixation bandage that never 
obstructs or causes local 
pressure on the blood vessels. 


Bandafiz is not air-tight, 
because it has large meshes; it 
causes no skin irritation even 
when used for the fixation of 
greasy dressings. The mate- 
rial is completely non-reactive. 


Bandafix stays securely in 
place; there are eight sizes, 
which if used correctly will 
provide an excellent 
fixation bandage for 
every part of the 
body. 


’ 


Distributed by 


IGN 1 


675 Montee de Liesse, Montreal 377, Quebec 
*Registered trademark of Continental Pharma. 


OCTOBER 1973 


Bandafix does not change in 
the presence of blood, pus, 
serum, urine, water or any 
liquid met in nursing. 


Bandafix saves time when 
applying, changing and 
removing bandages; the same 
bandage may be used several 
times; it is washable and 

may be sterilized in an 
autoclave. 


Bandafiz is an up-to-date 
easy-to-use bandage in line 
with modern efficiency. 


Bandafix replaces hydrophilic 
gauze and adhesive plaster, 

is very quick to use and 

has many possibilities of 
application. It is very suit- 
able for places that otherwise 
are difficult to bandage. 


Bandafix is economical in use, 
not only because of its rela- 
tively low price but because 
the same bandage may be 
used repeatedly. 


Sit 
Bandafix does not fray, 
because every connection 
between the latex and cotton 
threads is knotted; openings 
of any size may be made with 
scissors or the fingers. 
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6 or more 75¢ ea. 


SCOPE SACK neatly carries and pro- 
tects Nursescope or any scope. Double-thick 
frosted flexible plastic, white vinyl binding. 442” 
x 9%". Your own initials help prevent loss. 

No. 223 Sack. . . 1.00 ea. 
Your initials gold-stamped, add 50¢ per sack. 


NURSES PERSONALIZED 


ANEROID SPHYG. 


A superb instrument especially 
designed for nurses! Imported from pre- 
cision craftsmen in W. Germany. Easy- 
to-attach Velcro cuff, lightweight, com- 
pact, fits into soft sim. leather zippered 


case 2¥2"-x 4” x 7”. Dial calibra- 
ted to 320 mm., 10-year accuracy 
guaranteed to +3 mm. Serviced by 
Reeves if ever required. Your ini- 
tials engraved on manometer and 
gold stamped on case FREE, for 
permanent identification and 
distinction. A wise investment for 
a lifetime of dependable service! 


No. 106 Sphyg. . . . 32.95 ea. 


CAP TOTE keeps your caps crisp and clean 
while stored or carried. Flexible clear plastic, white 
trim, zipper, carrying strap, hang loop. Stores flat. Aiso 
for wiglets, curlers, etc. 842” dia., 6” high. 
No. 333 Tote . . 2.65 ea., 6 or more . . 2.35 ea. 
Your initials gold-stamped, add 50¢ per Tote. 


J WHITE CAP CLIPS 

YX. firmly in place! Hard-to-find white bobbie pins, 
enamel on fine spring steel. Eight 2” and eight 
3” clips included in plastic snap box. 
No. 529 Clips . . 3 boxes for 1.95, 
6 for 3.25, 12 for 49¢ ea. 


MOLDED CAP TACS 


Replace cap band instantly. Tiny plastic tac, 
dainty caduceus.-Choose Black, Blue, White 


or Crystal with Gold Caduceus; or all Black 


(plain). The neater way to fasten bands. 


No. 200 Set of 6 Tacs. . . 1.25 per set. 


12 or more sets 1.00 per set 


RNY 
REN 
AVN] 


band material 
pulis off 


Self-adhesive, 


(8 per box) %4” (6 per box) 1” (6 per bbx). 
Specify width under ITEM column on coupon 
No. 6343 Band. . .1.75 per box 


ORDER NO ITEM 


COLOR 


«a 
‘ 


3 or more . 


SIZE 


Holds caps 


QUANT. 


oe 


jewelry-quality Tacs with grippers, holds cap 
bands securely. Sculptured metal, gold finish, 
approx. %” wide. Choose RN, LPN, LVN, RN 

Be? Caduceus or Plain Caduceus. Gift boxed. 
oe nal No. CT-1 (Specify Initials), No. CT-2 (Plain 
3 Cad.) or No. CT-3 (RN Cad.) . . . 2.95 pr. 
SEL-FIX CAP BAND Black velvet 


presses on, 
no sewing. or pinning. Reusable 
several times. Each band 20” long, pre-cut to 
popular widths: %4” (12 per plastic box) 42” 


af METAL CAP TACS pair of dainty 


- 1.50 ea. 


Use extra sheet for additional items or orders 


INITIALS as desired: 
(Good idea 


for distinctive identification) 


TO ORDER NAME PINS, fill out all information in box top 
right, clip out and attach to this coupon. 


! enclose $____ 


Sorry, no COD's or billing terms available 


Send to. 
Street .. 


City 


(Mass. residents add 3% S. T,) 


IT’S EASY TO ORDER REEVES NAME PINS FOR YOURSELF OR FRIENDS! 
Choose style you want, shown left. Print name (and 2nd 
line if desired) on dotted lines below. Check other info in 
boxes on chart, clip this section and attach to coupon 


“yy f Apt, 


4 Y 


bottom left. Attach extra sheet for additional pins. 
NOTE SAVINGS ON 2 IDENTICAL PINS . . . more convenient, 
spare in case of loss. 


LETTERING: —s bee 2nd LINE: .. a ins, ee 

NO. haeees FINISH (Plastic) COLOR | Engraved 1 Line | Engraved 2 Lines 

ALL METAL... rich, trim and Gold |( Duotone Does CD Black 1Pin 1.98] 1Pin 2.58 

: PXeh tailored. Lightweight, smooth = iver |) Polished] not © Dk. Blue a ping ade a Be oe 

" 9 edges, rounded corners. © Satin apply D White (sortie rieme) buiohve ciaoran 
PLASTIC LAMINATE . .. slimmer, white </0) Black } 

AA broader; engraved thru surface to pooy sy rates Green © Ok. Blue} O1 Pin 95/01 Pin 1.45 

contrasting core color. Beveled appl apply CiMed. Blue |},White 012 Pins 1.65/ (2 Pins 2.30 

border matches lettering. ipply PP Cocoa Letters only| (same name) (same name) 

J METAL FRAMED ... Classic Gold Polished White D Black |()1Pin 1.98}Q)1Pin 2.58 

o. 100 O10) design; snow-white plastic with 6 Silver} frame only D Dk. Blue} (12 Pins 3.25] 2 Pins 3.85 

smooth, polished beveled frame. only (same name) (same name) 

MOLDED PLASTIC... .Simple,smart,| Does Does White Black 1Pin 95 1Pin 1.45 

'@} economical. Will never discolor. not not only Ok. Blue 2 Pins 1.65| (2 Pins 2.30 

Smooth rounded corners and edges.| apply apply (same name) (same name) 


*Please add 25¢ per order for 3 pins or less. 


MEDI-CARD SET Handiest reference 
ever! 6 smooth plastic cards (34%” x 54%”) cram- 
med with information, including Equivalencies of 
en, to Metric to Household Meas., Temp. 
°C to °F, Prescrip. Abbr., Urinalysis, Body Chem., 
Blood Chem., Liver Tests, Bone Marrow, Disease 
Incub. Periods, Adult Wgts., Child’s Dosages, etc. 
All in white vinyl holder with gold stamped 
caduceus. No. 289 Card Set . . .-1.50 ea. 
6 or more 1.25ea. 12 or more 1.10 ea. 
Your initials gold-stamped on holder, 
add 50¢ per set. 


KELLY FORCEPS 50 handy for 
every nurse! 542” stainless steel, fully 
guaranteed. Ideal for clamping off tubing. Your 
own initials help prevent loss. 
No. 25-72 Forceps... 2.75 ea. 6 or more 2.50 ea. 
J Your initials engraved, add 50¢ per forceps. 


—_— 


Free Initials and Scope Sack 
with your own 


Littmann Nurseseope! 


Famous Littmann nurses’ 
diaphragm stethoscope... 
a fine precision instrument, 
with high sensitivity for 
blood pressures, apical pulse 
rate. Only 2 ozs., fits in 
pocket, with gray vinyl anti- 
collapse tubing, non-chilling 
epoxy diaphragm, 28” over- 
all. Non-rotating angled ear 
tubes and chest piece beau- 
tifully styled in choice of 5 
jewel-like colors: Goldtone, 
Silvertone, Blue, Green, Pink.* 


FREE INITIALS AND SACK! 
Your initials engraved FREE 
on chest piece; lend individ- 
ual distinction and help pre- 
vent loss. Also FREE SCOPE 
SACK included, worth $1. as 
described above right. (Free 
sacks not personalized; add 
50¢ if initials desired.) Ideal 
for group gifts! Note big sav- 
ings on quantity orders (left). 


6-11...12.80 ea. 12 or more...11.80 ea. 

Group Discounts include free Initials and Sack! 
*IMPORTANT NEW FEATURE: New ‘‘Medallion’’ styling 
includes tubing in colors to match metal parts. If desired, 
please add $1. ea. to all prices above, and add ‘‘M’’ to 
Order No. (No. 216M) on coupon. Duty free 


m! All o 


No. 216 Nursescope... 
13.80 ea. ppd. 


OME —F-" OWN 


25-99 pins, 15%; 100 or more pins, 20%. 
Precision-made imported forged steel. 
SCISSORS Professional quality. Guaranteed 2 years. 
purse. Choose jewelers Gold or gleaming 
Chrome plate finish on coupon 
As above, but larger for bigger jobs. Chrome finish only. 
No. 4500 (4%”) or No. 5500 (5%”) Scissors . . . 2.75 
points. Beautifully polished finish. r 
No. 705 OR Scissors . . . 2.75 ea. a 
All scissors above: 1 doz. or more (any style) . . . 2.00 ea c> 
Your initials engraved, add 50c per scissors. 


3¥%2” LISTER MINI-SCISSORS 

No. 3500 Mini-Scissors . . . 2.75 ea. 

5¥%2” OPERATING SCISSORS 
CLAYTON DUAL STETHOSCOPE Light: 


QUANTITY DISCOUNTS: 10-24 pins, deduct 10%; 
Tiny, handy, slip into uniform pocket or 
42” or 5¥2” LISTER SCISSORS 
Stainless steel, with sharp/ blunt 
~ 
weight imported dual scope; highest sensitivity for apica’ 


pulse rate. Chromed head tubes and chest piece with 


1%” bell and 1%” diaphragm, grey anti-collapse eZ 
tubing. 4 0z., 29” long. Extra ear plugs and D) poe # 
diaphragm included. Two initials engraved free <— 

No. 413 Dual Steth........ 17.95 ea. Duty free 


R NURSES CHARMS ~ 
Finest sculptured Fisher charms,“ aD 
Sterling or Gold Filled (specify under COLOR on coupon) 7 
» Q 
No. 263 Caduceus; No. 164 Cap; No. 68 ys 
Grad. Hat; No. 8. Band. Scissors . . 3.49 ea. ‘b 
allie oe 14K PIERCED EARRINGS 
Dainty, detailed 14K Gold styles, for on or 
cf off duty wear. Shown actual size. Beauti- 
q m Birthstone Colors (specify on coupon): JAN 
~ ih * Garnet, FEB Amethyst, MAR Aqua, APR Crys- 
» 1} tal, MAY Emerald, JUNE Alexandrite, JULY 
\ Ruby, AUG Peridot, SEPT Sapphire, OCT 
No. 13/297 Caduceus; No. 13/276 Cross; ; 
No. 1/010 Gen, Cultured Pearl; No. 6/247 Birthstone }595 perpalr, 
PIN GUARD Sculptured caduceus, chained , 
to your professional letters, each with pinback/ | 
for safety. Gold finish, gift boxed. Choose RN, 
LPN or LVN. NO. 3420 Pin Guard..... 2.95 ea. 
ENAMELED PINS Beautifully sculptured status 
insignia, 2-color keyed, hard-fired enamel on gold plate. 
Dime-sized, pin-back. Specify RN, LPN, PN, LVN, NA, or 
@ RPh. on coupon. 


For bracelet or pendant chain. Add to your collection! 
fully gift boxed. 
Rose Zircon, NOV Topaz, DEC Blue Zircon 
safety catch. Or replace either with class pin [ 5 ray 
mea heN) 
No, 205 Enam. Pin 1.95 ea., 12 or more 1.50 ea. 
PO 4 
Prevent stains and wear! 
Smooth, pliable pure white vinyl. Ideal 
low-cost group gifts or favors. 
No. 210-E (right), two compartments ; 


with flap, gold stamped caduceus... | 
6 for 1.50, 25 or more 20¢ ea. =| 


No, 791 (left) Deluxe Saver, 3 compt. 
change pocket & key chain... L 
6 for 2.98, 25 or more 35¢ ea. - 


Nurses’ POCKET PAL KIT 


Handiest for busy nurses. Includes white 
Deluxe Pocket Saver, with 542” Lister Scissors 
(both shown above), Tri-Color ballpoint pen, 
plus handsome little pen light all silver 
finished. Change compartment, key chain. 


No. 291 Pal Kit 4.95 ea. 
3 Initials engraved on shears, add 50¢ per kit. 


Bzzz MEMO-TIMER time hot packs, heat 
lamps, park meters. Remember to check vital signs, 
give medication, etc. Lightweight, compact (14%2” dia.), 
sets to buzz 5 to 60 min. Key ring. Swiss made. 

No. M-22 Timer....... 4.95 ea. 

3 or more 3.95 ea.; 6 or more 3.50 ea. 


Sy 


White barrel with caduceus imprint, aluminum 
band and clip. 5” long, U.S. made, batteries included (re- 
placement batteries available any store). Your own light, gift boxed. 


No. 007 Penlight . . . 3.98 ea. Your Initials engraved, add 50¢ per light. 


PANTAMEROUS 
Ultra-fashion pants suit 
with form-fitting “L” 
darts. Generous fashion 
puff pockets. Front open- 
ing. New “No-Trip” cuffs 
reduce hazard of catching 
heel . .. and easy to alter, 
too. Inner surgical 
pocket. %4 Sleeves. 
STYLE No. 4628 
100% Dacron Polyester 
Double Knit 

SIZES: 4-18 

31.95 (set) ppd. 


GIBSON GIRL 


Youthful high-rise waist, 
soft shirred skirt, pleat- 
ed blouse. Inner surgical 
pocket. Mini length. 
STYLE No. 4624 
100% Polyester Warp Knit; 
% Sleeves. 
SIZES: 3/4—15/16 
18.95 ppd. 
STYLE No. 4824 
60% Dacron Polyester, 
40% Nylon Cord Jersey. 
Short Sleeves. 
SIZES: 3/4—15/16 
15.95 ppd. 


TUCK-HI 


Chinese square mandarin, 
with milti-tuck front yoke, 
smartly accented with 
buttons on front flange, 
back zipper. A different 
style for today’s nurse. 

% Sleeves. 80% Dacron 
Polyester, 20% Cotton 
Super Faille. 


STYLE No. 4726 


SIZES: 8-20 
17.95 ppd. 


STYLE No. 5726 


SIZES: 4-14 Petite 
17.95 ppd. 


MISS FIVE 


Unique smock style ina 
professional uniform... 
for soft feminine appeal. 

Large generous patch 
pockets and inner surgi- 
cal pocket. Short Sleeves. 

100% Dacron Polyester 
Double Knit “Crystalon”’. 

Alittle girl look at the top 
of fashion. 


STYLE No. 4632 


_‘SIZES:3/4— 15/16 
a 21.95 ppd. 


_ Please Use Coupon Opposite Page 
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traveller abroad.” Membership privi- 
leges do not apply to travel in the 
member’s own country. 

IAMAT’s head office is in New York 
City; there is a European office in 
Switzerland and a Canadian office in 
Toronto. 

For membership, write to IAMAT, 
1268 St. Clair Ave. West, Toronto, 
Ontario M6E 1B9. 


Nurses In Great Britain 

Protest Proposed Salaries 

In National Health Service 

London, England — British nurses 
have been reacting with outrage to the 
proposed salaries for chief nursing offi- 
cers in the reorganized National Health 
Service (NHS). 

Last July 12, Nursing Times report- 
ed that Mary Blakeley, OBE, joined 
the mounting protest. She resigned as 
a member of the panel of assessors for 
the regional nursing officers because 
she “couldn’t go along with the assess- 
ments [of] these salaries.” Ms. Blake- 
ley, who is considered a leading mem- 
ber of the nursing profession, was 
president of the Royal College of 
Nurses until October 1972. 

Interim salary scales for the top 
nurses in the NHS were announced in 
May 1973 by Sir Keith Joseph, secre- 
tary of state for social services, follow- 
ing the breakdown of negotiations with 
the Nurses and Midwives Whitley 
Council. 

In its May 31 editorial, Nursing 
Times explained: “Because the staff 
and management sides of the various 
Whitley Councils have failed to reach 
agreement on suitable salary scales for 
chief officers in the new NHS, and 
because Sir Keith is anxious that the 
timetable of appointments for reorgan- 
ization should not be altered, he has 
taken unilateral action and published 
salary scales he would be prepared to 
approve so that appointments can be 
... made in the autumn.” 

By doing this, the editorial said, 
“he has ignored the most important 
element in the nursing profession’s 
case — the question of equality in the 
new management teams.” 

The new salary scale for regional 
nursing officers in the reorganized NHS 
is supposed to take into account their 
new responsibilities as full members of 
the management team, which also in- 
cludes administrative and finance offi- 
cers, and doctors. But as Nursing Times 


na Ju 
s are any guid 
poor fourthon thisteam. 
“The difference between the 
mum salary of a top nursing o 
and a top administrator is a cool 
unds (approximately —_ $6, 
ursing Times reports. It also poi 
out that “a regional nursing officer 
the top of the scale will be earning o 
1,000 pounds ($2,540) less than 
lowest paid regional administrators.” 
A regional administrator will get a — 
maximum of 9,249 pounds ($23,490), _ 
compared with a maximum of 6,550 
pounds ($16,635) for a regional nurs- 
ing officer. 
_ Criticism of the proposed salaries 
is also aimed at the inequalities they 
would create within the nursing profes- 
sion. According to a news report in the 
May 31 issue of Nursing Times, “the 
top salary for a regional nursing officer 
(6,549 pounds) is over 1,000 pounds 
more than the top salary for a district 
officer in a large district (5,256 pounds). 

“It is felt that although different 
skills may be necessary to administer a 
district than an area or region, the 
difference is not one which should be 
reflected by such great disparities in 
salary,” the report adds. 

Another point of contention is that 
Sir Keith Joseph has not taken uni- 
lateral action with regard to doctors’ 
salaries, which are expected to begin 
well above 10,000 pounds ($25,400), 

The new salaries are to be reviewed 
by April 1, 1975, at the latest. 


9) 
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Children’s Hospital Opens Units 

For Patients And Their Mothers 
Toronto, Ont. — With the opening of 
two new facilities at The Hospital for 
Sick Children in September 1973, 
mothers of hospitalized children can 
now live at the hospital and learn to 
care for their children. 

One of these facilities is a hostel 
unit, located on the sixth floor of the 
nurses’ residence adjoining the hospital. 
This unit accommodates 26 mothers, 
most of whom are expected to come 
from outside Toronto and even from 
other countries. Cost of the accommo- 
dation is $5 a day or $30 a week. 

The other new facility, called the 
care-by-parent unit, can accommodate 
14 ambulatory patients and their moth- 
ers. Two categories of patients receive 
care in this unit: those who require 
extensive tests or treatment but not 
continous medical care, and those who 
are ready. for release from hospital as 
soon as their families are trained in 
home-care procedures. 

In the care-by-parent unit, young 
children share a room with their moth- 


(Continued on page 16) 
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or their children’s personal 
id for making sure the rooms 
the beds made, and the patients 
d at a reasonable time. 
These mothers learn to care for their 
ren who have tracheotomy tubes 
s makers, and accompany them 
sts and therapy sessions. A recep- 
t is on duty on the unit from 8:00 
A.M. to 8:00 P.M., and a telephone 
gives them direct “hot-line” contact 
with the emergency department. 
Re? Residents in both units have access 
to a lounge with books and television 
- _and to a kitchen well stocked with basic 
supplies, such as coffee, cookies, and 
_ peanut butter. Toys are also provided 
or the young patients. 

A preliminary hospital survey of 
parents who had children eligible for 
the care-by-parent unit indicated the 
parents were enthusiastic about the 
plan. Letters were sent to 154 mothers 
to see if they were interested in partici- 
pating. Of the 85 replies received, 73 
of the mothers were in favor of living 
in with their child. 


Community Health Center Opens 

In High-Rise Apartment Complex 
Toronto, Ont. — Since last August 14, 
more than 8,000 tenants in mid-Toronto 
have had access to on-the-spot health 
care. They live in the St. James Town 
high-rise apartment complex, where a 
community health center is operating 
as an extension of the family practice 
unit of The Weilesley Hospital. 

The need for the health center is 
greatest among the 3,000 tenants who 
live in the four apartment buildings 
operated on a “rent-geared-to-income” 
basis by the Ontario Housing Corpora- 
tion. More than 1,100 of these tenants 
are elderly and disabled. For them, the 
center is especially well located —on 
the ground floor of one OHC building. 

Dr. Irwin Bean, director of the center 
and family physician-in-chief at The 
Wellesley Hospital, calls the center ‘the 
best example of community self-help 
I’ve ever seen.” 

It was the tenants’ association in one 
of the OHC buildings that took the 
first step by approaching the St. James 
Town management. Both groups then 
met with officials from The Wellesley, 
which is across the street from St. James 
Town. Cooperation also came from 
the Ontario and federal departments 
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ination and ambulatory treat- 
ment, staff offices and lounge. In ad- 
dition, the St. James Town branch of the 
YMCA is making exercise rooms avail- 
able as part of a preventative and 
therapeutic rehabilitation program. 

The Emergency Help Service ot St. 
James Town, which a group of tenant 
volunteers organized to help disabled 
residents, has been integrated within 
the health center. Before the center 
opened, this service helped residents 
by making meals, cleaning, and taking 
them to the doctor. 

At present, the staff includes two 
doctors, two registered nurses, a public 
health nurse, and a social worker. They 
are backed up by the consultant and 
supportive services of the hospital. 

Two Wellesley nurses, Gene Gunn 
and Shirley Heard, planned the center 
and hired staff. Ms. Gunn is director of 
outpatient clinics, and Ms. Heard is 
clinical coordinator of the department. 


Patients’ Representative 
Humanizes Hospital Stay 
Montreal, Que. —One of the main 
purposes for a patient relations repre- 
sentative at the Jewish General Hospi- 
tal is to humanize the patient’s hospi- 
tal experience. The first patient rela- 
tions representative (ombudsman) in 
Canada is Peggy Lahaie, who began 
the work in February 1973. 

Another purpose of the position is 


philo 


and waiting rooms, rooms 


It’s Winnipeg In '74 


SS 


The Gateway to the West swings 
both ways — join nurses from across 
Canada at CNA’s annual meeting and 
convention in Winnipeg, June 16 
to 21, 1974. There is murky water 
(Cree meaning of Winnipeg) at the 
juncture of the Assiniboine and Red 
Rivers, but if you can see your way 
clear to come, you'll have a “buffalo 
of a time!” (No whales in the Red 
River!) 


s of the hospit to the © 
patient and the patient’s problems and 
opinions to the hospital administration. 
She also explains the patient’s needs to — 
hospital administration and staff. 

The patient ombudsman is respon- 
sible to the hospital administration 
through the medical director, to whom 
she reports daily. Her salary is paid 
from funds supplied for the purpose 
by the women’s auxiliary. 

A questionnaire, sent to patients af- 
ter their discharge, asks whether the 
individual felt the nursing staff were 
interested in him as a person, were 
prompt and courteous in responding to 
his requests, and whether the schedule 
was arranged to allow him adequate 
rest. Other questions concern meals; 
volunteers; admitting procedure; TV, 
telephone, mail, and flower service; 
x-ray; and laboratory. 

The returned questionnaires are 
reviewed by the patient relations rep- 
resentative. The compiled results of 
the questionnaires are shared with the 
assistant director of nursing service. 
The ombudsman communicates direct- 
ly with the head nurses in many in- 
stances, but she maintains a liaison 
with the assistant director. 

Patients are made aware of the 
ombudsman’s services by a booklet on 
the bedside table, explaining how the 
patient or his family can contact the 
patient relations representative, and 
a sticker on the telephone, giving the 
telephone number and location of the 
ombudsman. 

Among the ombudsman’s chief 
responsibilities is to receive and rectify 
complaints. She interviews the patient 
and discusses the situation, investigates 
the complaint, and initiate’s action or 
change to correct the situation. She 
tries to handle all problems on the low- 
est possible level of the organization. 

She follows up the action and reports 
to the patient what corrective measures 
are, were, or will be taken. She also 
keeps a record of complaints, compli- 
ments, and services given. In this way 
she is aware of trends developing ir. 
specific areas. She implements ideas for 
improvement and discusses these with 
the director or division head involved. 


Helen Taylor, director of nursing 
service at the Jewish General Hospital, 
told The Canadian Nurse: “The two- 
way communication between the om- 
budsman and members of the nursing 
staff at all levels has been open and 
objective.” 

Ms. Lahaie was public relations 
director of a Montreal hotel before 
becoming the Jewish General's patient: 
relations representative. 
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for a better reflection of nursing progress 


Spencer: 
PATIENT CARE IN ENDOCRINE 
PROBLEMS 


A comprehensive, clinically oriented text for nursing 
care in diseases and disorders of the endocrine system. 
Reviews physiology and pathophysiology of each endo- 
crine organ and discusses its diseases, treatment and 
nursing care. A case study, or “patient portrait,” is in- 
cluded for each organ. By Roberta T. Spencer, F.N., 
M.S.N.E. 230 pp. Illustd. $10.05. January 1973. 


Watson: 
MEDICAL-SURGICAL NURSING 
AND RELATED PHYSIOLOGY 


The physiologic basis of patient care is discussed in the 
27 clearly written and concise chapters found in this ex- 
ceptional text. The author reviews the relevant anatomy, 
physiology, and pathophysiology—and, on that basis, 
sets forth the rationale and goals of effective treatment 
and nursing. Extensive cross-references lead the reader 
to relevant ancillary discussions. The nearly 100 illustra- 
tions are of unusual instructional quality and visual 
appeal. By Jeannette E. Watson. R.N., M.Sc.N. 786 pp. 
IMlustd. $10.30. April 1972. 


Stryker: 
REHABILITATIVE ASPECTS OF ACUTE 
AND CHRONIC NURSING CARE 


This book has been specifically designed to help you im- 
plement rehabilitative steps in acute and long-term care 
as well as restorative care of the chronically ill and dis- 
abled. The author presents discussions which relate par- 
ticularly to problems associated with neuromuscular and 
skeletal conditions, and to principles, components, and 
applications of rehabilitative measures. By Ruth P. 
Stryker, R.N., M.A. 236 pp. 125 ills. $8.00. April 1972. 


W.B. SAUNDERS COMPANY CANADA, LIMITED 


33 Oxford Street, Toronto 18 


Harrington & Brener: 
PATIENT CARE IN RENAL FAILURE 


A thorough guide to treatment of patients with kidney 
disorders. The authors review basic anatomy and phys- 
iology—including fluid and electrolyte balance—and 
build to a detailed coverage of practical methods of 
nursing care. They describe treatment by hemodialysis, 
peritoneal dialysis, transplantation, and conservative 
methods of correcting renal failure. Lastly, they look 
into the prevention and control of renal diseases. By 
Joan D. Harrington, R.N., B.S.N., M.A.; and Etta Rae 
Brener, R.N., B.S.N., M.Ed. About 305 pp. Iilustd. 
About $10.05. Just Ready. 


Robinson: 
PSYCHIATRIC NURSING AS 
A HUMAN EXPERIENCE 


Emphasizing the human qualities so necessary in 
psychiatric nursing, this text provides you with an 
understanding of how to cope with and creatively. re- 
spond to a patient’s problems and anxieties. The nurse 
is depicted encountering patients with psychological 
problems in a variety of settings—individual psycho- 
therapy; community work; family, group, and institu- 
tional therapy. Intervention through environmental 
manipulation, behavior modifications, and remotivation 
are fully discussed. By Lisa Robinson, A.N., Ph.D. 352 
pp. $8.25. September 1972. 


Bermosk & Corsini: 
CRITICAL INCIDENTS IN NURSING 


Illuminates common human-relations problems which 
confront today’s nurse. From euthanasia to a pro- 
fessional disagreement with a doctor, each of 38 in- 
cidents is scrutinized by a panel of specialists who voice 
their opinions on how to approach the problem ethically 
and with professionalism. Provides a beneficial learning 
experience for any nurse. By Loretta Sue Bermosk, F.N., 
M.Litt.; and Raymond J. Corsini, Ph.D. 369 pp. $11.85. 
June 1973. 


Please send and ( bill me 0) send postpaid—check enclosed 


1 8517 Spencer: Endocrine Problems $10.05. 


4528 Harrington & Brener: Renal Failure About $10.05. 


1 9135 Watson: Medical-Surgical Nursing $10.30. 1) 7620 Robinson: Psychiatric Nursing $8.25. 


0 8638 Stryker: Rehabilitative Aspects $8.00. 


©) 1696 Bermosk & Corsini: Critical Incidents $11.85. 
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Solutions 
Administration sets 
Drainbox™ 


Now with the Urogate System you can 
choose from four handy big-mouth bot- 
tles. 


You'll like the new 500 ml. and 1,000 ml. 
sizes. They’re just right when you need 
smaller volumes of pour solutions. 


Or, where you need J/arger volumes, the 
familiar 1,500 ml. and 3,000 ml. Urogate 
containers are ideal. 


Those generous 38-mm. openings are 
built for business! For example, you can 
empty the new 1,000 ml. bottle in 10 sec- 
onds. Or empty the 500 ml. bottle in just 
7 seconds. 


Urogate 


‘The total system tomeet ” 
all your irrigating requirements __ 


(Or, when you choose, pour a slow, care- 
fully regulated stream.) 


No mix-up with I.V. bottles on your shelf 
either: you can recognize the distinctive 
Urogate shape at a glance. What’s more, 
these bottles accept only Urogate urologic 
sets. No chance of accidental intravenous 
infusion. 


Youll find a choice of Urogate solutions 
and sets for all your surgical and urologic 
irrigating needs. It will be worth your 
while to learn the details. Why not talk to 
your Abbott Representative this week. 


=) 


Most widely used of all irrigating solution systems 


*RD.T.M. 
ATM. 


008242 
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‘new products 


Descriptions are based on information 
supplied by the manufacturer. No 
endorsement is intended. 


DualPeel Pouches 


DualPeel pouches 

DualPeel pouches from Tower Prod- 
ucts, Inc. can be either gas or steam 
sterilized; both process indicators are 
on each pouch. The peel-open feature 
allows quick aseptic presentation in 
operating rooms. 

The paper/plastic pouches allow 
items to be identified easily through 
the clear plastic side. The surgical- 
grade-paper side allows thorough ster- 
ilization, prevents costly bag failure, 
and minimizes fiber tearing or shred- 
ding. 

According to the company, DualPeel 
pouches are ideal for sterile surgical 
items requiring aseptic presentation 
and low cost breathable packaging. 

For further information and a free 
sample, write to Tower Products, Inc., 
1919 S. Butterfield Road, Mundelein, 
Illinois 60060, U.S.A. 


IVAC 500 infusion pump 

All standard IV setups and tubing can 
be used with the IVAC 500 infusion 
pump, which ensures positive flow and 
adjusts to and maintains the prescribed 
rate. It cannot infuse air, and if the 
bottle runs out of fluid, the pump will 
go into alarm and will shut off auto- 
matically. 
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According to IVAC Corporation, 
this product is ideal for Pitocin ad- 
ministration and viscous IV solutions, 
and is a necessity for obstetric and 
pediatric departments. 

For additional information, write 
to Sterimed, division of SteriSystems 
Ltd., 47 Baywood Road, Rexdale, 
Ontario. 


ry 


Infusion Pump 


Antibiotic for vaginitis 

Vanobid, introduced by the Wm. S. 
Merrell Company, is a new antifungal 
antibiotic for treating vaginitis due to 
Candida Albicans and other Candida 
species. 

Vanobid is available as a vaginal 
ointment or a vaginal tablet. Accord- 
ing to the company, B.I.D. treatments 
for 14 days have established micro- 
biological cure rates of approximately 
80 percent, and 90 percent after a 
second course of therapy in difficult 
cases. 

For more information, write to the 
William S. Merrell Co., 2 Norelco Drive, 
Weston, Ontario. 


Welder’s Eye-Ease 

Safeco Welder’s Eye-Ease is now made 
in Canada. It is recommended for the 
relief of discomfort caused by flash 
burns from welding or arcing equip- 
ment, sun and snow blindness, and 
minor irritations caused by wind and 
dust. 

This liquid immediately spreads 
over the affected surface to give quick 
and effective relief for conditions that 
result from exposure of the eye to ultra- 
violet or infrared rays of the welder’s 
arc. It is bottled in a convenient new 
one-ounce, self-dripping, plastic bottle, 
which eliminates a glass dropper. 

Welder’s Eye-Ease is available from 
Safety Supply Company, 214 King 
Street East, Toronto, Ontario. 


tetal heart monitor 

The Fairfield Fetone “M’’ fetal heart 
monitor operates directly from the AC 
power supply, always ready for imme- 
diate use. It is available with the follow- 
ing alternative transducers: 

e directional transducer for use in 
diagnosis throughout pregnancy; 
e wide-angle transducer for 
monitoring during labor; 

e early fetal pulse detection (10 to 12 
weeks); 

e viable fetus confirmation; 

e placental localization (24 to 26 
weeks); and 

e battery-powered unit. 

More information can be obtained 
from Sterimed, division of SteriSystems 
Ltd., 47 Baywood Road, Rexdale, 
Ontario. 
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\ The Gentle’ 
Ones 
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Minimize trauma to sensitive mucosa with 
the Gentle Ones — Davol’s unexcelled quality 
22” 20”, 18” and 16” rubber suction catheters. 

Made of soft, gentle, X-ray opaque red latex, 
with specially formed tips. 


But don’t be fooled. The Gentle Ones are also 
strong. With properly proportioned eyes 
for aspirating thick, tenacious exudate. 
Sturdy, full-flared funnels to allow 
quick, positive connections to suction 
tubing. Control valves for manual 
control of suction, raised to prevent 
finger contamination by the exudate. And strong, 

pliable, uniformly smooth surfaces to make insertion easy. 


Davol single-use latex catheters are now available ina 
» greater choice of lengths and French sizes; there’s a new 
22” catheter with control vent to complete the line. 
And they come sterile in individual see-through, 
peel-back packages. 


So make a point to ask your Davol Dealer 

a Salesman about the Gentle Ones. Davol 
Canada Ltd., 1033 Range View Road, Port Credit, 
Ontario L5E-1H2. Phone: (416) 274-5252. 
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COCKTAIL FOR ONE 


Why not have the ‘‘black and white cocktail’ served in your 
hospital in the Patient Cup™? The wide-mouth opening of this liquid 
unit dose container makes it easy for the patient to drink ORGANON’S 
smooth suspension of Milk of Magnesia and Cascara. (It’s pleasant 


tasting, too.) 


Each Patient Cup delivers a stable, precise dose of Magnesium 
Hydroxide (8%) equivalent to 30 ml. Milk of Magnesia U.S.P., and 
Cascara Extract equivalent to 5 ml. Aromatic Cascara Fluid extract 


U.S.P. Alcohol 3.5%. 

No mixing. No pouring. No waste. 

Here is another opportunity for your pharmacy to 
extend its control of medication right up to the 
administration of a single dose. And, you’ll make 
some more friends in the nursing department 

as well. 

Order several shippers of Milk of Magnesia- 
Cascara Suspension. There are 100 doses in each, 
packed 10 to the shelf tray. 

Set ’em up! 


ORGANON CANADA Ltp/LTEE 
Organon INTRA MEDICAL PRODUCTS DIVISION 
TORONTO, CANADA 
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new products 


(Continued from page 20) 


Latex procedure gloves 

New disposable latex procedure gloves 
for uses ranging from catheterization 
to emergency room procedures are being 
marketed by Perry, a division of Affil- 
iated Hospital Products. The sterile 
gloves are .003 to .004 inches thick, 
which gives a natural feel, and have 
tapered fingers to prevent wrinkling 
and assure better sensitivity. 

The gloves, made from surgical latex, 
are beaded to keep them in place; the 
beading, combined with a minimum of 
powder, makes them easier to put on. 
They come in small, medium, and large 
sizes, and are packed 25 pairs per box. 
Each pair comes in a small, peel-down 
package, which is cold sealed to elim- 
inate contamination from frayed edges. 

For more information and samples, 
write to Affiliated Medical Products 
Limited, 90 Commercial Ave., Ajax, 
Ontario. 


Literature available 

Medtronic, Inc., Minneapolis, Minne- 
sota, has published a colorfully-illustrat- 
ed manual entitled “An Overview of 
Pacing” in its Currents series. 

The overview gives a brief look at 
the structure and function of the heart 
and circulatory system; the mechanism 
of response of a muscle cell to a stimu- 
lus, resulting in contraction; the normal 
cycle of events that occurs with each 
heartbeat. It also discusses the way the 
heart normally controls its own rhythm, 
and the failure of this control, requir- 
ing an artificial pacemaker; the basics 
of pacemaker circuit operation, and the 
types of pacemaker circuit and pacing 
electrode available; and pacemaker 
implantation and patient management. 

Information about obtaining this 74- 
page manual is available from Med- 
tronic of Canada Ltd., 5925 Monkland 
Avenue, Montreal, Que. 


Clin-Alert, a $25 per year subscription 
service for health care professionals, 
provides current information on adverse 
drug reactions, drug interactions, and 
related therapeutic hazards. 

Clin-Alert mails up to 30 bulletins 
annually on pertinent reports of adverse 
drug reactions digested from medical 
literature originally published through- 
out the world. A perpetual updating is 
accomplished by the continual monitor- 
ing of some 150 leading medical jour- 
nals published on five continents. Each 
bulletin contains about a dozen sum- 
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Quarter! 


a Clin-Alert 10-Year (1962-1971) 
Cumulative Index and back issues from 
1962 are available. 

Write to Clin-Alert, Science Editors, 
Inc., P.O. Box 7185, Louisville, Ken- 
tucky 40207, U.S.A. 


A new color brochure, entitled The 
Sound Way to Cleaner Instruments, is 
available from Castle Company, a div- 
ision of Sybron Corporation. 

The appear color brochure dis- 
cusses the features of four of Castle’s 
sonic cleaners, with a description of 
how sonic energy is used in cleaning 
medical instruments. It describes Cas- 
tle’s three-compartment sonic cleaner, 
which features separate clean, rinse, 
and dry chambers, and cuts processing 
time in half. Also mentioned is Castle’s 
sonic sink for light loads, automatic 
conveyor sonic cleaner for use in the 
medium to large hospital, and an expla- 
nation of Castle’s complete instrument 
processing system. 

Write to Castle Company, 1777 E. 
Henrietta Rd., Rochester, New York, 
14623, U.S.A. 


A 12-page illustrated bulletin (no. 480- 
3) describes the Gould 9500 Computer- 
ized Monitoring System, which com- 
bines arrhythmia monitoring, patient 
data processing, and ECG analysis/ 
printout in a single, hospital-oriented 
system. 

A highlight of the Gould 9500 system 
is a minicomputer, which, for arrhyth- 
mia monitoring, continuously analyzes 
ECG signals from up to 16 acute care 
patients. Special programming estab- 
lishes a “reference”? ECG from each 
patient’s individual heartbeat, and any 
ectopic beats actuate automatic alarms. 

The Gould 9500 shows ease and 
flexibility of entering, retrieving, and 
displaying vital patient data. This ca- 
pability, extending from admission to 
discharge from acute care units, elim- 
inates the need for nurses to prepare 
handwritten notes. A nurse can learn 
to operate the Gould 9500 in less than 
an hour, since the system involves no 
unfamiliar computer language or spe- 
cialized techniques. 

Detailed patient information, such 
as alarm limits, trend curves, notes, 
and lab tests, can be easily called up 
from the system’s index page display. 
Also, printed summary reports on each 
patient are automatically produced on 
demand every 24 hours and when the 
patient is discharged. 

The bulletin is available from Mar- 
keting Services, Gould Inc., Instrument 
Systems Division, 3631 Perkins Ave., 
Cleveland, Ohio 44114, U.S.A. wo 
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cumulative indexes and a 
‘special binder are provided; in addition, 


What no hospital 
bed should be 
without, 

a Decubinix® 
bed pad. 


1/4” thicker than the next best pad. 
Fire resistant. 

Higher degree of absorbency. 

Can be laundered two or three times. 
Autoclaveable. 


May be cut to any desired 
size or shape. 


| MAIL THIS COUPON TODAY FOR | 


; A COMPLETE CATALOGUE. 
| | 
| HOSPITAL | 
| y/ PRODUCTS | 
DIVISION 
| | 
| Scholl (Canada) Inc. | 
| HOSPITAL PRODUCTS DIVISION | 
| 174 Bartley Drive | 
Toronto 16, Ontario 
NAME 
| TITLE | 
| | 
| HOSPITAL | 
| | 
| ADDRESS | 
CITY PROV. 
| | 
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Margaret Nugent 


Margaret McCrady 


New appointments to the staff of the 
Health Sciences Centre of Winnipeg 
have been announced: Margaret Mc- 
Crady, as assistant to the vice-president, 
nursing; E. Margaret Nugent, director, 
nursing of adults; Richard Paterson, 
director, administrative services (nurs- 
ing), and administrative assistant of 
children’s services; Pat Scorer, director, 
nursing of children; and Doris Setter, 
associate director, nursing of adults. 
Ms. McCrady graduated as a nurse 
from the Winnipeg General Hospital 
School of Nursing, earned her B.N. at 
the University of Manitoba, and as a 
CNF scholar, an M.Sc.N. at the Univer- 
sity of Western Ontario, London. 
Except for two tours of duty in hos- 
pitals in New Haven, Conn., and 
Thunder Bay, Ont., Ms. McCrady’s 
career has been largely devoted to 
teaching in hospital schools of nursing 
in Winnipeg. 


Pat Scorer 


Richard Paterson 


Ms. Nugent (R.N., Winnipeg General 
Hospital School of Nursing; B.A., U. of 
Manitoba; M.A. (nurs. educ.), Colum- 
bia U.), prior to her present appoint- 
ment, was director of nursing service 
at the Winnipeg General Hospital. Ms. 
Nugent, a past president of the Man- 
itoba Association of Registered Nurses, 
is a member of the board of the Cana- 
dian Nurses’ Foundation and of the 
advisory council, Manitoba division 
of the St. John Ambulance Association. 

Mr. Paterson (B.A., U. of Manitoba; 
M.H.S.A., U. of Alberta) was, early 
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in his career, a certified nursing assist- 
ant, and later a registered x-ray techni- 
cian. Since 1970, he has held hospital 
and related administrative appointments 
in Winnipeg. 

Ms. Scorer (R.N., Children’s Hospi- 
tal School of Nursing, Winnipeg; B.Sc. 
N., U. of Manitoba) has been director of 
nursing, Children’s Hospital, Winnipeg, 
since 1962, before which she had been 
assistant director of nursing. Earlier 
in her career, Ms. Scorer nursed at 
Oakland Children’s Hospital and was 
head nurse, tuberculosis and chest 
surgery, at the University of Texas. 

Ms. Setter (R.N., Misericordia 
General Hospital School of Nursing, 
Winnipeg; Cert. rehabilitation nursing, 
Rehabilitation Institute, Detroit, Mich.; 
Cert. respiratory disease nursing, U. of 
Minnesota, Minneapolis) was a nursing 
sister with the 
Royal Canadian 
Navy during World 
War II, has worked 
with an internist in 
London, Ontario, 
and has been on the 
staff of the Victor- 
ian Order of Nurses 
in Montreal, nurs- 
ing director of the health department of 
the Town of Mount Royal, and school 
nurse in St. Bruno, Quebec. She came 
to the Manitoba Rehabilitation Hospi- 
tal in 1963 to teach rehabilitation nurs- 
ing and held various positions there 
before becoming director of nursing 
services. 


Frances Sikora succeeds Joan Monier- 
Williams as nurse director of the Ottawa 
branch of the Canadian Mothercraft 
Society. 

Ms. Sikora (R.N., University Hos- 
pital School of Nursing, Edmonton; 
B.N., McGill University, Montreal) is 
currently working toward a master of 
education degree at the University of 
Ottawa. Her nursing career has includ- 
ed health nursing in a home for un- 
married mothers in Edmonton, and the 
positions of lecturer, educational 
director, and assistant director of the 
school of nursing, St. Joseph’s Hospital, 
Peterborough. 

Ms. Sikora has also been involved 
in volunteer programs promoting com- 
munity health and education, and in 
Peterborough’s United Community 
Services as a council member. 


Shirley Savoie is the new director of 
nursing services, Shuswap Lake Gener- 
al Hospital, Salmon Arm, B.C. 

In the interval between earning her 
R.N. at Hotel Dieu Hospital school of 
nursing, Moncton, N.B., and her B.S.N. 
at Seattle University, Seattle, Washing- 
ton, Ms. Savoie’s nursing career has 
brought her to the Providence Hospital, 
High Prairie, Alberta, as staff nurse; 
to Notre Dame Hospital, North Battle- 
ford, Saskatchewan, as supervisor; and 
to St. Joseph’s General Hospital, Daw- 
son Creek, B.C., as supervisor, then 
director of nursing. 

Prior to her current appointment, 
Ms. Savoie has been nursing care co- 
ordinator at the Misericordia Hospital, 
Edmonton, Alberta. 


Shirley M. Stinson, has been named 
graduate program coordinator for the 
school of nursing, University of Al- 
berta, Edmonton. She will direct the 
new masters in nursing program in 
Nursing in Acute Illness, the first 
clinical nursing program aimed at acute 
illness as a specialty area. 

While students’ specialized clinical 
interests (such as medical-surgical, 
maternal child health, and/or psychiat- 
ric nursing) will be regarded in planning 
their programs, primary emphasis will 
be on preparing graduates to nurse the 
acutely ill, whatever their clinical 
category. The curriculum allows stu- 
dents to take part of their course work, 
such as research design and statistics, 
in the division of health services admin- 
istration along with other health 
professionals. 

Dr. Stinson (B.Sc., U. of Alberta; 
M.N.A., U. of Minnesota; Ed.D., 
Columbia U.) was a 1973 recipient of 
a senior national health research sci- 
entist award. She has held a dual ap- 
pointment as professor in the school 
of nursing and the division of health 
services administration since 1969. 

Dr. Stinson has been a member of, 
among others, the Boudreau Committee 
on Nurse Practitioners and CNA’s 
special committee on nursing research. 


Jean Leask, recently retired director of 
the Victorian Order of Nurses, has been 
named Officer of the Order of Canada, 
one of Canada’s highest honors. 
(Continued on page 26) 
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Who makes surgeons’ — 
gloves for the giants 
of skill who are 
small in stature 
and wear 
size 51/2 


Perry!. . Naturally! But why? —Because small in stature doesn’t mean small in the 
appreciation of proper fit and other features and benefits that have made Perry the 
most widely used latex surgeons’ gloves—in any size! Like all Perry Latex Surgeons’ 
Gloves, size 52s have beaded wrists for added protection and strength, whisper thin 
palms to lessen hand fatigue, exclusive Dermashield® process that provides a durable 
hypo-allergenic finish and packaging to fit your preferred dispensing technique. If 
you'd like a sample of Perry Latex Surgeons’ Gloves, please write us. By the way, you 
don't have to wear size 5%, we'll send you the size gloves that fit you. 


erry gloves 


A PRODUCT OF 


AFFILIATED MEDICAL PRODUCTS LIMITED 


90 Commercial Ave., Ajax, Ontario 
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Elaine (R.N., St Mary’s 
chool of Nursing, Montreal, 
>; B.Sc.N., Ottawa University; 
Catholic University of Amer- 
/ashington, D.C.; Sigma Theta 
ational Honorary Society of 
g) has recently been appointed 
r of nursing at St. Mary’s of the 
Hospital, Kingston, Ontario. 
” Sister Mary Elaine 
has held a number 
of varied positions 
at St. Mary’s Hospi- 
tal in Montreal, 
‘including 15 years 
as director of nurs- 
ing. She wasa 
member of many 
committees of the 


i 


_ Association of Nurses’ of the Province 


of Quebec and an active member of the 
Association of Hospital Administrators. 
She has been a member of the Task 
Force Committee on Nursing Education 
in Kingston and has been appointed to 
the Advisory Committee of St. Law- 
rence College Nursing Division. 


Rose Imai has recently assumed the 
position of nursing consultant, health 
manpower services, Health and Welfare 
Canada. 

= A former research 
officer with the Ca- 
nadian Nurses’ As- 
sociation, Ms. Imai 
had been on a spe- 
cial assignment in 
Washington, D.C., 
for the Pan Amer- 
i re. ican Health Organ- 
le #— ization prior to 
joining the public service early in 1973. 


M. Elizabeth Carnegie has been appoint- 
ed acting editor of Nursing Research, 
having previously been senior editor of 
Nursing Outlook. 

Dr. Carnegie earned her RN. at 
Lincoln School for Nurses, New York 
City; A.B. at West Virginia State Col- 
lege, Institute W.Va.; M.A. at Syracuse 
University, Syracuse, N.Y.; D.P.A., 
New York University; and, in addition, 
studied at the University of Toronto. 

Prior to beginning her editorial ca- 
reer in 1953 as assistant editor of the 
American Journal of Nursing, Dr. 
Carnegie had been dean and professor 
at the school of nursing, Florida Agri- 
cultural and Mechanical College, Talla- 
hassee, U.S.A. 
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 bian Hospitalgnew Wesunintier. dipl. 


‘ho is « n leave of 


Ms. Janzow (Reg.N., Royal 


teaching and supervision, and B.Sc.N., 
University of British Columbia; M.A., 
University of Washington, Seattle), 
after serving in World War II with the 
Royal Canadian Army Medical Corps, 
became director of nursing, Jubilee 
Hospital, Vernon, B.C. 

On joining the Victorian Order of 
Nurses, Victoria Branch, in 1957, Ms. 
Janzow had been assistant director of 
nursing at the Royal Columbian Hospi- 
tal in New Westminster for several 
years. Then, she served for five years as 
rehabilitation nursing consultant in 
the Toronto office of the VON. 

During the past year, Ms. Janzow 
taught psychiatric nursing at the Van- 
couver General Hospital School of 
Nursing. 


Margaret R. Charters, director of nurs- 
ing, Hamilton General Hospital, was 
elected president of the Council of the 
College of Nurses of Ontario at its 
meeting in June. 

Una L. Ridley, Director of the School 
of Nursing, Kingston General Hospital, 
and Chairman, Health Services Depart- 
ment, St. Lawrence College of Applied 
Arts and Technology, was elected vice- 
president. 


Dr. H. Mahier assumed his duties as 
the new director-general of the World 
Health Organization upon the retire- 
ment in July of Dr. M.G. Candau, its 
director-general for the past 20 years. 

Dr. Mahler, originally from Den- 
mark, has been with WHO since 1951. 
He is the author of several publications 
relating to the epidemiology and con- 
trol of tuberculosis, and the applica- 
tion of systems analysis to health care 
problems. 


Ola Dancause, recently retired, has 
been a public health nurse almost from 
the beginning of public health nursing 
in Ontario. A graduate of the Ottawa 
Civic Hospital School of Nursing, she 
studied public health nursing at the 
University of Western Ontario to pre- 
pare herself for her career in the south- 
eastern counties of Ontario. Hers has 
been the personal touch, and the 
innovative approach, even to having a 
blacksmith construct an iron rim with 
four legs to hold the tobacco cans she 
used for sterilizing needles, and to 
converting a cutter into an ambulance 
of sorts to get a patient with a brain 
tumor to hospital in midwinter. 
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as a member of the board of directors — 
of the Canadian National Institute for 

the Blind in Cornwall, and is a member 
of the Federation des Femmes Cana- 


diennes Frangaises. 


Eileen Greenwood 
has joined a 13- 
, member hospital 

team in Surakarta 
(Solo), Central 
Java, to serve under. 
the auspices of 
CARE-MEDICO. She 
is teaching Indone- 
a — 8. sian nurses, as well 
as ministering to patients. 

Ms. Greenwood (Reg.N., St. Mi- 
chael’s Hospital School of Nursing, 
Toronto; B.Sc.N., U. of Western On- 
tario, London) has had two tours of 
duty working with leprosy patients: at 
the Kaonda Hospital in Zambia, Atrica, 
and at the Christian Medical College 
Hospital in Velore, Tamil Nadu, India. 
During the past four years she has been 
on staff at the Stratford General Hospi- 
tal, Stratford, Ontario. 


Jo-Ann Tippett Fox, Assistant Professor, 
School of Nursing, Dalhousie Universi- 
ty, has been awarded a Medical Re- 
search Council Studentship of $4,050 
per annum, renewable up to four 
years. 

Ms. Fox graduated from the Mont- 
real General Hospital School of Nurs- 
ing, took her B.N. at the University of 
New Brunswick, and her M.Sc. (Phys- 
iology) at Queens University. She 
plans to return to Queens this Septem- 
ber to gain her Ph.D. in gastrointestin- 
al physiology. 


Ferne Trout, Van- 
couver, recently 
joined the Canadian 
Council on Hospital 
Accreditation 
as nurse consultant. 
She will be involved ~ 
in the research and 
Kes ee demonstration 

program on hospital 
use and clinical appraisal, funded by 
the W.K. Kellogg Foundation. 

Ms. Trout (R.N., Vancouver General 
Hospital School of Nursing: B.A. and 
B.A.Sc., University of British Colum- 
bia: Dip.H.A., University of Toronto) 
has worked in British Columbia in 
nursing service, administration, and 
education, chiefly in hospitals. Her 
most recent appointment was as head of 
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Information for Authors 


Manuscripts 


The Canadian Nurse and L’infirmiére canadienne welcome 
original manuscripts that pertain to nursing, nurses, or 
related subjects. 


All solicited and unsolicited manuscripts are reviewed 
by the editorial staff before being accepted for publication. 
Criteria for selection include : originality; value ot intorma- 
tion to readers; and presentation. A manuscript accepted 
for publication in The Canadian Nurse is not necessarily 
accepted for publication in L’infirmiére Canadienne. 


The editors reserve the right to edit a manuscript that 
has been accepted for publication. Edited copy will be 
submitted to the author for approval prior to publication. 


Procedure for Submission of 
Articles 


Manuscript should be typed and double spaced on one side 
of the page only, leaving wide margins. Submit original copy 
of manuscript. 


Style and Format 


Manuscript length should be from 1,000 to 2,500 words. 
Insert short, descriptive titles to indicate divisions in the 
article. When drugs are mentioned, include generic and trade 
names. A biographical sketch of the author should accompa- 
ny the article. Webster’s 3rd International Dictionary and 
Webster’s 7th College Dictionary are used as spelling 
references. 


References, Footnotes, and 
Bibliography 


_ References, footnotes, and bibliography should be limited 


to a reasonable number as determined by the content of the 
article. References to published sources should be numbered 
consecutively in the manuscript and listed at the end of the 
article. Information that cannot be presented in formal 
reference style should be worked into the text or referred to 
as a footnote. 


Bibliography listings should be unnumbered and placed 
in alphabetical order. Space sometimes prohibits publishing 
bibliography, especially a long one. In this event, a note is 
added at the end of the article stating the bibliography is 
available on request to the editor. 


For book references, list the author’s full name, book 
title and edition, place of publication, publisher, year of 
publication, and pages consulted. For magazine references, 
list the author’s full name, title of the article, title of mag- 
azine, volume, month, year, and pages consulted. 


Photographs, Illustrations, Tables, 
and Charts 


Photographs add interest to an article. Black and white 
glossy prints are welcome. The size of the photographs is 
unimportant, provided the details are clear. Each photo 
should be accompagnied by a full description, including 
identificaticn of persons. The consent of persons photo- 
graphed must be secured. Your own organization’s form 
may be used or CNA forms are available on request. 

Line drawings can be submitted in rough. If suitable, they 
will be redrawn by the journal’s artist. 

Tables and charts should be referred to in the text, but 
should be self-explanatory. Figures on charts and tables 
should be typed within pencil-ruled columns. 
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Keeps | 
him drier 


Instead of holding 
moisture, Pampers 
hydrophobic top sheet 
allows it to pass 
through and get 
“trapped” in the 
absorbent wadding 
underneath. The inner 
sheet stays drier, and 
baby’s bottom stays 
drier than it would in 


cloth diapers. 


Saves 
you time 


Pampers construction 
helps prevent moisture 
from soaking through 
and soiling linens. As a 
result of this superior 
containment, shirts, 
sheets, blankets and 
bed pads don’t have to 
be changed as often 

as they would with 
conventional cloth 
diapers. And when less 
time is spent changing 
linens, those who take 
care of babies have 
more time to spend on 
other tasks. 


PROCTER & GAMBLE CAR-322 


Canada Pension Plan Discriminates 


Two Canadians die. Each leaves a 
spouse and three young children. 

Prior to death, both of the deceased 
had worked, each receiving an annual 
income of over $5,000. Each had con- 
tributed the same amount of money to 
the Canada Pension Plan since 1966. 

The CPP provided the spouse of one 
of the deceased with $560* and, in 
addition, a monthly pension of $71.12, 
plus $28.15 per month for each of the 
three children —a total of $155.57. 
The spouse of the other deceased receiv- 
ed $560. Period. No CPP monthly 
pension for this spouse and children. 

Why this difference? The answer is 
simple, although perplexing: one person 
who died was male, the other, female. 

In other words, when a male contrib- 
utor to the CPP dies, his survivors re- 
ceive the lump sum death benefit 
($560), the widow’s pension, and the 
orphans’ benefit. But when a female 
contributor to the Plan dies, her hus- 
band receives only the death benefit. 
He gets no pension unless he is dis- 
abled at the time of his wife’s. death 
(which he must prove), and was being 
maintained wholly or substantially by 
her before her death; nor do the children 
receive benefits unless they, too, were 
being maintained “wholly or substan- 
tially” by her. 

Yet both male and female contrib- 
utors to the Plan are treated alike as far 
as payments are concerned. 

There must be some mistake, you 
say. Discrimination such as this doesn’t 
occur in our Just Society. Unfortunately 
it does and, in this case, is brought 
about and maintained by the cobweb- 
bed thinking and the medieval attitudes 
of our federal legislators. 


* Actually, the spouse receives less than 
$560. The lump sum of $560 is paid to 
the estate, becomes part of the deceased’s 
income, and is thus subject to immediate 
taxation. 
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Pension pian outdated 

The Cpp, based on the erroneous 
assumption that men are the breadwin- 
ners of all Canadian families, is out- 
dated. Had it been enacted in 1900, it 

might have made sense. Even more 
serious, however, is the fact that the 
federal government, in perpetuating this 
discriminatory Plan, is acting illegaly: It 
is defying the Canadian Bill of Rights, 
which guarantees equal treatment for 
both sexes. Someone should test the 
legality of this plan, which treats the 
female contributor so shoddily. 

The discriminatory nature of the 
Plan was brought to the government’s 
attention in 1970, when the Report of 
the Royal Commission on the Status of 
Women in Canada was released. The 
commissioners said, in part: “We can- 
not agree with this differential treat- 
ment. Even if the financial conse- 
quences are not the same, we see no. 
reason why the husband of a contributor 
should not have the same protection as 
the wife of a contributor. Nor do we see 
any reason why the children should be 
wholly deprived of the financial support 
they have received from their mother.” 

Noting that the Quebec Pension Plan 
has similar discriminatory features, 
the Commission on the Status of Wom- 
en recommended that legislation on 
the CPP and the Quebec Pension Plan 
be amended “...so that provisions 
applicable to the wife and children 

of a male contributor will also be appli- 
cable to the husband and children of a 
female contributor.” 

What, then, is the federal government 
doing to eliminate the sections of this 
Plan that discriminate against the work- 
ing woman and her family? Nothing. 


** The support of “two-thirds of the 
provinces representing two-thirds of the 
Canadian people,” must be obtained be- 
fore the Canadian Pension Plan can be 
amended. 


In its Working Paper on Social 
Security in Canada, introduced in April 
1973 by the minister of Health and 
Welfare Canada, the federal govern- 
ment outlines “.. .the broad directions 
of policy which would, in the view of 
the Government, lead to a more effec- 
tive and better coordinated system of 
social security for Canadians.’’ Under 
the section dealing with the CPP, the 
government suggests various amend- 
ments that should be considered during 
a federal-provincial review.** 

These suggested amendments are 
divided into those for immediate con- 
sideration and those “that might best 
be considered during the course of the 
over-all review rather than immedi- 
ately.” Unfortunately, the proposal con- 
cerning equal treatment of men and 
women who are participating in the 
CPP is not in the “immediate” category. 


Write to your MP 

So, the Canada Pension Plan is being 
reviewed by the federal and provincial 
governments. And, unless pressure is 
brought to bear on both these levels of 
government, it is unlikely that the 
discriminatory sections will be amend- 
ed. The federal government is not 
recommending that this amendment be 
made immediately, and it is improbable 
that the provincial governments will 
give it priority. 

There is one way to get action. Write 
now to your member of parliament 
and to the Hon. Marc Lalonde, minister 
of Health and Welfare Canada. Get 
your husband to write a letter, too. Be- 
cause if there ever was an issue that af- 
fected the whole family, this is it. De- 
mand that the Canada Pension Plan, 
which we are abliged to belong to, is 
amended at once — not ten years from 
now. 


— Virginia A. Lindabury 
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Controlling the 
fight/flight patient 


Community hospitals are faced with severely disturbed patients who 
display an out-of-control, fight/flight reaction to persons trying to help 
them. The author suggests ways to care for such a patient until he regains 


control of himself. 


Jean A. Reid, B.N. 


Screams and scuffling can be heard 
from Room 10. Her husband, a doctor, 
and a nurse are all struggling with an 
obese Italian lady. Fighting, screeching, 
and determined, she is making a beeline 
to a second-story window, dragging the 
three bodies with her. Here is the mak- 
ing of a ward crisis: an acutely over- 
active, aggressive patient out of control. 

For some time | have been concern- 
ed with the paucity of written, as well 
as verbal, information from my col- 
leagues on how to control a patient 
who is acutely ill and aggressively out- 
of-control. There is some excellent 
material published on reasons for a 
person’s inability to control himself 
and the feelings of those called upon 
to assist in the crisis. 

Procedures involving restraints or 
physical holds for this type of patient 
are controversial. Perhaps that is why 
I was never formally taught these con- 
trol measures. I have wondered how 


Ms. Reid is a graduate of Edmonton Gen- 
eral Hospital school of nursing; she had 
postgraduate training in psychiatric nurs- 
ing at the provincial mental hospital in 
Ponoka, Alberta, and received a B.N. 
from McGill University. She has been 
nursing supervisor in the outpatient de- 
partment and is presently nurse-in-charge 
of the brief therapy unit of the Allan 
Memorial Institute, a division of the 
Royal Victoria Hospital, Montreal. 


the police cope with these people in the 
community. One hears of various forms 
of self-defence that ‘‘everyone”’ should 
know and be able to use. 

Restraint and control measures used 
in the old mental hospital days are not 
acceptable in modern, open, commu- 
nity hospitals. Yet community hospitals 
are faced with patients who are severely 
disturbed and who display an out-of- 
control fight/flight reaction to helping 
persons. It is imperative that we, as 
helpers, find humane ways of dealing 
with the crisis — ways that are accept- 
able to those being helped, as well as 
to those whose responsibility it is to 
help. My experience over the years 
with many able staff has prompted me 
to share a few of the how-to’s. 

An individual’s personality dynamics 
may always be called forth to help us 
understand violent and aggressive 
behavior patterns, but we must face 
the fact that we do not often have the 
time to engage in such a searching 
relationship with the patient. I have 
found that the single, and the most 
simple, conceptual framework upon 
which to work, for both patient and 
staff, is that of understanding the anx- 
iety underpinnings of the fight/flight — 
behavior. My suggestions are based on — 
teaching this concept to staff and build- _ 
ing management approaches that help 
deal with anxiety in both parva and 


; 
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for all concerned. 

The primary concern is the patient. 
A secondary concern is those asserting 
controls, staff, family, or other patients. 
And a third concern is others in the 
area, such as patients too ill to protect 
themselves and those too fearful to help 


_or control themselves, be they patients 


or staff. 


Preparation of staff 

_Imbue staff with a sound under- 
standing of the anxiety underlying 
fight/flight behavior. 

For predictive and preventive pur- 
poses, identify patients who may resort 
to out-of-control behavior. PRN medi- 
cation may be prescribed on admission 
so the nurse can head off a crisis before 
anxiety builds too high. This is impor- 
tant for the patient, as well as the 
atmosphere on the ward. During 
fight/flight crisis: 

1. Mobilize help in terms of numbers, 
that is, call additional medical or 
nursing resources. There should be 
at least three staff members and no 
more than six. Never try physically 
to control a frightened patient by 
yourself. Both of you end up getting 
hurt — broken bones, scratches, and 
bruises are common, — or dancing 
around like a couple of amateur 
wrestlers. 

2. Organize the crisis team with a lead- 
er, not necessarily a doctor or nurse, 
but the person who knows the pa- 
tient. A leader is important for the 
staff, who have been quickly assem- 
bled, as it is she who makes and 
states the plans. For the patient, this 
leader is especially important as he 
feels someone is in charge who is 
able to help in this chaotic situation. 

3. Prepare PRN medication. 

4. Remove spectacles, watch, jewelry. 
They may get damaged or, more 
seriously, injure the patient or staff 
if there is a scuffle. 

5. The actions of each team member 
relative to the patient are assigned 
by the leader. The decisions made by 
the leader must be followed, even if 
those helping feel that the plans 
could be improved upon. Leave the 
discussion until later and get on with 
the task at hand. Patients are ex- 
tremely sensitive to any feelings of 
disagreement or ambivalence be- 
tween staff, and tend to act out. The 
plans will include: where staff is 
taking the patient, whether the pa- 
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therefore, concerned with protectis tion. 


‘necessary to remove the pai 


clothes, what staff member will be i 


responsible for what act of control, 
and the management of other pa- 
tients. 


Management of other patients 

One staff member should explain to 
other patients on the unit what is hap- 
pening and why it is necessary to con- 
trol a patient physically. Patients should 


ber. The nursing staff 
ment of the height of an 
ward setting and her abil 
tie patients’ mood may 


pen to me!” PRN meticaatee 
required to tide some extremely anxi 
patients over the immediate disru 


Figure 1: The right way (top) and the wrong way, (bottom) to hold the arm of an 
individual who is out-of-control. In the right way, the staff member puts one hand 
over the elbow joint and one over the wrist, placing her hands so her arms flex 


in the same direction as the patient’s. 
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8 pace available for such 
helped leverage. The physical closeness of the 
staff and patient can be likened to a 
child in a temper tantrum, where the 
mother sometimes lifts the child up and 
holds him tightly until he is able to 
control himself. This closeness protects 
the patient from doing something about 
which he would be embarrassed later. 

Male patients tend to use their fists 
or articles for weapons. Female patients 
tend to use any and all parts of their 
body, such as limbs, teeth, and head 
and to spit. Remove the patient’s shoes; 
a kick well-directed can be a long 
workmen’s compensation haggle, as 
well as painful. 

If the patient makes a dash for it, 
grab him firmly on both arms, one 
staff on each side, and hold firmly with 
both hands. (Figures 1,2,3,4.) Back 
the patient into a wall, a bed, or any- 
thing solid, even the floor if the patient 
can be lowered there. If the patient is 
unable to walk where you wish to take 
him, another team member must pick 
up the patient’s legs from the side, 
close to the hips, and hold them firmly 
together close to the team-member’s 
body. 

The two staff members who are 
holding the patient’s arms will try to 
support the patient’s back and head for 


t 


Figure 2: One nurse can hold a patient, although there is a danger 
that the patient may throw her over his head. The nurse’s arms 
are over the patient’s elbow joints, and her hands clasped in front 
of him. Standing close to him, she can push him along gently. 


Figure 3: This is a better position than in Figure 2. The nurse is 
behind and to one side of the patient. Standing close to him, 
she puts her far hand over the elbow joint and her near hand 
over his wrist. She can use her knee behind the patient’s knee 
as a lever to direct him where she wants him to go. 
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particularly if the salon is a female. 
This fourth staff member places one 
hand under the patient’s chin and one — 
hand at the back of the patient’s head; 
this prevents bites or the head being 
used as a battering ram, injuring the 
patient himself and/or staff. (Figure 5.) 

A patient who is off balance, and not 
standing on his two feet, has lost his 
physical control of the situation. Peo- 
ple are prone to use the phrase “stand 
up and fight!” Therefore, a patient who 
is lying down is in a weak position and 
much easier for the staff to manage. 

Once the patient is lying down, the 
staff can make better use of their weight 
to pin the patient and control his strug- 
gling. /t is imperative for safety that 
staff continue to hold the patient firmly — 
while medications are administered 
and, even after administration, until 
the medication is effectual. 

If the patient has been successfully 
controlled on the floor, leave the pa- 
tient and staff there while medicating 
him and until he becomes more relaxed. 


buttock | for ‘tajectGis =n make 
sure he is informed of intended actions. 
Fear of sexual attack is strong in a 


_ clothing arouses sexual anxiety in both 
_ male and female. 
An adult’s acceptance of helplessness 
is different from that of a child. The 
process of being held forcibly by other 
persons means many things to individ- 
uals; the need to fight against this ex- 
ternal threat is great. It is, therefore, 
important that the staff carry out con- 
trolling measures as firmly and gently 
as possible, without feelings of anxiety 
and aggression within themselves. Staff 
who have been hit at and wish to hit 
back will exacerbate the patient’s 
aggressiveness. In my experience, male 
staff are more prone to a retaliatory 
feeling response than female staff. 

Patient isolation is needed to cut 
down stimulation to all his senses; but 
never leave the patient alone. Two or 
more members of staff should stay near 
him until he is less fearful and in con- 
trol of himself. Staff members support 
each other; they must be rotated every 
two or three hours for a rest, and given 
a chance to verbalize their fears or 
problems with the crisis. 

When the patient is able to walk or 
be transported to a single or quiet room, 
caution and awareness of his restless- 
ness or unpredictability are primary 
concerns. He can be nursed on a mat- 
tress on the floor to protect him from 
falling out of bed. A sheet, folded 
lengthwise and draped over a lying pa- 
tient with staff either holding the sides 
down or sitting on them, removes the 
threat of body contact between patient 
and staff. 

No matter what language the patient 
speaks or understands, talk to him in 
¢alm tones, explaining what is happen- 
ing. For instance, the nurse might say: 
“You are showing us that you are 
frightened”; “You are not in control 
of yourself”; ““We will not let you hurt 
yourself or harm others”; or “We are 
going to help you.” 

Use short sentences and repeat in- 
structions with reassurance: such as, 
— “Come with us. Walk. Stop kicking. 
No, do not bite. We will hold you firm- 
_ ly. Try to cooperate. That’s better.” 

y The staff members’ tone of voice 
Beonveys that they are in control, even 


if the patient is not. Short sentences, 
Stated firmly, cut through the fear. Our 
_ 36-year-old Italian lady, who spoke 

little English at the best of times and 
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defenceless person, and removal of 


whore house — — that why I fight to get 


away.” 

As soon as possible, help the patient 
begin to feel that he can control him- 
self. One way to do this is to offer 
choices in fluids. The patient is usually 
quite dehydrated, due to his heightened 
anxiety, and will need fluids. Offer 
him the fluid of his choice, 2 to 4 oz., 
in a plastic glass or paper cup (he may 
throw it at the staff). This simple act, 


pottadt ‘that the neha 
out with a sense of comfort 
ing, when a patient is at his 
The medication will relax the pi 
emotionally and physically. He he 
need to void. Two staff members shoul 
accompany him to the toilet. Urinal 
and bed pans are uncomfortable - 
effective weapons. Be aware that ‘the 
patient may try to escape. He must be 


Figure 4: Two nurses can use the position of Figure 3. The nurses’ arms are 
crossed behind the patient, hands clasping the patient’s elbows and wrists. Again, 
the nurse can use her knee to guide the patient's direction. 
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; have pbc i) 
_ himself and we then Cece Gi this — 
responsibility. 

Constant nursing care may be need- 
ed for 24 to 72 hours after a crisis, 
even with the best regimes of medica- 
tions. Regular vital sign readings, 
forced fluids, and personal hygiene, 
along with observations for untoward 
reactions to high doses of medication, 
are essential. 


Summary 

Out-of-control patients are more and 
more common in our open, community 
hospitals. | Out-of-control behavior 
causes fear in staff, which inhibits their 
ability to deal effectively with the situa- 
tion. 

Fear breeds fear — patients will 
either stay and fight or run. Staff mem- 
bers have only one choice; their safety, 
and that of their patients, is in their 
trust of each other’s team-work ability 
and their sound appreciation of the 
patient’s anxiety. 

All the effort is made worthwhile by 
the quiet confession of a 48-year-old, 
drug-abusing housewife: “I’m glad you 
kept me from running away — I want- 
ed help.” 


Illustrations by Margaret Wherry, visual 
aids department, Royal Victoria Hospital. 


Figure 5: Position of four nurses carrying a patient. Nurse #1 and *2 are position- — 
ed as in Figure 4, carrying the weight of the patient’s shoulders. Nurse *3 is” 
holding him between the thigh and knee, supporting the weight of his hips and — 
holding his crossed knees tight to her body. Nurse #4 has one hand under his } 
chin, to prevent the patient from biting, and the other hand controls the weight — 
and movement of his head. 


Help 


Inahurry: | 


the crisis clinic 


A nurse who staffs a crisis clinic in a general hospital discusses her work. 
The purpose of the clinic is to provide individuals in stressful situations with 
the opportunity to see a professional person quickly. 


Sister Mary Mona, B.N. 


On an ordinary Monday morning in the 
outpatient emergency department, I 
suddenly became aware that a condition 
of hyperactivity prevailed. The influx 
included cardiac patients, accident vic- 
tims, candidates for emergency surgery, 
and others with less urgent conditions. 
In the midst of the activity sat or paced 
five psychiatric patients: three repeat- 
ers and two frightened new callers. 

Was such a picture unusual? Not at 
all. In fact, it was the repetition of such 
situations that made us ask how we 
could render more rapid, efficient, and 
effective service to individuals seeking 
help. 

Due to present health systems, more 
and more patients are coming to the 
hospital for help; among them are per- 
sons in emotional crisis. The number of 
available psychiatrists to see, evaluate, 
refer to appropriate services, or follow 
such persons in treatment is limited; 
nor do all who come in a crisis situation 
require the services of a psychiatrist. 

A crisis per se is not an illness, but a 
person may be suffering from chronic 
or acute mental illness or pathological 
behavior patterns when he goes into a 


Sister Mary Mona is a graduate of St. 
Mary’s Hospital School of Nursing, Mont- 
real, and earned her B.N. from McGill 
University, Montreal. She is presently 
charge nurse in the crisis clinic at St. 
Mary’s Hospital, Montreal, Quebec. 


state of crisis. These conditions have to 
be evaluated separately and treated ap- 
propriately. 

Since a crisis is time limited, general- 
ly no more than six weeks duration, a 
little help, rationally directed and pur- 
posefully focused at a strategic time, is 
more effective than extensive help given 
at a period of less emotional accessibil- 
ity. But who will give this help? Who 
will be available at unpredictable and 
unscheduled times? And where should 
such service be offered? 

In asking such questions we began 
to assess the reasons crisis centers are 
becoming a necessary adjunct to exist- 
ing agencies and institutions that are 
obviously not meeting the needs of 
present-day society. In seeking an an- 
swer, a crisis clinic was opened at St. 
Mary’s Hospital. 

The department of psychiatry and 
the crisis clinic are adjacent, on the 
same floor of the hospital. The clinic 
has a large waiting room, closed off 
from the main corridor, and an office 
in which to interview a patient. The 
decor is quiet and restful. 

Clinic services are free to Quebec 
residents of three or more months. The 
center is open from 0830 hours to 1530 
hours Monday to Friday. We serve the 


The author’s bibliography is available on 
request to the Librarian, CNA House, 50 
The Driveway, Ottawa, Ontario K2P 1E2. 
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English- and French-speaking popula- 
tion in our sector and, at times, other 
ethnic groups, depending on the lin- 
guistic talents of our personnel. 

The clinic staff consists of one regis- 
tered nurse full-time and three rotating 
psychiatrists part-time, one of whom is 
the coordinator of the crisis clinic ser- 
vices; a psychologist, a social worker, 
and an occupational therapist are avail- 
able to the clinic. We do not, as yet, 
use volunteers. The nurse is responsible 
for operating the clinic; the part-time 
personnel are called upon as the need 
arises. A short daily meeting is held at 
which the psychiatrist on call, the nurse, 
and the social worker discuss care of 
current patients. 

Patients coming to the crisis clinic 
are followed there for a maximum 
period of one week and, if indicated, 
are then channeled to more continuous 
treatment facilities. These include: ad- 
mission to the psychiatric ward, indi- 
vidual outpatient psychiatric follow-up, 
family therapy, behavior therapy, and 
evening group therapy. Or a patient 
may be referred to another hospital or 
agency in which more _ expedient 
or specific treatment can be offered. 

Any psychiatric emergency that is 
being followed in our psychiatric out- 
patient department or day center, for 
example, may also be referred to the 
crisis clinic for brief intervention. 
However, the clinic does not replace 
these services. It is only a short-stay, 
crisis-oriented, back-up service for the 
emergency department, the area that 
would care for these emergency patients 
were the crisis clinic not in existence. 


Clinic objectives 

The original, broad purpose of our 
crisis clinic was to help decongest the 
emergency department by transferring 
suitable psychiatric patients to the cri- 
sis clinic for further work-up and refer- 
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Coat 


The author, Sister Mary Mona, counsels a patient in the crisis clinic. 


ral. After three and one-half months of 
operation, the clinic was serving other 
areas as well, and fulfilling a variety of 
purposes. 

The main and general objective is to 
provide individuals in stressful situa- 
tions with the opportunity to see some 
professional person quickly, to prevent 
further psychological decompensation, 
and thus contribute to better mental 
health in the community. 

A person in crisis who comes to our 
hospital must register in the emergency 
department. We require all patients to 
have a physical examination there be- 
fore the psychiatrist is called for con- 
sultation. 

An illustration emphasizes the im- 
portance of this: A female patient with 
a past diagnosis of manic-depressive 
psychosis came to the emergency de- 
partment. A marriage crisis had recent- 
ly arisen and the patient was exhibiting 
manic symptoms. Admission to the 
ward was indicated, but no bed was 
available so the crisis had to be dealt 
with immediately. However, the patient 
also complained of chest pain, which 
could have been a manifestation of her 
anxiety. The doctor in the emergency 
room did an electrocardiogram on the 
patient; the result showed a recent 
myocardial infarct. The woman was 
admitted to a medical ward with con- 
current follow-up by the department of 


psychiatry, and she was eventually 
transferred to the psychiatric unit. 

If a medical “all clear” is given, or if 
a medical problem can be dealt with at 
a later date, the patient in the emergen- 
cy department is seen by the psychiatrist 
on call. On evenings, nights, and week- 
ends, an intern may see the patient first 
and then consult with a psychiatrist, 
but it is a rule of the department of 
psychiatry that all suicidal patients must 
be seen by a qualified psychiatrist. 

The medical examination is required 
only on the first visit or if two or three 
months have elapsed since the last med- 
ical examination was done. It may be 
dispensed with when it is contraindicat- 
ed. For example: A young male patient 
came to the emergency department in a 
state of extreme agitation. He could not 
control himself sufficiently to give the 
necessary information to the secretary 
and he felt a great urge to hit someone 
physically. However, with a quiet ap- 
proach our psychiatric supervisor was 
able to encourage him to come to the 
crisis clinic. After ventilating his fears 
and anxieties at length, he was able to 
register in emergency, where a physical 
examination was done without undue 
stress to him. 

Not all patients are candidates for 
the crisis clinic. Individuals who are 
severely suicidal, agitated schizophren- 
ics, those who are manic or suffer from — 
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organic confusion or complications of 
alcoholism, and aggressive psychopaths 
are not considered appropriate candi- 
dates. 

Telephone calls form a large percen- 
tage of our contacts. These psychiatric 
emergency calls are filtered through 
the crisis clinic; the nurse screens and 
advises the patient for more expedient 
treatment. Many patients who phone, 
later come to the crisis clinic. 

These are some areas in which the 
nurse was given a more independent, 
yet collaborative, role in setting up and 
operating the crisis clinic. 

The location assigned for the crisis 
clinic underwent a face-lifting so the 
clinic operated from the emergency 
department in the beginning. This prov- 
ed to be a blessing in disguise for the 
nurse; she was given the opportunity to 
accompany the staff psychiatrist while 
each patient was interviewed, and she 
often participated in the interviewing 
process. A six-month experience in 
interviewing techniques was an un- 
expected and valuable preparation for 
crisis intervention work. 


Nursing responsibilities 

When the area for the crisis clinic 
was ready, the role of the nurse became 
more defined. Her preliminary respon- 
sibility was outlined by the chief psy- 
chiatrist, who stated that the clinic 
would not accept patients unless screen- 
ed and approved by a psychiatrist or 
the crisis clinic nurse. 

Apart from referrals from the emer- 
gency department, there are those 
coming from private psychiatrists in 
| our outpatient department, requesting 
intervention for specific patients be- 
tween scheduled appointments or while 
awaiting an initial appointment. Other 
referrals come from medical wards 
where there is a patient requiring some 
form of psychological support. Such a 


patient may come to the clinic or the 
clinic nurse may visit him. 

Another group of patients seen by 
the crisis clinic nurse are those awaiting 
admission to our psychiatric ward. In 
this case, the patient is maintained dur- 
ing the crisis, and often adjustment to 
the ward is made easier by previous 
contact with the clinic personnel. 

Of course, there are always a num- 
ber of patients who require crisis in- 
tervention only and do not need refer- 
ral to a psychiatrist for further treat- 
ment. The nurse may be the first-line 
contact with the patient in emergency, 
for instance, if the intern is not avail- 
able. She then consults with the psychia- 
trist on duty. The crisis clinic nurse 
reaches out to the community by tele- 
phoning patients who do not keep their 
first appointment with the psychiatrist 
or the clinic. Sometimes a little encour- 
agement helps the patient to accept the 
care he needs. 

In all these functions, the nurse helps 
to reduce repeat visits to the emergency 
department and to decrease the number 
of admissions to the ward. She may 
also spot medical problems and report 
them to the doctor. 

There have been a few instances that 
do not fall into the category of a crisis 
situation. For example, a patient phon- 
ed in complaining of a very sore throat. 
Since this might have resulted from 
the medication, the psychiatrist wanted 
some blood work done and a throat 
swab taken. The doctor would not be at 
the hospital the next day so he asked to 
have the patient come to the crisis clin- 
ic for a word of reassurance, and ar- 
rangements were made with the labor- 
atory to carry out the necessary proce- 
dures. The patient was spared possible 
tedious waiting in the emergency room 
or elsewhere. In all these functions, 
there does not seem to be duplication 
of roles. Rather, the crisis clinic serves 


as a link between the emergency room, 


the outpatient psychiatric department, — 


the ward, and the community. 

The functions of our crisis clinic are 
primarily handled by the nurse. Her 
role allows for considerable initiative, 
independence, and responsibility. Such 
a role in no way replaces the doctor, 
but rather collaborates with him. Those 
doctors who accept the nurse in such 
a role help make it possible for her to 
develop her potential and to look to- 
ward yet unexplored horizons. Working 
in such a crisis clinic is an exciting 
challenge. & 
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Concern has been expressed in the 


press recently about the widespread 
and unrecognized occurrence of hypo- 
glycemia.! Hypoglycemia is defined as 
a level of blood sugar that is below 
normal limits. Current lower limits for 
blood glucose, the principal blood 
sugar, vary from 40 to 50 mg/100 ml,2.3 
the corresponding range for plasma 
being 46 to 58 mg/100 ml.4 

Hypoglycemia is neither a symptom 
nor a disease; it is a sign of disease 
when it occurs inappropriately. 


Recognition 

The presence of hypoglycemia is 
suggested by signs and symptoms such 
as hunger, sweating, tremulousness, 
mental confusion, or unconsciousness. 
Symptoms characteristic of hypoglyce- 
mia are frequently encountered in 
patients who have unstable diabetes 
mellitus, especially after an excessive 
dose of insulin, failure to eat regularly, 
or indulgence in excessive physical 
activity. 

Since symptoms similar to those 
arising from intense activation of the 
autonomic nervous system by hypogly- 
cemia can also occur in other disorders, 
such as an anxiety state, hypoglyce- 
mia must be confirmed by accurate 
determination of the glucose content 
of blood or plasma. Blood glucose 
values that are falsely low due to gly- 
colysis by red blood cells5 can be avoid- 
ed by immediately mixing the blood 
sample with a preservative such as 
sodium fluoride.® 

Deproteinization of the blood (or 
plasma) in the laboratory prior to deter- 
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Hypoglycemia 


Some facts about a misunderstood condition. 


Bernard M. Wolfe, FRCP(C), and 
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mination of glucose reduces interfer- 
ence by hemolysis, bilirubin, and uric 
acid, ”8 which also may artificially 
lower the value obtained for the glucose 
concentration. 


Classification of hypoglycemia 

Numerous schemes have been de- 
vised to classify the different kinds of 
hypoglycemia.? A_ classification of 
hypoglycemia according to physiologi- 
cal mechanism is shown in Table 1. 

The most frequently encountered 
forms of hypoglycemia relate to excess 
insulin and are listed in Group I. Excess 
insulin often results from administra- 
tion of a dose that is too high. 

Hypoglycemia due to exogenous in- 
sulin typically occurs at a time coincid- 
ing with the peak activity of the parti- 
cular type of insulin administered. 
Thus, following administration of regu- 
lar insulin in the morning, the lowest 
blood glucose values tend to occur 
later in the morning; following morning 
administration of a medium-acting 
insulin, such as NPH or lente insulin, 
the lowest glucose values tend to occur 
in the late afternoon. 


Patient History #1 

A 16-year old woman in her fourth 
month of pregnancy was admitted to 
hospital for assessment of diabetic 
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control. She had been discovered to be 
a diabetic at the age of 10. Her diabetes 
had always been unstable; however, she 
had never been in coma. 

Prior to admission, she had been 
receiving 80 units of protamine zinc 
insulin and 40 units of regular insulin 
in the morning. She complained of 
sweating episodes, particularly at night, 
during the week prior to admission. 

On the evening of her first day in 
hospital her supper arrived about an 
hour later than she usually ate at home. 
During this interval she began to 
perspire and to feel faint. Determination 
of the plasma glucose revealed a value 
of 30 mg/100 ml. Administration of a 
glass of orange juice immediately re- 
lieved the symptoms. 

All protamine zinc insulin was sub- 
sequently discontinued, and the patient 
was placed on two doses of NPH insu- 
lin (before breakfast and before supper), 
resulting in complete disappearance 
of hypoglycemic symptoms and satis- 
factory control of glucose levels. 


Patients respond differently 
There is marked variation among 
individuals as to the time when the 
lowest blood glucose values are attained 
after subcutaneous administration of 
any given type of insulin. Sulphonylu- 
reas of the long-acting type (for exam- 
ple, chlorpropamide), which act by — 
releasing insulin from the pancreas, 
may also cause profound and irrever- — 
sible hypoglycemia, especially in pa- — 
tients over 70 years of age and in those ~ 
with renal failure. In some patients 
endogenous release of insulin is i 
~~ Sata 


to body copies 


gastrointestinal surgery (gastrectomy 
or pyloroplasty), hypoglycemia may 
occur either early (within an hour after 
ingestion of glucose or other carbohy- 
drate) or late (two to three hours after). 
A five-hour glucose tolerance test is 
useful in making the diagnosis. Similar- 
ly, patients with functional hypoglyce- 
mia and those with the reactive hypo- 
glycemia of diabetes mellitus may have 
a delayed insulin response to ingestion 
of glucose, resulting in hypoglycemic 
values two to four hours later. 

Fasting hypoglycemia not attribut- 
able to insulin, sulphonylureas, phenfor- 
min, or other drugs known to cause 
hypoglycemia, may be due to an insu- 
linoma or a nonpancreatic tumor pro- 
ducing hypoglycemia. 

Demonstration of an _ insulinoma 
depends on evidence of inappropriately 
high levels of serum insulin for the 
simultaneous level of blood glucose. 
Techniques designed to provoke hypo- 
glycemia may be indicated in patients 
whose history is strongly suggestive 
of insulinoma. These techniques include 
intravenous administration of tolbuta- 
mide and/or the performance of a 72- 
hour fast, with repeated sampling of 
blood glucose and serum-insulin levels 
at intervals appropriate for each test. 


Patient History #2 

A 67-year-old woman was admitted 
to hospital with a complaint of a tremor 
of her right arm. Physical examination 
showed a partial loss of vision in the 
right eye (hemianopsia). Neurological 
investigation and surgical exploration 
revealed the presence of a cerebral 
tumor in the left parietal area (benign 
hemangiopericytoma). 

The patient recovered and managed 
satisfactorily until she was readmitted 
to hospital seven years later in a con- 
fused and disoriented state. She was 
then found to have a fasting blood 
sugar of 40 mg/100 ml blood. Inves- 
tigations showed a recurrence of heman- 
giopericytoma, with evidence of metas- 
tases to the left lung, liver, and spine. 

Glucose tolerance curve showed a 
low-fasting blood glucose of 29 mg/ 
100 ml., 1-hour value of 204, 2-hour 
value of 270, and 3-hour value of 312. 
Simultaneous serum insulin values 
were: fasting, 6 microunits/ml; | -hour, 
15; 2-hours, 24; and 3-hours, 33. 
| _ Intravenous tolbutamide test revealed 
a fasting blood sugar of 70 mg/100 ml, 
_ 15-minute value of 58, 40-minute value 
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In patients who have caiiccgore 


Group | 


3. Insulinoma. 
4. Alcohol (ethanol). 


Group Il 


Impaired secretion of glucose into blood. i 
1. bak hepatic insufficiency (liver necrosis due to toxins, inflammation, 


eoplasm). 


; Causes of Hypog aglycemia 2 


Impaired secretion of glucose into the blood, combined with excessive r 

1. Pharmacologic (insulin and/or sulphonylureas). 

2. Inappropriate (delayed and/or excessive) release of insulin after 
(functional hypoglycemia, dumping syndrome, reactive hypoglycemia « O wie 

diabetes mellitus, leucine sensitivity). 


Zz: Defi iciency of substrate for gluconeogenesis (prolonged starvation, severe | 
malabsorption, ketotic hypoglycemia). 
3. Deficiency of hormones stimulating gluconeogenesis (glucocorticoid, 


thyroid, and/or growth hormone). 


4. Inhibition of gluconeogenesis (hereditary fructose intolerance} 
5. Inhibition of glycogenolysis (galactosemia). 
6. Deficient or abnormal glycogenolysis (Glycogenosis types I, III, VI, and 


IX). 


Group Ill 
Unclassified. 
1. Nonpancreatic tumors. 
2. Twin pregnancy. 
3. Severe muscular exercise. 


of 46, and 60-minute value of 43. Si- 
multaneous serum insulin values were as 
follows: fasting, 10  microunits/ml; 
15 minutes, 23; 40 minutes, 15; and 
60 minutes, 17. 

Levels of serum insulin were low to 
normal for the simultaneous value of 
blood glucose, thus excluding an insu- 
linoma. Neither diazoxide (to diminish 
endogenous insulin secretion) nor chem- 
otherapy to slow the tumor were of 
much value in prolonging this patient’s 
life. 


Other causes of hypoglycemia 

Like insulin,'? ethyl alcohol (or 
ethanol) has recently been found to af- 
fect both the removal of glucose from 
blood,* as well as the rate of secretion 
of glucose into blood. Some individuals 
are particularly prone to develop hypo- 
glycemia during ingestion of ethanol; 
however, after a sufficient fast (three 
days or more), almost everyone appears 
to develop hypoglycemia with inges- 
tion of even small amounts of alcohol. 

Hypoglycemia due to disorders listed 
in Group II tends to occur during 
fasting. Generalized liver failure is an 
important cause of hypoglycemia. Some 
of the more common causes of severe 
liver failure are listed in the table. 


* B.M. Wolfe and R.J. Havel, Unpublished 
observations. — 


Since the synthesis of glucose (in liver 
and kidney) depends on the availability 
of amino acid and glycerol derived 
from peripheral tissues, such as muscle 
and adipose tissue respectively, exhaus- 
tion of these tissue stores in starvation 
and other states ultimately leads to a 
deficiency of carbon skeletons for for- 
mation of glucose, and consequently 
results in hypoglycemia. 

Hypoglycemia has long been recog- 
nized to be a manifestation of endocrine 
disorders, including panhypopituita- 
rism, Addison’s disease, and growth 
hormone deficiency. These forms of 
hypoglycemia are attributable to defi- 
ciency of glucocorticoid, thyroid, or 
growth hormone that stimulate the 
rate-limiting enzymes of gluconeoge- 
nesis in liver. There has been steady 
progress in unraveling the complexities 
of hypoglycemia associated with dis- 
orders of the regulation of the enzymes 
of glucose synthesis and glycogen 
breakdown. Group III includes several 
hypoglycemic disorders that are incom- 
pletely understood. 


Role of Nurse 
Nurses can play a major role in as- 
sisting the patient to recognize and to 
understand his hypoglycemic symp- 
toms.'1.12,13 The nurse should be present 
when the physician explains the cause 
and treatment of the patient’s symp- 
THE CANADIAN NURSE 39 


i why regular eating patterns 
important in the prevention of 
emic symptoms. Concerning 
tions, nurses may play an active 
not only in administering medica- 
and explaining why they are im- 
ant, but also in educating the pa- 
tient to take the correct amount of the 
medication at the prescribed times. This 
_ is especially important in patients who 
have unstable diabetes. 

Since the patient’s only way of moni- 
toring the blood glucose is to test his 
urine (Clinitest appears to be most 
reliable), he must learn how to do 
this competently. It is of great value 
for him to appreciate that hypoglyce- 
mia does not occur when the urine is 
i positive for glucose (provided the blad- 
| der had been emptied shortly before 
the “second-voided” specimen of urine 
Was obtained for testing). 

\ Nurses may also assist the patient 

in gaining confidence by teaching him 
how to avoid hypoglycemia and how 
to counteract hypoglycemia should it 
__ occur. For instance, the patient should 
| be taught to carry some form of sugar 
with him at all times, and should be 
encouraged to obtain glucagon and a 
syringe for glucagon administration in 
case of severe hypoglycemia that could 
lead to unconsciousness. 

Nurses can assist the patient by 
teaching the family how to recognize 
hypoglycemic symptoms and how to 
treat them, whether it be by adminis- 
tration of sugar by mouth or by intra- 
muscular injection of glucagon if hypo- 
glycemia leads to unconsciousness. 

A patient who is prone to hypogly- 
cemia, for example, a diabetic, should 
be encouraged to obtain a Medic-Alert 
bracelet or necklace that will assist 
others to recognize he has a condition 
that may result in hypoglycemia. 

The patient should also be taught 
to record faithfully the results of urine 
testing. This will enable his physician 
to assist him in obtaining the best 
possible regulation of blood sugar. 


Diet 

The nature of the dietary treatment 
for hypoglycemia depends on its under- 
lying cause. Diabetic patients who are 
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mq 
who have funiional Loenycaa’ re- 


active hypoglycemia, or dumping syn- 
drome require frequent, small meals. 
This may be achieved by giving them 
three meals a day plus mid-morning, 
mid-afternoon, and evening snacks. 

Sometimes it is helpful to reduce 
the carbohydrate content of the diet of 
the latter group of patients and to re- 
place this carbohydrate with protein 
and/or fat. Patients who are subject to 
hypoglycemia should be cautioned 
against overindulgence in ethanol, as 
ethanol ingestion can cause severe hy- 
poglycemia and, in some instances, lead 
to coma. 

Although some rare varieties of 
hypoglycemia, such as glycogen storage 
disease, may require the patient to 
take frequent meals to maintain the 
blood glucose level, other conditions 
may require the elimination of the 
offending sugar or sugar component 
from the diet. For example, lactose- 
containing foods should be eliminated 
in galactosemia, a hereditary disorder 
of carbohydrate metabolism. 


Drugs 

Hypoglycemic events in patients 
who require insulin may be reduced 
or avoided by using safer insulin prepa- 
rations. Long-acting insulins, such 
as protamine-zinc insulin or ultra-lente 
insulin, should be avoided because 
of the unpredictability of the time when 
they will have maximum action and 
the consequent risk of severe hypogly- 
cemia. 

Doses greater than 20 units per day 
of long-acting insulins should be 
avoided. Medium-acting insulins, such 
as NPH and lente insulin, are safer 
when large doses are required. 

Chloropropamide should be avoided 
in patients with renal failure and those 
over the age of 70. Tolbutamide, given 
5 to 10 minutes before meals, may be 
of some use in the treatment of hypo- 
glycemia of the dumping syndrome, 
although it is usually possible to con- 
trol the symptoms by diet alone. 

Diazoxide may be used to inhibit 
endogenous insulin production in pa- 
tients who have insulinomas that cannot 
be treated surgically. 


Emergency treatment 

Emergency treatment of hypoglyce- 
mia involves restoration of the blood 
sugars to normal. This is done either 


‘infusion ret 50 p seroetit dextrose up to 


50 ml. The use of glucagon (1 mg given 
intramuscularly) has already been 
mentioned. A patient with insulinoma 
may require constant infusion of glu- 
cose before and during surgery. 
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Decubitus ulcer management 
— a team approach | 


In the past, there has been a tendency 
to lay the blame for decubitus ulcers 
on inadequate nursing care. This had 
the effect of putting the nurse on the 
defensive whenever a decubitus ulcer 
appeared on a patient under her care, 
and made her hesitate to report the 
presence of a decubitus ulcer in an 
early stage in the hope that the ulcer 
would heal. 

Nurses would attempt to treat ulcers 
with a variety of methods and sub- 
stances that had little or no scientific 
justification — brown soap, tincture 
of benzoin, heat lamps, and various 
antibiotic ointments. Treatment tended 
to change from day to day and be poorly 
carried out, with the result that a small 
ulcer would become a large one. 

Physicians, on the whole, demon- 
strated little interest in, or knowledge 
of, the treatment of ulcers. Each 
physician had a different treatment and, 
in some instances, even changed it 
frequently. He would not follow the 
progress of the ulcer carefully, leaving 
its day-to-day management mainly to 
the nurse. This type of management 
resulted in a lengthened hospital stay 
and increased discomfort for the pa- 
tient. Many ulcers were finally treated 
by piastic surgical repair. 


A combined medical-nursing team approach has proved successful in the 
management of decubitus ulcer patients in Victoria Hospital, London, 
Ontario. This team approach was conceived by the rehabilitation nurse 
coordinator who, in this article, primarily describes the nursing contribution 


to the decubitus ulcer program. 


Margaret H. Morley 


Improved approach needed 

Clearly, there was need for a better 
approach. We sought assistance from 
the department of dermatology at 
Victoria Hospital in treating patients 
with severe decubitus ulcers. When this 
new treatment program produced heal- 
ed ulcers that previously would have 
been submitted to surgical repair, we 
realized that a great deal could be 
gained by applying modern methods 
of treatment to all decubitus ulcer 
patients in our hospital. 

As rehabilitation nurse coordinator, 
I arranged a conference among the 
departments of physical medicine and 
rehabilitation, dermatology, and plastic 
surgery to discuss such a plan. We 
agreed that the working team would 
consist of the physiatrist, dermatologist, 
and rehabilitation nurse, and that the 
plastic surgeon would be consulted 
on ulcers the team felt could not be 
healed by medical management alone. 

A detailed outline of this treatment 
concept was presented to the hospital’s 
medical advisory committee, which 
gave its permission for a one-year 
trial of the proposal. A letter sent to 


The author is rehabilitation nurse coordi- 
nator at Victoria Hospital, London. 


all members of the attending staff of 
Victoria Hospital asked for their 
cooperation in formally referring decu- 
bitus ulcer patients to the team. 


Ojectives 

The main objectives of the decubitus 
ulcer team project were: 
e To remove from the nursing staff 
the stigma of responsibility for a decub- 
itus ulceration 
e To discover all decubitus ulcers at 
their earliest stage and have the attend- 
ing physician refer the patient to the 
decubitus ulcer team 
e To apply modern uniform manage- 
ment throughout the hospital 
e To supervise carefully ulcer manage- 
ment 
e To conduct a sustained, intensive, 
inservice education program with the 
nursing and orderly staff 
e To record all decubitus ulcers for 
Statistical study 

By making clear to the nursing staff 
that they would not be criticized if one 
of their patients developed a decubitus 
ulcer, it was possible to obtain their 
full cooperation in reporting all patients 
with impending or actual decubitus 
ulcerations. 

The success of the entire program 
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Fig. 1: A decubitus ulcer, on a hip, which needs to be 


packed with benzoyl 20% lotion. 


depended on building a firm bond of 
confidence between the nursing staff 
and myself. This took some time, as 
nurses originally considered the exist- 
ence of the decubitus ulcer program 
an infringement on their long-estab- 
lished custom of treating decubitus 
ulcers by their private methods. Pa- 
tience, diplomacy, and the response 
of large ulcers to the new treatment 
eventually won all nursing staff to 
support the program. 


Preventive care 

Patients with decubitus ulcer po- 
tential were bathed with warm, not 
hot, water and a minimum of soap to 
avoid making the skin excessively dry. 
Those with dry skin were bathed with 
water containing a small amount of 
bath oil. Staff took care to avoid rubbing 
pressure areas with a towel. Such areas 
were carefully patted dry, and baby 
powder was applied liberally. 

Patients were turned every two hours 
day and night, without fail. Before turn- 
ing a patient, nurses removed their 


Dear lh 


Fig. 2: The same decubitus ulcer as in Fig. 1, after two 


weeks of treatment with benzoyl lotion. 


rings and watches in case those articles 
might traumatize the skin. They were 
careful to lift, not drag, tne patient 
across the bed during the turning 
procedure, and made sure patients did 
not lie on rectal leads or indwelling 
catheters. 

The head of the patient’s bed was 
rolled up only for meals. We found that 
elevation of the head of the bed beyond 
45° caused shearing force on the skin 
of the sacrum, as the weight of the 
patient's body pushing downward 
tended to abrade the epidermal surface 
and cause a decubitus ulcer. 

Nurses reported any reddened areas 
or cyanosis of the skin of pressure 
areas, which indicated a developing 
decubitus ulcer. If such a change occur- 
red, an amputation pad was placed over 
this area and held firmly in place by 
an elastic net material (Retelast). 

We avoided using adhesive tape as 
much as possible because of the strip- 
ping damage to the epidermis produc- 
ed by its frequent removal and reappli- 
cation. When tape was used, a special 


hypoallergenic, non-occlusive tape was 
ordered (Dermicel). 

Foam rubber boots to protect ankles, 
heels, and feet proved most helpful. 
Sheepskins were used to protect the 
sacral area on some patients. Foam 
plastic adhesive strips (Reston) were 
applied to protect threatening ulcers 
that appeared as large bulbi. 


Treatment of decubitus uicers 

Our decubitus ulcer program differ- 
ed from standard therapy in several 
important aspects. The medication 
applied to the ulceration was a water- 
in-oil emulsion, containing 20 percent 
benzoyl peroxide lotion (Benoxy)l). 
This is capable of killing bacteria, 
yeast, and fungi, but does not irritate 
dermal tissues. 

The benzoyl peroxide lotion was 
applied to terry cloth cut to the size of 
the ulcer and moistened with normal 
saline. We applied the terry cloth to 
the ulcer, with the medicated side in 
contact with the ulcer surface, and then 
covered it with a single layer of plastic 


Fig. 3: Severe decubitus ulcer on buttocks area. Note pack- 


ing in lower left area of the ulcer. 
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Fig. 4: Same decubitus ulcer as in Fig. 3. This ulcer is 
completely healed after treatment. a 
OCTOBER 197: 


film. An amputation pad was placed 
over the dressing, with all constituents 
of the dressing held in place by an 
elastic net or body stocking of Retelast. 
We changed the dressing every 12 
hours. 

The ulcer surface was routinely 
cultured before starting the treatment. 
If the ulcer became deep or if pronounc- 
ed undercutting of the skin at the peri- 
phery of the ulcer developed, one-half 
inch gauze packing, moistened with 
normal saline and covered generously 
with a 20 percent benzoyl peroxide 
lotion, was packed carefully into the 
depth of the ulcer, with the whole area 
overdressed as before. 


Follow-up important 

A most important part of the decu- 
bitus ulcer program has been the care- 
ful follow-up of each patient for the 
duration of his stay in hospital. As 
rehabilitation nurse coordinator, | made 
frequent rounds to see that nursing 
procedures were carried out with 
scrupulous care. 

The consultants in physical medicine 
and rehabilitation, dermatology, and 
I made formal decubitus ulcer rounds 
once a week to see all patients receiv- 
ing treatment. Because careful records 
are kept on all patients on the program, 
our weekly rounds have been invaluable 
in uncovering errors in management, in 
assessing the progress in the healing 
of ulcers, and in sustaining the interest 
of the nursing staff in the decubitus 
ulcer program. 


Education for nursing staff 

Lectures were held to make certain 
that the problem of decubitus ulceration 
and the concept of the new treatment 
were thoroughly understood by the 
Victoria Hospital nursing staff. The 
chief dermatologist and I gave these 
lectures together, one to the nursing 
administrative staff, one to registered 
nurses and nursing assistants, and one 
to the orderly staff. 

We presented the causes of decub- 
itus ulcerations, the dermatological 
principles governing healing of the 
ulcers, the rationale of the new treat- 
ment and details of its application, and 
the need for ceaseless vigilance night 
and day. We also made liberal use of 
color slides of actual cases. Once again, 
the opportunity was taken to relieve the 
nurse of blame for decubitus ulcers. 

The physician and I encouraged 
questions and discussion from the 
audience, each of us answering ques- 
tions in our own field. Results of our 
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considerable effort were gratifying, as 
enthusiastic support of the program was 
generated throughout the patient care 
staff. 

When first introducing the decubitus 
ulcer program in Victoria Hospital, 
some of the medical staff objected, on 
the basis that decubitus ulcers seldom 
occurred and were a minor problem. 

This did not agree with the exper- 
ience of the nursing staff, but an attempt 
to counter this objection by consulting 
the medical records of our hospital was 
not helpful. Physicians seldom includ- 
ed the diagnosis of decubitus ulcers on 
the admission and discharge form and, 
Statistically, the problem did not exist. 

How incorrect this data was is shown 
by the fact that 180 actual ulcers were 
recorded in the first year of our pro- 
gram’s existence. Therefore, an import- 
ant part of the program has been to 
record the diagnosis of decubitus ulcer 
on the patient’s discharge record, so that 
accurate statistics will be available from 
year to year. 


Results 

The decubitus ulcer program began 
in Victoria Hospital in April, 1972. 
A total of 180 patients with varying 
degrees of decubitus ulcers have been 
referred to the team and, so far, only 
one ulcer has had to be surgically 
repaired. Many large complicated ul- 
cers have been completely healed by 
medical management, and all patients 
who had ulcers and left the hospital 
while on treatment have been in a 
favorable stage of healing. 

Terminal patients, whose illness had 
been complicated by decubitus ulcera- 
tion, have been made more comfortable 
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he the ereatment described. O ly 
patient was unable to tolera 
benzoyl peroxide medication, bec 
of irritation. Wi 


Conclusion 

The most heartening result of the”: 
decubitus ulcer team program has been _ 
the change in attitude to decubitus ul- 
cers by the hospital nursing staff. They 
no longer feel guilty when a decubitus 
ulcer develops on a_ patient under 
their care. 

They report the lesion and get it 
under treatment at the earliest possible 
time. Many imminent ulcerations have 
been suppressed before the process 
has progressed to actual ulceration. 
Complete uniformity in ulcer manage- 
ment throughout the hospital has been 
achieved. No longer are brown soap, 
tincture of benzoin, and assorted other 
old-fashioned treatments being applied 
to decubitus ulcerations. 

The nurse has made an important 
contribution to our decubitus ulcer 
program. Early detection and report- 
ing of lesions by the nursing staff has 
greatly speeded up the application of 
appropriate treatment. Careful super- 
vision of the entire program by the 
rehabilitation nurse coordinator has 
kept it moving steadily forward. Lec- 
tures to nurses, registered nursing assist- 
ants, and orderlies have heightened 
their interest in helping decubitus ulcer 
patients, and have clearly improved 
nursing standards. oe 


Fig. 5: A paraplegic patient wearing a brace developed this decubitus ulcer — 
shown before treatment — in the coccyx area. The ulcer took four weeks to heal. 
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é PG “Living c one ahve the other 
| one beside the other 
St Se ae sharing the same address 
riding the elevators alone 
or should another come along 
watching the lights blink out the floors 
not Knowing what to say 
beyond a stiff ‘‘hello” 


Keys jingle 
the lock clicks 
the door shuts 
music pushes back the silence 
turn it off 
now listen 


a 


Elevators stop 
footsteps pass 
keys jingle 
} a door opens... closes | 
Music drifts faintly down the hall | 


Overhead someone’s just come home 
Heels echo across the floor 
a tap’s turned on 
a bath is run 
someone’s doing a wash 
doors shut 
the fridge hums 


Ee 


Who are they who share the same address? 
Neighbors? 
Strangers? 
People? 


A newcomer to the city, | wrote down the sounds | heard 
and the feeling | experienced, alone, in an apartment. 
Now, no longer a stranger, | find it helpful to read what 
| wrote then and recall how it was to be new. 
—Alma McKone, Coordinator, Inservice Education, 
Health Sciences Centre, winaless pms tis } 
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Mosby texts detail 
the full range of new 
nursing ideas and techniques. 


A New Book! 
Barber et al 


ADULT AND 
CHILD CARE 


A Client Approach To Nursing 


Nowhere is nursing’s new image more apparent than in this 
landmark work. In an unprecedented approach, this unique 
text integrates the care of both adults and children according 
to the basic human needs of safety and security; activity and 
rest; sexual role satisfaction; nutrition and elimination; and 
oxygen. The authors set forth three steps of the nursing 
process that relate to each need: assessment; intervention; 
and instruction. Differentiating between ‘‘clients’’ (those 
assuming responsibility for their own health care), and 
“patients” (those receiving health care at the time of illness), 
the text emphasizes common, recurring problems including 
those in home and non-hospital settings. From this innova- 
tive ‘“‘client’’ approach, the text stresses preventive medicine, 
medical-surgical advances, and rehabilitation. 


The solid theoretical background provides the basis for 880 
pages of highly practical procedural instruction covering 
hazards of development throughout the entire life cycle. The 
referral process for nurses involved in helping relationships; 


ADULT AND CHILD CARE 


need promotion; and the sensory, social and motor founda- 


tions of deprivation receive close attention. You'll find 
consideration of 20th century phenomena not often included 
in medical-surgical texts: artificial insemination; noise pollu- 
tion; organ transplants; play therapy; genetic counseling; to 
name only a few. The role of the nurse in the psychological 
as well as physical well-being of the “client’’ is delineated in 
discussions on: crisis intervention as it relates to the “’stress’’ 
pattern in illness and disaster; body image and self-concept; 
and the effects of hospitalization on the patient. From 
neonatal pediatrics to the physiologic changes of aging, this 
monumental work details the latest procedures and concepts 
and truly reflects the wide scope of contemporary nursing. 


By JANET MILLER BARBER, R.N., M.S.; LILLIAN GATLIN 
STOKES, R.N., M.S.; and DIANE McGOVERN BILLINGS, R.N., 
M.S. May, 1973. 814 pages plus FM I-XVI, 8” x 10”, 516 
illustrations. Price, $16.30. 


INSTRUCTOR’S NOTE: To receive a 
complimentary copy for firsthand evalua- 
tion, write to the Textbook Department 
mentioning your position, course and 
enrollment. 
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‘Hospital Association, annual 
on, Jubilee Auditorium, Cal- 


lober 25-26, 1973 


oe, osehill Institute of Human Relations, 


a ‘third seminar on the application of 
group psychodynamic theory. to 
__ management effectiveness, Inn-on- 
i: the-Park, Toronto, Ontario. For further 
information, write to: Conference Di- 
rector, Dr. Sheldon Heath, Rosehill 
Institute, 1365 Yonge St., Toronto, Ont. 


October 28-November 3, 1973 

Human relations training program for 
inservice coordinators in the Atlantic 
provinces, sponsored by the nurses’ 
associations of New Brunswick, Nova 
Scotia, Newfoundland and Prince 
Edward Island withtheP.E.!|. Leadership 
Institute of Holland College (Prerequi- 
site: attendance at the earlier “People 
Power” workshop). Training program 
will be held in P.E.I. (location not yet 
settled). 


October 29-31, 1973 

Ontario Hospital Association, annual 
meeting, Four Seasons Sheraton Hotel, 
Toronto, Ontario. 


November 4-7, 1973 

Conference for nurses in staff educa- 
tion and staff development, Geneva 
Park, Ontario. For further information, 
write to: Registered Nurses’ Associa- 
tion of Ontario, 33 Price Street, Toron- 
to, Ontario. 


November 5-7, 1973 

Association of Nurses of the Province 
of Quebec, annual meeting, Montreal, 
Quebec. 


November 6-9, 1974 

The Nurses’ Association of The Ameri- 
can College of Obstetricians and Gyn- 
ecologists, Ontario District V, confer- 
ence, Royal York Hotel, Toronto, Ont. 
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November 11-14, 1973 

Workshop on one quality control meth- 
od: the nursing audit, Geneva Park, 
Ontario. For further information, write 
to: Registered Nurses’ Association of 


Ontario, 33 Price Street, Toronto, 
Ontario. 
November 13-14, 1973 


Maritime Operating Room Nurses Con- 
vention, Hotel Nova Scotian, Halifax, 
Nova Scotia. Direct enquiries to: Ms. 
Mary S. Shinney, Apt. 3, 5240 Kent St., 
Halifax, N.S. 


November 15-17, 1973 

Canadian Public Health Association, 
41st annual meeting, in association 
with The Tropical Medicine and Inter- 
national Health Division and The 
Canadian Association of Medical Mi- 
crobiologists, Royal York Hotel, Toron- 
to, Ontario. For further information, 
write to: J.C.W. Weber, Connaught 
Laboratories, 1755 Steeles Ave., W., 
Willowdale, Ontario. 


November 16-17, 1973 

Tropical Medicine and _ International 
Health Division, Canadian Public Health 
Association, first annual meeting, 
Royal York Hotel, Toronto. Persons 
interested in presenting papers are 
invited to submit abstracts of 200 
words or less before September 15, 
1973. For further information, write 
to: Secretary-Treasurer, Tropical 
Medicine and _ International Health 
Divison, Canadian Public Health Asso- 
ciation, 1255 Yonge Street, Toronto 7, 
Ontario. 


November 28-30, 1973 

Manitoba Health Organization and 
incorporated sixth annual Manitoba 
health conference, Centennial Concert 
Hall, Winnipeg, Manitoba. 


December 1, 1973 

15th Conference on the Medical As- 
pects of Sports, sponsored by the 
American Medical Association, Royal 


Inn, Anaheim, California. Conference 
theme: ‘Health Care for the Athlete: 
A Community Concern.” For further 
information, write to: Committee on 
the Medical Aspects of Sports, 535 
North Dearborn Street, Chicago, Illinois 
60610, U.S.A. 


February 18-22, 1974 

Occupational health nursing program 
for registered nurses employed in 
the field of occupational health nurs- 
ing. Fee: $95. For further information, 
write to: Continuing Education Pro- 
gram for Nurses, Faculty of Nursing, 
University of Toronto, 50 St. George 
St., Toronto, Ontario. 


April 29-30, 1974 

Ambulatory Pediatric Association, 14th 
annual meeting, Sheraton-Park Hotel, 
Washington, D.C. Abstracts are invited 
to be considered for presentation at 
the scientific sessions. For further in- 
formation, write to: E.S. Hillman, M.D., 
Montreal Children’s Hospital, 2300 
Tupper St., Montreal 108, Quebec. 


May 2-4, 1974 

Vancouver General Hospital 75th anni- 
versary, gala celebration and alumni 
banquet, Regency Hyatt Hotel, Van- 
couver, B.C. For further information, 
write to: Executive Secretary, VGH 
Alumni Association, 2851 Heather St., 
Vancouver 9, B.C. 


June 16-21, 1974 
Canadian Nurses’ As- 
sociation annual 
meeting and conven- 
tion, to be held in the 
Manitoba Centennial 
Centre Concert Hall, 
Winnipeg, Manitoba. 


July 7-11, 1974 

Canadian Home Economics Associa- 
tion, biennial convention, Vancouver, 
B.C. For further information write to: 
lvy Turner, 4436 Price Creecem Burn- 
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Mosby texts detail the full range of new 
nursing ideas and techniques. 


New 7th Edition! 


Smith 


PRINCIPLES OF MICROBIOLOGY 
Praised for its excellent organization, illustrations, and readability, this revised 
and updated edition concentrates on the events that take place when microbes 
and their products contact living human cells. After presenting basic micro- 
biologic principles, 


it identifies harmful microorganisms, explains how they 


cause disease, and emphasizes restraints. The text includes: new chapters on 
immunologic reactions and metazoa; expanded material on nosocomial infec- 
tions, venereal disease; and more. 


By ALICE LORRAINE SMITH, A.B., M.D., F.C.A.P., F.A.C.P. June, 1973. 7th edition, 681 
pages plus FM I-X, 7” x 10’, 305 illustrations. Price, $12.35. 


New 3rd Edition! Lerch 
WORKBOOK FOR MATERNITY NURSING 


Realistically balanced between fundamentals and applica- 
tions, this edition of a popular workbook provides case 
examples, situation-type questions, self-examinations and 
current references to help students correlate technical duties 
with personalized, family-centered nursing care. It deals with 
all subjects of maternity nursing including nutrition, high-risk 
pregnancy, the prenatal clinical, the unwed mother, and care 
of the neonate. Biological, physiological and psychological 
aspects of pregnancy and parenthood are effectively inter- 
woven. 


By CONSTANCE LERCH, R.N., B.S.(Ed.). August, 1973. 3rd 
edition, 194 pages plus FM I-VIII, 7%” x 10%”, 37 illustrations. 
Price, $5.50, 


New 7th Edition! 


HISTORY AND TRENDS 
OF PROFESSIONAL NURSING 


The updated version of this classic enables students to view 
nursing’s latest trends in historical perspective. Emphasizing 
the evolutionary role of women in today’s society, the 
authors report on such current issues as: “female liberation’; 
abortion laws; legal aspects of nursing; research; the ladder 
concept; continuing education in nursing; the ‘‘nurse practi- 
tioner’’; and the nurse’s right to attend college under the G.I. 


Griffin -Griffin 


Bill of Rights. 


By GERALD JOSEPH GRIFFIN, B.S., M.A., Ed.D., R.N.; and 
JOANNE KING GRIFFIN, B.S., M.A., R.N.; with a special unit on 
Legal Aspects by ROBERT G. BOWERS, B.A., J.D. July, 1973. 7th 
a 312 pages plus FM 1-X1l, 7” x 10”, 62 illustrations. Price, 
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New 3rd Edition! Smith 


MICROBIOLOGY LABORATORY 
MANUAL AND WORKBOOK 


This workbook is the ideal companion to the new 7th edition 
of Principles of Microbiology — yet is readily adaptable for 
use with any current text on the subject. It effectively relates 
classroom theory to practical laboratory applications. Care- 
fully revised and updated, this new edition spotlights the fine 
points of bacteriologic technic with new illustrations and 
clearly demonstrates the care and use of compound and 
phase microscopes. 


By ALICE LORRAINE SMITH, A.B., M.D., F.C.A.P., F.A.C.P. June, 
1973. 3rd edition, 172 pages plus FM I-ViIl, 7%” x 10%”. Price, 
Price, $5.55. 


New 3rd Edition! Hart 
THE ARITHMETIC OF DOSAGES AND 
SOLUTIONS — A Programmed Presentation 


Totally reworked and reworded for greater clarity and 
accuracy, this concise, programmed approach actively in- 
volves students in the learning process, while allowing them 
to proceed at their own rate. Information is arranged in 
logical order; each step builds on the one before; answers to 
each problem appear at the end of the exercise. A refresher 
on fractions, decimals, percentages, and ratios is included as 
well as information on pediatric dosages and expanded 
discussions of insulin and I.V. fluid flow. 


By LAURA K. HART, R.N., B.S.N., M.Ed., M.A., Ph.D. April, 1973. 
3rd edition, 76 pages plus FM I-VII1, 7” x 10”. Price, $4.15. 


INSTRUCTOR'S NOTE: To receive a 
complimentary copy for firsthand evalua- 
tion, write to the Textbook Department 
mentioning your position, course and 
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rnal, published by the Addic- 
search Foundation of Ontario, 
ed in July 1973 that the govern- 
f India is considering legislation 
ibit smoking in the country. 

is legal ban was suggested by the 
dian Association for Chest Diseases 
-and the Tuberculosis Association of 
India. However, government officials 
have not said how this type of law could 
be enforced. 


aT 
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_ Skiers beware 

- Before long, skiers will be turning 
their thoughts to the slopes. First, 
. though, there is the question of whether 
to make do with last year’s equipment 
| or head for the nearest ski shop. For 
| beginners, it means being faced with a 
| bewildering assortment of skis, fittings, 
poles, boots, and so on. 


A warning about the widely used 
plastic ski boot was given by a physician 
at the Bronx Municipal Hospital Center 
in New York. G.L. Crelinsten, in a 
letter to the editor of The New England 
Journal of Medicine (February 22, 
1973), offered the following observa- 
tions: 

“The orthopedic surgeon has become 
well aware of the marked increase in 
serious lower-leg fractures due to the 
newly popular high, stiff, plastic ski 
boot. Many skiers who escape fracture 
may also fall prey to the new boot. 
After a hard day of challenging the 
mountain and of spending many frus- 
trating minutes in long lift-lines, the 
skier will complain of irritating numb- 
ness and tingling of the soles of the 
feet. This dysesthesia detracts from the 
apres ski fire and hot mulled wine. 
The cause of this syndrome is not 
simply thawing feet, but probably pres- 


= 
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“Congratulations — It’s A Person!” 
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sure neuropraxia of S, sensory fibers 
at the boot top, akin to ulnar-nerve 
neuropraxia due to prolonged elbow 
pressure. Ski-boot neuropathy is a 
benign affliction and serves to remind 
the enthusiast of his recent battle with 
nature.” 


Foot mirrors diseases 

According to an internationally known 
foot specialist, the foot is a mirror of 
many constitutional diseases. The first 
signs of diabetes, pernicious anemia, 
neurological diseases, and even brain 
tumors are sometimes revealed in the 
foot, Dr. Marvin Steinberg said in 
Hamilton, Ontario, last August. 

Dr. Steinberg, director of the de- 
partment of podiatry at Jewish Memor- 
lal Hospital in New York, was speak- 
ing at the annual scientific conference 
of the Canadian Podiatry Association. 
He told his audience that his years of 
research in detecting malignant lesions 
and treating skin growths and tumors 
associated with foot pain have convinc- 
ed him of the importance of diagnosis 
in treating foot problems. 

He noted that the first indication of 
rheumatic fever in children often 
manifests itself with pain in the chil- 
dren’s heels. Dr. Steinberg also dem- 
onstrated new treatments for gout and 
arthritis of the feet, and said podiatric 
research is being conducted on melan- 
oma and arthritis of the foot. 


Xerox solution 
The Patent Office in Ottawa regularly 
sends out its New Patents News, which 
gives up-to-the-minute information on 
innovations ranging from hats that hide 
hair curlers to a method of salvaging 
beached or sunken marine vessels. 

One of the interesting items in 
April’s patent news concerned the 
problem of documents being photo- 
copied without permission. This prob- 
lem could be solved by the Xerox Cor- 
poration of Rochester, New York. 

According to our news source, “Ca- 
nadian Patent 917,701, granted to the — 
Xerox Corporation on December 26, — 
1972, discloses a way of coating a — 
document with a light-emitting mate- — 
rial, making it readable to the human — 
eye but unreadable to a photo-copying. 
machine. It would seem the photo 
copiers have finally foiled their o 
invention.” j 
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A New Book! Auld-Birum 
THE CHALLENGE OF NURSING 
A Book of Readings 


This broad overview incorporates philosophical, 
conceptual, and practical aspects of nursing. 
Articles chosen from original publications by 
more than thirty nursing leaders discuss such 
stimulating topics as: the definition and nature 
of nursing; psychological diagnosis; adaptation of 
nurses to their profession; and the nurse’s in- 
volvement in her work. Patient needs are stressed 
throughout. 


By MARGARET E. AULD, B.S., M.N., R.N.; and 
LINDA HULTHEN BIRUM, BSS., M.N., R.N.; with 38 
contributors. January, 1973. 247 pages plus FM I-XIV, 
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Mosby texts detail the full range of new 
nursing ideas and techniques. 
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A New Book! McCalister et al 
READINGS IN FAMILY PLANNING 
A Challenge to the Health Professions 


Accented with professional and personal over- 
tones, this unique approach challenges students 
to increase the effectiveness of health care in the 
vital area of family planning. Twenty-eight arti- 
cles integrated via skillful introductions discuss 
all facets of family planning including the dis- 
parity between who needs and who uses it; birth 
control techniques; development of community 
family-planning programs; and more. 


By DONALD V. McCALISTER, B.A., Ph.D.; VICTOR 
THIESSEN, B.A., M.A., Ph.D.; and MARGARET 
McDERMOTT, R.N., B.S.N., M.S.N., Ph.D.(Candidate). 


6%" x 9%". Price, $5.20. 


New 5th Edition! 
BASIC PHARMACOLOGY FOR NURSES 


In a practical outline form, this text supplies vital informa- 
tion on the effects, dosages, and usages of common drugs; 
and notes weights, measurements and abbreviations used in 
medicine. Chapters new to this edition discuss: anesthetics; 
hallucinogenic drugs; serums and vaccines; and antineoplastic 
drugs. It features an arithmetic review section, full glossary, 
topic area assignments and an answer booklet. 


By JESSIE E. SQUIRE, R.N., B.A., M.Ed.; and JEAN M. WELCH, 
R.N., A.B., M.A., B.S., N.Ed. March, 1973. 5th edition, 370 pages 
plus FM 1-X11, 7%” x 10%”, Price, $6.05. 


Squire-Welch 


A New Book! Butler-Lewis 
AGING AND MENTAL HEALTH — 
Positive Psychosocial Approaches 


This new text explores economic and everyday problems of 
elderly Americans. Comprehensive in coverage, the authors 
stress late life as a normal process emphasizing mental health 
factors and intervention in both institutional and non- 
institutional settings. The text features a detailed discussion 
of illness prevention. 


By ROBERT N. BUTLER, M.D.; and MYRNA I. LEWIS, ACSW; 
foreword by ARTHUR S. FLEMMING, Chairman, White House 
Conference on Aging. May, 1973. 308 pages plus FM I-XIV, 7” x 10”, 
26 illustrations. Price, $6.25. 


MOSBY 


March, 1973. 256 pages plus FM I-XII, 7” x 10”. Price, 
$6.85. 


A New Book! 


READINGS IN GERONTOLOGY 


A multi-disciplinary approach to gerontology, this work 
illustrates the relationship between theory, research and 
practice. Sociological, developmental and emotional factors 
are emphasized. Articles discuss nutrition; management of 
grief and suicide; research; functional assessment of the 
elderly; the effects of aging on activities and attitudes; and 
many often neglected aspects of gerontology. 


Edited by VIRGINIA M. BRANTL, Ph.D.; and SISTER MARIE 
RAYMOND BROWN, R.S.M., M.N.Ed. July, 1973. 118 pages plus 
FM I-X, 6” x 9”. Price, $4.15. 


A New Book! Vukovich-Grubb 
CARE OF THE OSTOMY PATIENT 


This book provides guidelines for understanding the specific 
needs of ostomy patients and the behavioral and physical 
problems encountered in their return to a productive life. 
Beginning with the normal digestive tract, it shows pro- 
gressively how the body develops problems leading to 
ostomy surgery. Diagnosis, tests and surgeries are discussed as 
well as diet, medications and appliances. 

By VIRGINIA VUKOVICH, R.N., E.T.; and REBA D. GRUBB, 
Medical Writer; foreword by DONALD G. SHROPSHIRE. August, 
1973. 138 pages plus FM I-XIV, 6” x 9”, 23 illustrations by TRAVIS 
L. MAYHALL. Price, $5.55. 

INSTRUCTOR’S NOTE: To receive a 
complimentary copy for firsthand evalua- 
tion, write to the Textbook Department 
mentioning your position, course and 
enrollment. 
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anadian 
Nurse 


| _e@ Smoking Now and Then 


e Nurse Involvement in 
Medical Education 


e Detoxification: an Alternative 
in Transition 


SS 


Photo credits for 
October 1973 


St. Mary’s Hospital, Montreal, 
p. 35 


Dept. of Visual Medical Records 
and Education, Victoria 
Hospital, London, Ontario, 
pp. 42, 43 
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Pearen, Elsie 1.E. A survey of Canadian 


collection and the tool used tor data 


schools of nursing to determine the collection. The data had to be collect- 
instruction and clinical experience ed in two phases from two different 
provided in mental retardation. Van- sources — home schools and affiliated 
couver, B.C., 1973. Thesis (M.S.N.) schools — to obtain accurate data. 


U. of British Columbia. 


From the findings, it appears that: 
e Studies could be done to focus at- 


This descriptive study was done to tention on current problems in nursing 
provide information on the number of the mentally retarded, related to the 
hours of theory and clinical experience need for inclusion of theory and clinical 
students received during nursing educa- experience in the curriculum of nurs- 


tion that might equip them with skills 


ing.schools. 


required for mental retardation nurs- @ Studies could also be done to de- 
ing. Registered nurses associations for termine time allotment, placement, 
each province assisted in the study by and specific mental retardation con- 
providing lists of nursing schools in tent in current nursing programs. 

their province. Of the 142 nursing e Qualitative studies could be done 


schools having a graduating class in 


to show the possible effect of staff 


1969, 140 were studied. The urgency knowledge of mental retardation on 
of the problem was shown when it was the care provided to mentally retard- 
noted that an estimated three percent ed patients. 


of the population of Canada were 
mentally retarded. 

Several commissions have been done 
on this topic in the past decade in 
Canada. Some studies of this general 
nature have been done in the United 


Valentine, Patricia Ellen B. Profession- 
alism in nursing. Calgary, Alta., 
1973. Thesis (M.A.) University of 
Calgary. 


States. Review of the literature indicat- This research is concerned with the 


ed that no previous studies had been 
done on this topic in Canada. 
A questionnaire was constructed 


examination of professionalism in 
Alberta nursing during the past half 
century. The concepts of profession 


to obtain data relating to placement of and professionalization are briefly dis- 
mental retardation experience, hours cussed in relation to professionalism; 
of theory and clinical experience and three components of professional- 
provided, and the year of nursing ism (knowledge-skill, autonomy, ideo- 
education in which the experience logical) and their empirical indicators 
occurred. Questionnaires were mailed are examined, using the historical — 


to the schools, completed by them, 
and returned. 


method. 
Broadly speaking, some findings 


Diploma schools tended to provide suggest that there has been an increase © 
between 0 to 8 hours of theory and in the degree of professionalism in 
clinical experience in mental retarda- nurses in Alberta, with the trend be- 
tion, whereas university schools tended coming more apparent in the 1960s 


to offer up to 12 hours of experience. 
Most nursing education in mental 


when there were appreciable increases 
in many of the indicators. 


retardation occurred in pediatrics or The knowledge-skill component 
psychiatric programs, or in combina- shows that, although there have been 
tions of these and other courses. Men- increases in the majority of the indica- 
tal retardation nursing education tend- tors, research, more specifically re- 

ed to occur in the next to the last year search in the substantive area of nurs- 


of the program for all schools. Many _ ing, has been neglected. 


schools, however, indicated that men- | The autonomy component su, ost 


tal retardation experience was not that Alberta nurses have been making 


included in the school curriculum. 
It appeared that little theory and 


clinical experience in mental retarda- responsible for nursing standards a 
tion was being given students enrolled the lack of “politicization” of Alberta: 
in nursing schools in Canada. The nurses may be impeding the further 
relative lack of planned clinical exper- development of professionalism. 
ience with retarded individuals was The ideological component’s on 


surprising. 


Several problems and limitations care, a value strongly associated wii 
were encountered in conducting the nursing, is being neglocied by nurs 
study, particularly concerning data imAlberta © iY 


increasing gains in attaining autonomy. — 
However, having two separate bodies — 


i] 


indicator suggests that tender loving 


G close-up 


Mosby supplements and references 
promote professional growth. 


A New Book! Bryan 
SCHOOL NURSING IN TRANSITION 


For an up-to-date picture of school nursing philosophy, current practices and pat- 
terns of administration, consult this new book. It delineates the role of the school 
nurse in relation to chiidren, parents, community, and school workers and 
emphasizes the need for new nursing techniques to increase the effectiveness of 
school health services. Specific guidelines are given for developing and 
administering programs as well as for the core nursing procedures involved in 
delivering health services. 

By DORIS S. BRYAN, R.N., M.P.H., Ph.D. November, 1973. Approx. 288 pages, 57 


illustrations. About $9.40. 


A New Book! Marram 
A GROUP APPROACH 


IN NURSING PRACTICE 


This new book provides the reader with a clear understanding 
of group process, leadership and methods as well as the 
therapeutic potential of groups. It describes the scope of 
group work in nursing and illustrates the theoretical frame- 
works that guide study and practice in this area. Informative 
discussions consider group psychotherapy and groups formed 
for therapeutic, growth, reference and self-help purposes. 
Helpful group studies demonstrate nursing intervention. 


By GWEN D. MARRANM, R.N., B.S., M.S., Ph.D. May, 1973. 220 
pages plus FM I-X11, 6” x 9”. Price, $5.80. 


A New Book! 
NURSING AND THE PROCESS 
OF CONTINUING EDUCATION 


This book of readings provides a convenient reference to 
available resources, designs, methods of implementation, 
learning aids, and innovations which have proven successful 
in continuing education programs for nurses. The open- 
ing chapters define continuing education in nursing 
and explain institutional, governmental and individual roles. 
Other discussions provide guidelines for program need 
assessment, procedures for design and implementation, and 
methods to evaluate courses, participants, and staff. 


Edited by ELDA S. POPIEL, R.N., B.S., M.S.; with 32 contributors. 
duly, 1973. 248 pages plus FM I-XX, 6%” x 9%”. Price, $7.30. 


A New Book! Bevis 
CURRICULUM BUILDING IN NURSING: 


A PROCESS 


This volume is directed toward the educator interested in 
developing a new nursing curriculum or modifying an 
existing one. It provides essential educational theory and 
then makes direct applications to the special needs of the 
nursing curriculum. Topics considered include: future nurs- 
ing functions; learning strategies; task groups; educational 
environments; health environments; student and faculty 
characteristics; evaluation methods; and much more. 


By EM OLIVIA BEVIS, R.N., B.S., M.A. August, 1973. 172 pages 
plus FM I-X11, 7” x 10”, 34 illustrationsin 28 figures. Price, $7.10. 


A New Book! Treece-Treece 


ELEMENTS OF RESEARCH IN NURSING 


In a practical, how-to-do-it manner, this new work offers 
clear, concise explanations for each step of the research 
process. Essential data necessary for developing research 
projects plus maximum utilization of available resources are 
only two of the book’s innovative highlights. The relation- 
ship between theory and method is treated in depth. 
Valuable tips for research and how to write, report and 
publish research findings are included. 


By ELEANOR WALTERS TREECE, R.N., B.A., M.Ed., Ph.D.; and 
JAMES WILLIAM TREECE, Jr., B.R.E., B.A., M.A. June, 1973. 284 
pages plus FM I-X11, 7” x 10”, 56 illustrations. Price, $9.75. 


MOSBY 


TIMES MIRROR 


THE C. V. MOSBY COMPANY, LTD. + 86 NORTHLINE ROAD, TORONTO, ONTARIO M4B 3E5 
‘OCTOBER 1973 
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Medical Profession in Ontario by 
dward A. Pickering. 193 pages. 
_ Toronto, Ontario Medical Associa- 


tion, 1973. 


"] - 

Well-written, clear, and succinct, the 
report concerns itself with the role of 
the medical profession in present day 
how relationships between 
doctors and government may be im- 
proved, the relative economic position 
physicians should occupy, and_ the 
method by which the physicians’ fee 
schedule might be modified. The 
recommendations in all four areas are 
sensible and none are unexpected. 

The bonus in this book is the two 
reports attached as appendixes. One 
was prepared by Peter Ruderman of 
the University of Toronto’s school of 
hygiene, who is not a physician; it 
describes the economic position of 
Ontario physicians and the relation 
between the fee schedule and actual 
income from fee practice. It is interest- 
ing not only in its findings but in the 
description of the process by which 
the comparisons were made. 

The other report appended is a back- 
ground paper on citizen participation 
by Thelma McCormack of the York 
University department of sociology. 
This is a gem of clarity. 

It poses questions about the purpose 
of citizen participation. “Is the goal of 
citizen participation social change or 
is it to develop new information sys- 
tems within an_ established social 
order?” 

Rarely has a report been so readable 
and so credible. Nurses from all prov- 
inces should find this study interesting. 


Cardiovascular Disorders: Patient Care 

by Pat Ashworth and Harry Rose. 
309 pages. London, Bailli¢re, Tin- 
dall, 1973. 
Reviewed by Basanti Majumdar, 
Assistant Professor, School of Nurs- 
ing, McMaster University, Hamilton, 
Ontario. 


The purpose of this book is “to help 
nurses understand and enjoy their work 
with patients suffering from cardiovas- 
cular diseases, be it in special units, in 
general wards, or in the patient’s own 
home.” 

This book is designed “for trained 
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nurses working with these patients, for 
the more senior nurses working towards 
their final examinations and subsequent 
registration” and for the specialist in 
cardiovascular nursing. 

It is written in such a manner that 
nurses will not have to read through 
the whole book to find information on 
a particular topic. 

In the first chapter the author pre- 
sents the table, issued by the World 
Health Organization, listing death 
rates from heart conditions. The data 
shown in the table is from 1955 to 
1967. The reviewer is disappointed 
that more up-to-date data is not pro- 
vided. 

The discussion of different heart 
conditions includes anatomy, physio- 
logy, signs and symptoms, and manage- 
ment of the patient: investigations, 
drugs, surgery, doctors’ and nurses’ 
“acts.”’ It includes the importance of 
good team work between surgeon, 
physician, nursing staff, other para- 
medical staff, and family. The author 
does not discuss in depth the effect 
of heart disease on family and society 
as a whole. The emphasis is more on 
how the disease affects the individual. 
Occasionally, the same information is 
given in several chapters. 

This book would be a valuable re- 
source for both the practicing nurse 
and the student. It may not be appro- 
priate for the specialist in cardiovas- 
cular nursing; she may find it too limi- 
ted a reference source. 


Basic Pharmacology for Nurses, Sed. 
by Jessie E. Squire and Jean M. 
Welch. 370 pages. Saint Louis, Mos- 
by, 1973. 

Reviewed by Carol Batra, Associate 
Professor, School of Nursing, Uni- 
versity of Windsor, Windsor, Ont. 


This paperback is updated from 1969 
and is intended to be used in a 45- to 
60-hour pharmacology course. It is 
reorganized to encourage the student 
in self-help study and testing. 

The authors stress that this text is 
for briefer nursing courses, to give 
a working knowledge of basic pharma- 
cology to the student. The material is 
presented in concise, point form and 
an extensive background in the sciences 
is not a prerequisite. 


The revisions and additions made 
in the text are particularly in its reor- 
ganization and better integration of 
problems with the material presented. 
There are more conversion problems 
with stress on solving problems by ratio 
method. There are a few additional 
drawings of syringes along with many 
new drugs presented, particularly anes- 
thetics, serums and vaccines, antineo- 
plastic and hallucinogenic drugs. 

The book has an accompanying an- 
swer booklet and a brief but up-to-date 
bibliography for each chapter. The 
material is presented in the traditional 
method of drug dosages and problems 
for one-third of the text, followed by 
drugs affecting the various body sys- 
tems for the remaining two-thirds of 
the text. 

This book would be useful as a text 
for student self-study or as an adjunct 
to a basic course in pharmacology. Its 
strength lies in its concise and clearly- 
written format, which is suitable for 
quick reference for a particular type 
of dosage problem or for a class of 
drugs. The questions with each chapter 
frequently involve only recall of the 
chapter content but include some clinic- 
al situations. A weaker student might 
need more practice problems in the 
drug dosage sections. More advanced 
courses would demand much greater 
depth and physiological explanation of 
the drugs mentioned. Also, in Canada, 
one would appreciate reference to the 
Canadian drug legislation. Drug dosages 
for children, milli-equivalent doses, 
the unit dose system, and charting of 
medications were, however, all omitted 
in the text. 

In summary, I feel the authors have 
improved on their previous editions and 
have presented a basic text for the 
beginning student, for self-study, or for 
a brief review. 


Concepts Basic to Nursing by Pamela 
Holsclaw Mitchell. 470 pages. To- 
ronto, McGraw-Hill Ryerson, 1973. 
Reviewed by Sheila B. Embury, 
Professional Associate, School of 
Nursing, University of Calgary, 
Calgary, Alberta. 


This book is an introduction to profes 
sional nursing for students being 
pared as primary agents of 


care, plans the care, gives or directs its 
implementation and evaluates the effi- 
cacy of the care.”” The author presents 
a systematic approach to the nursing 
process and a conceptual approach to 


practice. Although most textbooks 
dealing with the “fundamentals” of 
nursing are oriented to the care of 
the hospitalized sick person, this book 
was conceived for nursing care in any 
setting. 

Theories of health and illness are 
presented as a frame of reference for 
the focus of nursing. The description 
of the changing role of the nurse with- 
in today’s social, cultural, and health 
care systems will enable the student to 
design effective nursing plans and use 
appropriate strategies for each patient. 
The nursing process is covered in great 
detail under the following topics: inter- 
personal relationships, the scientific 
method, the process of diagnosis, and 
planning nursing care. 

Basic nursing knowledge is related to 
specific body functions, but is covered 
under the concepts of maintenance of 
functional ability, prevention of disabil- 
ity, and provision of sustenance and 
comfort in the face of health problems. 
In relation to each specific body system, 
the chapter begins with a list of perti- 
nent data the student can use as a means 
of assessing patient needs. Following 
a detailed description of the topic, 
there is a summary of common prob- 
lems and suggested approaches. 

This book is an exciting approach to 
basic nursing content. It introduces 
the student to the nursing skill of con- 
\ceptualizing knowledge as an efficient 
means of organizing, storing, and re- 
trieving information. The depth with 
which subject matter is presented will 
‘make this a useful textbook for first- 
} year nursing students. 


Respiratory Intensive Care Nursing by 
Sharon Spaeth Bushnell. 354 pages. 
Boston, Little, Brown, 1973. Cana- 
dian Agent: Lippincott, Toronto. 
Reviewed by Jean E. Fry, Lecturer 
in Nursing, School of Nursing, Mc- 
Master University, Hamilton, On- 
tario. 


>. ._ to _ Tin. Se 


In the preface to this book, the author 
\states that her purpose in writing it is 
“to present current  interdisciplinary 
\practices in respiratory and intensive 
‘care....It is intended for nurses who 
‘are caring for critically ill patients, 
iteaching such care or organizing in- 
itensive care facilities.” 
The author has focused on symp- 
jtoms, causes, and treatment of respira- 
‘tory and related disorders, presenting 
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underlying anatomical and physiologic- 
al bases for these disorders, as well as 
generally accepted preventive and 
corrective measures. She has shown 
how laboratory procedures, nurse 
observational skills, and respiratory 
measurements complement one another 
in determining diagnosis and subse- 
quent treatment. 

As modes of treatment, she has con- 
sidered drug therapy, use of mechanical 
equipment, oxygen therapy, and physio- 
therapy, as well as skiliful nursing care, 
and has shown how each of these has 
a specific role to play either singly or 
in combination. She discusses preven- 
tion of respiratory impairment by posi- 
tioning the patient and outlines requir- 
ed nursing care and precautions to 
observe when various types of mechan- 
ical equipment are used to establish 
the airway and to maintain its patency. 

Both physical and _ psychological 
aspects of nursing care of patients in 
respiratory intensive care units are 
discussed, including implications for 
relatives, visitors, and staff. 

In viewing roles and relationships of 
the various members of the respiratory 
team, Ms. Bushnell has shown how each 
member has a unique and vital service 
to offer in providing effective patient 
care and treatment. 

Included in the chapter on monitor- 
ing is a discussion of safety precautions, 
particularly relevant in these days of 
complex electrical monitoring equip- 
ment, the safety of which is all too read- 
ily taken for granted Mode of transport 
of the critically ill patient and organiza- 
tion of a respiratory surgical intensive 
care unit are also discussed. Helpful 
addenda contain relevant definitions, 
symbols and values, the gas laws, and 
ranges of normal laboratory values. 

While much of this material can 
undoubtedly be found in various texts, 
this one small volume, conveniently 
ringed to lie flat, provides the up-to- 
date material most required in critical 


care areas. Although she states in her 
preface that it is not meant to be a 

rocedure manual, in certain instances, 
it could be that as well. 

This book should prove a handy 
manual for reference in any specialized 
care area (ICU, CCU, or respiratory 
care). 


Review of Nutrition and Diet Therapy 
by Sue Rodwell Williams. 293 pages. 
St. Louis, Mosby, 1973. 

Reviewed by Carolyn Pepler, Faculty 
of Nursing, University of New Bruns- 
wick, Fredericton, N.B. 


The author has presented a review of 
nutrition in a clear, concise, question- 
and-answer format that is readily read- 
able. The emphasis throughout is on 
nutrition as a science and approximately 
four-fifths of the book is devoted to 
normal nutrition and metabolism in the 
healthy person. In this respect the in- 
clusion of “diet therapy” in the title may 
be misleading, although principles of 
diet therapy are included. 

It differs from some of the usual 
textbooks on nutrition for nurses in 
that there is more (or as much) detail 
of biochemistry and physiology through- 
out the life cycle and less information 
about meal planning, recipes, or the 
preparation and serving of food. The 
author has been able to present the 
scientific principles quite fully and yet 
simply, and has used diagrams effective- 
ly so that a background in these sciences 
is not essential. Inasmuch as the nurse 
reader would have some understanding 
of the theory and terminology of chem- 
istry and biology, the author meets 
her objective in providing a review of 
nutrition and metabolism. For the 
beginning student, concurrent study of 
the other sciences would be helpful as 
the material is comprehensive but brief. 

In the section on “Community Nutri- 
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nciples of psychology and 
igen eat as the base for un- 
nding the why of dietary habits 
the how of teaching ple to 
them if necessary. Guidelines 
- interviewing and assessment of 
utritional status are included. 
__ The section on health problems and 
nical nutrition is succinct with 


‘ Principles of diet therapy following 
_ through from pathophysiology. The au- 


thor has appropriately selected only 
those common conditions in which diet 


therapy plays a major part. 


This book would be useful as a basic 
text for nursing students. It would help 
students relate content from the physic- 
al, biological, and behavioral sciences 
to therapy and nursing practice. One 
major disadvantage to its use as a text- 
book is the omission of references in 
the body of book. There is a short 
general list at the end. At the depth 
presented, the chemical and biological 
material is, to the best of present know- 
ledge, fact rather than theory; however, 
some of the sociological and psychol- 
ogical content is theory rather than fact. 
It is unfortunate that the author did 
not mention the theorists. 

The book would also be valuable 
in ward or agency office libraries, but 
it is not a quick reference for suggested 
menus! 


Saunders Tests for Self-Evaluation of 
Nursing Competence, 2ed., by Dee 
Ann Gillies and Irene Barrett. 392 
pages. Toronto, Saunders, 1973. 
Reviewed by Sue Rothwell, Instruc- 
tor and Consultant, Continuing Edu- 
cation, University of British Colum- 
bia, Vancouver, B.C. 


The idea of self-evaluation in nursing 
is not new; nursing educators have 
fostered a situation in which nursing 
students use compendiums of patient 
problems and questions to prepare 
themselves for licensure examinations. 
Many are familiar with the first edi- 
tion of this book. The second edition 
has added 15 new patient problems. 
The four sections in the book follow 
the test areas of licensure examinations. 
Each section contains a series of pa- 
tient problems labelled according to 
medical diagnosis. The reader is pre- 
sented with short patient situations, 
followed by questions asked in a repe- 
titious format, testing for factual 
knowledge about pathophysiology, a 
familiarity with medical treatment, 
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Although the psychologic aspects of 
obstetrics and gynecology are de- 
emphasized, the bi poe following 
has some excellent references. Pediat- 
rics provides insufficient opportunity 
for evaluating an understanding of 
growth and development, and one 
completely loses the sense of family. 

The medical-surgical problems em- 
phasize pathophysiologic facts at the 
expense of patient teaching and nurs- 
ing interventions to relieve patients’ 
and families anxiety. Here the refer- 
ences are disappointing as well, since 
they rarely refer to the good nursing 
literature on the psychologic aspects of 
physical illness. Only the barest essen- 
tials of patient follow-up and preventive 
health care are included. Rarely does 
one move beyond the therapeutic use 
of self to planning for patient care in 
the psychiatric section. 

This second edition has avoided the 
common, but educationally offensive, 
practice of preceding each section by 
a watered-down summary of the content 
area to be covered. For those who quick- 
ly involve themselves in the patient 
situation, there is an anxiety-reducing 
summary of the patient’s resolution at 
the completion of each situation. The 
summary sometimes strains reality, as in 
the case of the chronic alcoholic who 
leaves the hospital with his multivita- 
mins and, presumably, the purest of 
intentions after “his physician and 
nurse had taught him the importance 
of avoiding alcoholic beverages.” 
Would that it were so easy! 

Although the authors of self-evalua- 
tion tests often express lofty intentions 


Nursing History References 
Several copies of three basic histor- 
ical nursing references are available 
to schools of nursing libraries for 
their collections, on a first come, 
first served basis for the payment of 
postage. These texts are: 

Canadian Nurses’ Association 
publications: A proposed curriculum 
for schools of nursing in Canada, 
Montreal, 1936, and A supplement 
to proposed curriculum for schools 
of nursing in Canada, Montreal, 
1940. 

A survey of nursing education in 
Canada by George M. Weir, Toron- 
to, University of Toronto Press, 
1932. 

To request these texts, write to 
The Librarian, Canadian Nurses’ 
Association, 50 The Driveway, Ot- 
tawa, Ontario K2P 1E2. 


ples, the student’s purpose in using the © 
text rarely goes beyond gaining skill © 
for answering the multiple-choice ques- 
tions of licensure examinations. 

This text should not be used by stu- 
dents whose need for preparation ex- 
tends beyond skill acquisition to 
principles of growth and development, 
communication, and interpersonal re- 
lations. Its hardcover binding suggests 
that it will not be used by students 
whose income is below poverty levels. 
Who is left? 


Continuing Nursing Education by Signe 

Skott Cooper and May Shiga Horn- 
back. 261 pages. Toronto, McGraw- 
Hill Ryerson, 1973. 
Reviewed by Marie A. Loyer, Asso- 
ciate Professor and Coordinator of 
Continuing Education, University 
Of Ottawa, School of Nursing, Otta- 
wa, Ontario. 


The underlying principle that guides 
this book is: education is a lifelong 
process. The book is written “for 
nurses who are responsible for planning 
and administration of continuing edu- | 
cation in nursing, and for those who 
teach in such programs.” It addresses 
itself particularly to faculty members of 
institutions of higher learning but can 
also be useful to inservice personnel. 

The short history focuses attention 
on the newness of the concept of con- 
tinuing education in nursing. It is inter- 
esting to note that the first interna- 
tional conference on continuing nurs- 
ing education took place under the 
leadership of Margaret Neylan of 
U.B.C. during the I.C.N. Congress 
in Canada, in June 1969. 

Though the focus is on continuing 
education in nursing, the authors 
recognize that continuing education is — 
also concerned with the development 
of the nurse as a person, and as a Citi- 
zen. Self-directed learning and a 
personal commitment of the individual 
learner is a basic requirement. On this 
principle programs are planned, objec-_ 
tives developed, nurses are involved in 
their own learning, and motivation is” 
sustained. 

Nurse faculty members will find 
this book valuable because it reviews 
clearly and succinctly principles 
learning and teaching strategies, define: 
teaching methods and short term 
courses, and gives a comprehensi 
guide to workshop planning, as well as 
a sample format for grant proposals. 

The administrator and faculty mem- 
ber should become familiar with th 
scientific studies briefly referred to in 
the fifth chapter. Knowledge of theo 
would guide the teacher in prepari 


the learners to meet their needs in the 
most effective way. Each chapter offers 
selected, recent documentation and is 
well referenced. 

The authors appeal for better co- 
ordination and planning of programs. 
Another primary consideration is the 
need for adequate financial support, 
effective planning and use of resources, 
and appropriate evaluation. These are 
well documented in the text and should 
be respected by those concerned with 
continuing education in nursing. 


This beok is recommended for use 
by administrators and faculty members 
because it brings together principles of 
administration, education, and psycho- 
logical foundation applied to continu- 
ing education in nursing. 


The Challenge of Nursing: A Book of 

Readings by Margaret E. Auld and 
Linda Hulthen Birum. 247 pages. 
St. Louis, Mosby, 1973. 
Reviewed by Myrtle E. Crawford, 
Associate Professor of Nursing, 
University of Saskatchewan School 
of Nursing, Saskatoon, Sask. 


This is another book of articles collect- 
ed from a number of sources. Anthol- 
ogies of this sort are becoming increas- 
ingly numerous in nursing literature. 
This is definitely one of the better 
collections. The list of 38 contributors 
includes some of the most able and best- 
known nursing authors. The advantage 
of a collection such as this is that, in- 
stead of having to search through a 
dozen journals, the articles are all in 
one place. 

The bulk of the articles are from 
journals that are likely to be in the 
average nursing library — American 
Journal of Nursing, Nursing Outlook, 
# Nursing Clinics of North America, 
§ /nternational Nursing Review, and The 
§} Canadian Nurse — but there are also 
several articles from journals not as 
likely to be found in a personal or 
average library; there is, in addition, a 
paper by one of the editors that was 
|previously unpublished. 

The 33 articles are grouped into 
five sections or units. These units could 
\be the basis of a course outline for an 
jintroductory class in nursing. The ori- 
jginal purpose of the editors in compil- 
jing the readings was for use in such a 
‘class. In their words, “The selections 
jwere carefully chosen to provide the 
reader with a broad overview of 
mursing.” 

The editors suggest the readings 
might be used by students formulating 
‘career goals, nursing educators, nurs- 
‘ing students at any level of preparation, 
® and nurses who wish to keep current in 
their profession, to provide “a phil- 
@osophical, conceptual, and practical 
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viewpoint of nursing.” Each unit has a 


short introduction by the editors stat- 
ing the purpose of the unit and giving 
a brief overview of each reading. 

It is difficult within the scope of a 
review to single out individual articles 
for comment. Several of my favorites 
are present. Some excellent ones I had 
not. previously noticed have been 
brought to my attention. Really, every 
reading is worthy of attention by the 
concerned nurse, although | imagine 
the book will most often be used by the 
reader scanning the table of contents or 
flipping the pages looking for a partic- 
ular article on a special topic. This, 
too, is a valid use of the book. 

With its soft cover and moderate 
size, the book is easy to carry around 
and is relatively easy on the pocket- 
book. It is worthy of a place in per- 
sonal, school, and agency libraries. 


AV aids 


LITERATURE AVAILABLE 


CJ A catalog of resources produced by 
Mediascience Limited, 742 Bay Street, 
Toronto, Ont. M5G I1N6, is available 
in an attractive ring binder, 8 1/2 inches 
by 5S 1/2 inches. The catalog, divided 
into subject sections, gives resumés 
and other relevent information about 
the videotape cassette programs on 
health sciences, available for sale or 
rental from Mediascience. 

As tapes are previewed by Media- 
science staff and reviews written and 
printed, Mediascience will provide 
more information, which can be easily 
added to the binder. Space is provided 
for cross reference notes at the end of 
each subject section. 

Questions or requests for this catalog 
should be sent to Marilynne Seguin at 
Mediascience. The catalog can be bor- 
rowed from the CNA library. 


FILMS 


(J The following films are available 
on loan from the library of the Addic- 
tion Research Foundation of Ontario, 
33 Russell Street, Toronto, Ontario 
MSS 2S1. 

Alcohol (16mm, sound, color, 13 
minutes) was produced by Moreland- 
Latchford Productions Ltd., Toronto, 
in 1972. The subject of this film is 
heavy drinking in the business world. 

Bitter Wind (16mm, sound, color, 
35 minutes), produced in the United 
States in 1966, shows what alcoholism 
does to a Navajo Indian family. The 


hospitalize 
diabetics _ 


It’s not that you should 
do more. It’s just that ee 
KETO-DIASTIX* Reagent — 
Strips require the /east 
amount of effort in testing 

for glucose and ketones in 
urine. Simply dip into urine 
and get a semiquantitative . 
reading for glucose and 
ketones in 30 seconds. What 
could be easier and less 
troublesome for you and the 
patient? Useful all around 
the hospital. On wards, at the 
bedside, in patient teaching 
centers, and in the O.P.D. 
Also, a good test to recom- 
mend for the patient to use 
at home after discharge. 
Obtain full details on 
KETO-DIASTIX by calling 
your Ames Systems Special- 
ist or by writing to the 
address below. It’s the /east 
work you can do in diabetic 
urine testing. 


Keto-Diastix 


Ames Company 


me 
Mies 


wwe Division Miles Laboratories, Ltd. 
77 Belfield Road, Rexdale, Ontario 


“Chemical and biological information systems 
serving Medicine and Industry” 


“Trademark 
peseor «ace7w7o 


cations on this list have been 
ived recently in the CNA library 
ind are listed in language of source. 
Material on this list, except reference 
items, may be borrowed by CNA mem- 
a _ bers, schools of nursing and other.ins- 
 titutions. Reference (R) items (Arétiive 
books and directories, almanacs and 
_ similar basic books) do not go out on 
loan. These are on Reserve and may 
go out on Interlibrary loan only. 
Request for loans should be made on 

the “Request Form for Accession List” 
and should be addressed to: The Libra- 
ry, Canadian Nurses’ Association, 50 
The Driveway, Ottawa, Ont. K2P 1E2. 
No more than three titles should be 
requested at any one time. 
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i BOOKS AND DOCUMENTS 

i" 1. A.L.A. cataloging rules for author and 
title entries. 2ed. Edited by Clara Beetle. 
Chicago, American Library Association, 
Division of Cataloging and Classification, 
1970. 265p. 

2. Abrégé de médecine préventive et d’hygie- 
ne, par G. Blancher. Paris, Masson, 1972. 
3. Activists and nonactivists: a psychological 
i study of American college students, by Larry 
| C. Kerpelman. New York, Behavioral, 1972. 
162p. 

4. Allergy; a layman's guide to sneezing, 
wheezing and itch, by Allan Knight. Don 
Mills, Ont., Burns and MacEachern, 1973. 
17 1p. 

5. Being a creative faculty member is more 
than... teaching. Report of the 1972 work- 
shops. New York, National League for Nurs- 
ing, Council of Diploma Programs, 1973. 
74p. 

6. La biologie; les étres vivants. Paris, Gé- 
rard, 1973. 679p. (Dictionnaires marabout 
université, v.8). 

7. Body, mind, and sugar, by E. M. Abra- 
hamson, and W. W. Pezet. New York, Pyra- 
mid Books, 1971. 240p. 

8. British health centres directory, 1973, com- 
piled by Brian Brookes. London, King 
Edward’s Hospital Fund for London, 1973. 
233p.R 

9. Canadian resources on the family; catalo- 
gue. Ottawa, Vanier Institute of the Family, 
1972. 1 vol. 

10. Cancer: horizons nouveaux. Publié sous 
la direction de Jean-Louis Léger et al. Otta- 
wa, Association des Médecins de Langue 
francaise du Canada, 1973. 428p. 

11. Challenge to community psychiatry; a 
dialogue between two faculties, Division of 
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1968. Edited by Archie R. Foley. New York, 
Behavioral, 1972. 203p. 

12. Communicating nursing research: the 

many sources of nursing knowledge. Edited 

by Marjorie V. Batey. Boulder, Colorado, 

Western Interstate Commission for Higher 

Education, 1972. 208p. 

13. Concept formalization in nursing; process 
and product, by Nursing Development Con- 

ference Group. Boston, Little, Brown, 1973. 

226p. 

14. The critical issues of community mental 

health, by Harry Gottesfeld. New York, 

Behavioral, 1972. 296p. 

15. Death and the college student, Edited by 

Edwin S. Shneidman. New York, Behavioral, 

1972. 209p. 

16. Deviant behaviour and societal reaction, 

edited by Craig L. Boydell et al. Toronto, 

Holt, Rinehart and Winston, 1972. 627p. 

17. Dossier GMIA_ 1-3. Montreal, Centres 
de Formation des Gardes-Malades et Infir- 

miers auxiliaires, 1968. 3 vols. 

18. Drogues, société et option personnelle, 

par Harold Kalant et Oriana Josseau Kalant. 

Traduit de l'anglais par Pierre de Léan. 

Montréal, La Presse, 1973. 215p. 

19. Familiar medical quotations, by Maurice 

Benjamin Strauss. Boston, Little, Brown, 

1968. 968p.R 

20. Familiar quotations; a collection of 
passages, phrases and proverbs traced to 
their sources in ancient and modern literature, 
by- John Bartlett. Emily Morison Beck, 
editor. 14ed., rev. and enl. Boston, Little, 
Brown, 1968. 1750p.R 

21. La femme au Québec, par Marcelle Dol- 
ment et Marcel Borthe. Montreal, Presses 
Libres, 1973. 158p. 

22. Final report of the Lancet Commission on 
Nursing. Appointed in Dec., 1930 to inquire 
into the reasons for the shortage of candida- 


INDIA 


18 days, package from $628.00 
(Includes return fare). 

Optional tours to Ceylon and Ne- 
pal available. 
Return airfare to 
Ex. Montreal. 


India $463.00 


MANILA (Lowest return airfares) 
From San Francisco - *$425.00 

From Toronto *$660.00 

Montreal - $702.00 

** Subject to Gov’t approval 


Low one-way fares to Europe and 
Far East. 


For details and reservation, contact: 


UNITED TRAVELS, LTD., 
2 College St., Suite 105, 
Toronto, Ont. 

Telephone (416) 964-1706 
In Montreal Tel.: 871-8022 


out sean and to offer secscctttayht: 


making the service more attractive to women | B 


suitable for this necessary work. London, 
The Lancet Ltd., 1932. 256p.R 

23. Forty-ninth session of World Health Or- 
ganization, Executive Board, Geneva, 18-27 
January 1972. Geneva, World Health Orga- 
nization, 1972. 2 vols. (WHO Official records 
no. 198 and 199)R 

24. From Nightingale to eagle; an army 
nurse's history, by Edith A. Aynes. Engle- 
wood Cliffs. N.J., Prentice-Hall, 1973. 318p. 
25. Hospital officers’ training course. Ottawa, 
Canadian Penitentiary Service, 1972. 1 vol.R 
26. Human resources as the wealth of na- 
tions, by Frederick H. Harbison. New York, 
Oxford University Press, 1973. 173p. 

27. The infertile period; principles and prac- 
tice, by John Marshall. rev. ed. Baltimore, 
Helicon Press, 1968. 

28. Jeunes enfants a Uhépital, par James 
Robertson. Traduction de Madeleine Botton 
et Annie Mignard. Paris, Centurion, 1972. 
158p. 

29. A journey of wonder and other writings, 
by Dorothy M. Jupp. New York, Vantage 
Press, 1971. 248p. 

30. Kingston General Hospital; a social and 
institutional history, by Margaret Angus. 
Montreal, McGill-Queen’s Univ. Press, 1973. 
205p. 

31. Labour economics in Canada, by Sylvia 
Ostry and Mahmood A. Zaidi. 2ed. Toronto, 
Macmillan, 1972. 354p. 

32. Lecture accélérée de l’ECG; un enseigne- 
ment programmé par Dale Dubin. 2éd. Tra- 
duit en francais par Eric Mazan et J. F. Del- 
zant. Paris, Maloine, 1972. 268p. 

33. The life of Mary Wortley Montagu, by 
Robert Halsband. New York, Oxford Uni- 
versity Press, 1960. 313p. 

34. Lillian Wald; neighbour and crusader, 
by R. L. Duffus. New York, Macmillan, 1938. 
37 Ip. 


35. Major modalities in the treatment of drug — 
abuse, edited by Leon Brill and Louis Lieber- 
man. New York, Behavioral, 1972. 

36. Master catalogue. Toronto, International 
Tele-Film Enterprises, 1972. 180p.R 

37. Medical subject headings — alphabetic 
list, 1973, by National Library of Medecine. 
Springfield, Va., National Technical Infor- 
mation Service, 1972. 686p. ) 
38. Methadone: experiences and issues, edited — 
by Carl D. Chambers and Leon Brill. New 
York, Behavioral, 1973. 411p. I 
39, Le micro-massage chinois et les techni- — 
ques qui en dérivent, par Jacques-A. Lavier. — 
2éd. Paris, Maloine, 1970. 100p. 
40. The New York Times guide to reference i 
materials, by Mona McCormick. New York, | 
Popular Library, 1971. 224p. 
41. Notes used on catalog cards; a list of 
examples, compiled by Olive Swain. 2ed. 
Chicago, American Library Association 
1970, c1963. 82p: R- 
42. Nutrition and your mind; the psych 


43. Papers presented at Canadian Hospital 
Association National Convention, June 2-4, 
1971, Montreal. Toronto, 1971. 1 vol. 

44. Peoplemaking, by Virginia M. Satir. 
Palo Alto, Calif., Science and Behavior 
Books, 1972. 304p. 

45. La pratique de la méthode sympto-ther- 
mique de régulation de la fécondité dans la 
région de Québec, par Sonia Cazes et André 
Lux. Québec (ville) Université Laval, 1972. 
143p. 

46. Principles of medical science, by Ralph 
Goldman. New York, McGraw-Hill, 1973. 
416p. 

47. Proceedings of the one hundred and fifth 
annual meeting of Canadian Medical Asso- 
ciation, including the transactions of the 
general council, Montreal, June 14-16, 1971. 
Ottawa, 1972. 110p. 

48. Psychiatric nursing in the hospital and 
the community, by Ann C. Burgess and 
Aaron Lazare. Englewood Cliffs, N.J., Pren- 
tice-Hall, 1973. 427p. 

49. Psychological aspects of planned parent- 
hood. London, International Planned Parent- 
hood Federation, Europe Region, 1972. 60p. 
$0. Report of Medical Library Association 
1972-73. Chicago, 1973. 130p. 

51. The SREB project in nursing education 
1967-1972, by Helen C. Belcher. Atlanta, 
Ga., Southern Regional Education Board, 
1972. 127p. 

52. Special study regarding the medical pro- 
fession in Ontario; a report to the Ontario 
Medical Association, by Edward A. Picker- 
ing. Toronto, Ontario Medical Association, 
1973. 1 vol. 

53. Stock color masters, vol. 8. Spencer, N.Y. 
n.d. 1 vol.R 

54. Study papers to assist in the formulation 
of a policy position on manpower training. 
Prepared for the Manpower Programs Com- 
mittee, the Council of Ministers of Educa- 
tion, Canada. Toronto, Systems Research 
‘Group, Inc., 1972. 1 vol. 

55. The successful secretary's handbook, by 
‘Esther R. Becker and Evelyn Anders. New 
‘York, Harper and Row, 1971. 418p. 

56. Textbook of medicine for nurses, by 
Winnifred Hector in association with G. 
fHamilton Fairley. 2ed. London, William 
/Heinmann, 1973. 456p. 

57. World health statistics annual. Vol. 3: 
‘Health personnel and hospital establishment, 
1969. Geneva, World Health Organization, 
11973. 251p.R 

58. Yearbook of drug abuse, edited by Leon 
‘Brill and Earnest Harms. New York, Behav- 
“orial, 1973. 386p. 


PAMPHLETS 

59. The employment interview — techniques 
»f questioning. Swarthmore, Penna., The 
?ersonnel Journal, 1970. 15p. 

. A guide for selecting an administrator. 
monton, Alberta Hospital Association, 
‘973. 14p. 

1. Husband, father, humanitarian, specialist, 
urse. New York, National League for Nurs- 
. 1972. pam. 

2. Manual of information for the preparation 
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and utilization of nursing care plans. Van- 
couver, B.C., Registered Nurses’ Association 
of British Columbia, 1973. 15p. 

63. Standards for nursing services, health 
agencies, nursing homes, industry, schools, 
ambulatory services, and related health care 
organizations. Kansas City, Mo., American 
Nurses’ Association, Commission on Nursing 
Services, 1973. 8p. 

64. Stop smoking— by keeping track, by 
Kenneth V. Hertz. Montreal, Ingluvin, 1971. 
pam. 

65. Study papers to assist in the formulation 
of a policy position on manpower training; 
summary report. Prepared for the Manpower 
Programs Committee, the Council of Minis- 
ters of Education, Canada. Toronto, Systems 
Research Group, Inc., 1972. 37p. 

66. A usually reliable source, by Donald 
Phillipson. Ottawa, Canadian Science Wri- 
ters’ Association, 1973. 37p. 

67. Utilization review: some directions. New 
York, National League for Nursing, Council 
of Home Health Agencies and Community 
Health Services, 1973. 25p. 


GOVERNMENT DOCUMENTS 

Canada 

68. Dept. of the Solicitor General. Report 
1971/72. Ottawa, Information Canada, 1972. 
72p. 

69. Economic Council of Canada. An over- 
view of CANDIDE (Canadian Disaggregated 


Inter Departmental Econometric) model 
1.0, by M. C. McCracken. Ottawa, 1973. 337. 
(CANDIDE Project paper no. 1) 

70. Labour Canada. Labour standards. Ot- 
tawa,W?72. 1 vol. 

71.—. Women’s bureau 1972. Ottawa, In- 
formation Canada, 1973. 41p. 


72. National Research Council of Canada, 
Committee on Scientific Criteria for Environ- 
mental Quality. /nventory of Pollution— 
relevant research in Canada. Interim Report 
compiled by R.M.D. Sutton and C. Quadling. 
Ottawa, 1972. 1 vol. 

73. Science Council of Canada. Health care 
in Canada: a commentary. Background study 
for the Science Council of Canada, by H. 
Rocke Robertson. Ottawa, 1972. 2 vols. R 

74. Statistics Canada. Enrolment and staff 
in schools for the blind and the deaf, 1972] 
73. Ottawa, Information Canada, 1973. 1 1p. 
75.—. Notes on labour statistics, 1972. Ot- 
tawa, Information Canada, 1973. 94p. 

76.—. Pension plans in Canada, 1970. 
Ottawa, Information Canada, 1972. 73p. 
77.—. Statistical information on schools of 
social work in Canada, 1971. Ottawa, Infor- 
mation Canada, 1973. 26p. 

78. —. Statistical profiles of educational staff 
in community colleges, 1970/71. Ottawa, 
Information Canada, 1972. 65p. 

79. —. Statistics of private elementary and 
secondary schools 1971/72. Ottawa, Infor- 
mation Canada, 1973. 7p. 
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1 of ‘Inquiry into the ‘Status 

ench Language and Language 

sume of the report of the Com- 

n, volume I. Quebec, Business Lin- 
entre, 1973. 63p. 

nistére de l’Education. Direction géné- 

de lenseignement collégial. CEGEP 

Québec, 1973. 40p. 

inistére des Affaires Sociales. Direction 

le la Recherche et de la Statistique. Medias. 


ia ahs States 

si 3. Bureau of Health Pe Be Sa Education. 
7 Division of Nursing. Special project grants 
awarded for improvement in nurse training. 
A listing, July 1972. Bethesda, Md., for sale 
by U.S. Govt. Print. Off., Washington, D.C., 
1973. 129p. (DHEW Publication no. (NIH) 
tf 73-86) 
| ——s« 84. Dept. of Health, Education and Welfare. 
Ry . Library. More words on aging; a bibliogra- 
phy of selected 1968-1970 references com- 
piled for the Administration on Aging by 


. Pty ey a 


Las on aoe . the Depart- 
ment Library. Washington, D.C., for sale 
by the Supt. of Docs., U.S. Govt. Print. Off., 
1970. 190p. 

86. National Center for Health Statistics. 
Administrators of nursing and personal 
care homes: education and training, United 
States — June-August 1969. Washington, 
D.C., Public Health Service, 1973. 71p. (Vital 
and health statistics series 12, no. 18) 

87.—. Current estimates; from the health 
interview survey United States 1971. Washing- 
ton, D.C. Public Health Service, 1973. 69p. 
(Vital and health statistics series 10, no. 79) 
88. National Institutes of Health. Social 
and psychological aspects of applied human 
genetics: a bibliography, by James R. Soren- 
son. Bethesda, Md., Fogarty International 
Center; for sale by U.S. Supt. of Docs., 
Washington, D.C., 1973. 98p. (DHEW Pub- 
lication no. (NIH) 73-412) 

89. —. Status of immunization in tuberculosis 
in 1971. Report of a conference on progress 
to date, future trends and research needs. 
Edited by Earl C. Chamberlayne. Bethesda, 
Md., 1971. 252p. 

90. —. Report of National Library of Medi- 
cine 1972. Bethesda, Md., 1972. 56p. 


pac: Clinical Center. Whit care of th 


-manic depressive patient. 
1973. 18p. 

93. Public Health Service. The health ain 
quences of pears Bethesda, Md., 1973. 
381p. | 
94. Secret Service. Physical Fitness program. 
Washington, D.C., U.S. Govt. Print. Off., 


Bethesda, Md 


1972. 28p. 


_ STUDIES DEPOSITED IN CNA 


REPOSITORY COLLECTION 
95. Description of New Hampshire's first 
orientation-training program for family 
planning personnel by Nancy Garrett. Ann 
Arbor, Mich., 1971. 18p.R 
96. Nurse practitioners in primary care by 
Walter O. Spitzer and Dorothy J. Kergin, 
M.A. Yoshida et al. Ottawa, Canadian Medi- 
cal Association, 1973. 1 vol.R 
97. Nursing supply and future requirements, | 
Nova Scotia, by Dorothy Thomson and Peter 
C. Gordon. Halifax, Registered Nurses’ Asso-— 
ciation of Nova Scotia, 1973. 76p.R 
98. Patient classification system and staffing’ 
by workload index; a working manual. Sas-. 
katoon, Sask., Saskatchewan University, 
Hospital Systems Study Group, 1973. 30p. R 
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BS Request Form for “Accession List” | 
CANADIAN NURSES’ ASSOCIATION LIBRARY | 


Send this coupon or facsimile to: 


| LIBRARIAN, Canadian Nurses’ Association, 50 The Driveway, Otfawa, Ontario. K2P 12. 
Please lend me the following publications, listed in the 
| Canadian Nurse, or add my name to the waiting list to receive them when available: 
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Reference and restricted material must be used in the CNA library. 
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IN ACTION 
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New—CRITICAL CARE NURSING 


By Carolyn M. Hudak, R.N., M.S., Barbara M. Gallo, R.N., 
M.S., and Thelma Lohr, R.N., M.S. 

This book's holistic approach is based on the interrelation 
of the major body systems—respiratory, cardiovascular, 
renal and nervous—with man’s needs as a framework. 
Holism is explained in terms of physiological considera- 
tions for crisis nursing and emotional response to illness. 
Anatomy, physiology and pathophysiology, management 
modalities and assessment skills are discussed in relation 
to the major body systems. Nursing practice in the critical 
care unit is examined, including staff training and devel- 
opment and legal responsibilities. 


500 pages/1973/about $9.95 


New-—Student Work Manual in 
CRITICAL CARE NURSING 


Provides questions and answers to major units of Critical 
Care Nursing. Recommended for review and self-testing 
in conjunction with the text. 

about 90 pages/perforated and punched/1973/ 
paperbound, about $2.75 


New (2nd) Edition 
INTRODUCTORY MATERNITY NURSING 


By Doris C. Bethea, R.N., M.S. 

The expanded role of the practical/vocational nurse in 
obstetric care and maternal-child nursing is reflected in 
this new edition. The physical and psychosocial dimen- 
sions of normal and abnormal motherhood are thoroughly 
discussed. New chapters include ‘‘Maternity Care Today,’ 
“The Family and Pregnancy,” “High-Risk Mothers and 
Infants,” and ‘Evaluating the Fetal Condition.’ Updated 
material is included on abortion, drug addiction and other 
matters of current social concern. 


276 pages/illustrated/1973/paperbound, $4.95 


New (2nd) Edition 
FOUNDATIONS OF PEDIATRIC NURSING 


By Violet Broadribb, R.N., M.S. 


This edition of a well-known book by an experienced 
nurse clinician has been broadened to include recent 
findings in child psychology, advances in pediatric medi- 
cine and surgery. You will find new material on psycho- 
social development, genetic factors, the child in the fam- 
ily, intensive newborn care, and pediatric pharmacology. 
Organization is by age—birth to adolescence. The Ap- 
pendix contains preparations for laboratory tests, com- 
mon pediatric procedures, and a section on pediatric 
drugs, dosages, action and effects. 


500 pages/illustrated/1973/paperbound, $7.95/ 
clothbound, $9.95 


New—MATERNAL-CHILD NURSING 


By Violet Broadribb, R.N:, M.S., and Charlotte Corliss, 
R.N., M.Ed. 


Family-centered in approach, this text covers the entire 
maternity experience, and child care from birth to adoles- 
cence. Delinquency, drug abuse and similar problems of 
the older child are thoroughly discussed. Information on 
homemaker services, family planning clinics and parent 
education is included. Questions and answers follow 
each unit. 


700 pages/1973/ $12.25 


New—CARE OF THE OLDER ADULT 


By Joan Birchenall, R.N., M.Ed., and Mary Eileen 
Streight, R.N., B.S.N. 


A valuable text in an increasingly important area of 
health care for the practical/vocational nurse. Content 
includes the older person in the family and society; de- 
velopmental tasks; community aspects; housing, health, 
nutrition, recreation; normal aging; nursing in long-term 
facilities. Restorative nursing is emphasized. 


250 pages/1973/paperbound, $4.75 


Serving the Health Professions in Canada since 1897 | 

J. B. Lippincott Company of Canada Ltd., 75 Horner Ave., Toronto, Ont. M8Z 4X7 | 
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several glassed-in cases of tob 
leaves decked with ribbons der 
ing first, second, and third prizes. 
These tobacco-leaf displays haa 
been submitted by members of the 
local 4-H club. i: 

| find it strange, indeed disturb- 


ing, that these young people are © 
being encouraged to grow tobacco © 


and are being awarded prizes for — 
producing the ‘‘best’’ tobacco 
leaves. And | find it appalling that 
the 4-H club —a nation-wide club 
that is akin to cleanliness and god- 
liness in the eyes of many — allows 
its members to exhibit tobacco 
leaves. Rather, | would expect the 
4-H club, which stands for Head, 
Heart, Hands, and Health, to be 
teaching its members about the 
hazards of tobacco and smoking. 

True, the mere growing of tobacco 
“does not a smoker make’; how- 
ever, it is safe to say that anyone 
who grows tobacco will never see it 
as a product which, when smoked, 
is harmful to his health and to the 
health of others. 


More about tobacco 

Tobacco growing is big business 
in Canada. Consider these facts 
released by the Ontario Flue-Cured 
Tobacco Growers’ Marketing Board: 


CJMore than 4,500 tobacco farms 
are registered with the Ontario 
Board. 

(JEach tobacco farm has an average 
size of 30 acres. 

LIThese farms ‘‘will generate more 
than 150 million dollars in total sales 
this year.” 

LJTobacco, next to western wheat, 
is Canada’s “largest single agri- 
cultural export commodity.” 


These figures show why the to- 
bacco lobby in Canada is so power- 
ful. Many tobacco farmers refuse to 
harvest other crops, which are less 
lucrative, and the federal and pro- 
vincial governments are loathe to 
encourage change, as this would 
eliminate the high taxes they now 
reap on tobacco sales. 

However, be not despondent. 
While the federal government is 
sweeping this tobacco revenue into 
its gargantuan coffers, it is, at the 
same time, giving away (read 
‘“‘spending”) our money to a noble 
cause: the fight against the smoking 
of tobacco. i ek 
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e electrical hazards 
ynuld like to suggest that nurses 

ct their questions or problems to 
Canadian Nurse. If CNJ_ staff 
answer the question, perhaps 
4 readers may be able to help. I have a 
problem I'd like answered: 

Recently, in reading about electrical 
_ hazards, I was unable to find a concise 
| definition of “the electrically sensitive 
| patient.” Does this include a patient 
__ with a simple IV, or is a direct path to 
_ the heart necessary? Does a CvP line 

make a person electrically sensitive? 

I enjoyed reading articles in the 
September 1973 issue, particularly the 
article “Cardiac surgery in the first 

person.” Nora Briant, RN, Corner 
| Brook, Newfoundland. 


i] NRC officer replies } 
According to John A. Hopps, senior 
ii research officer, medical engineering 


group of the National Research Coun- 
} cil: “The electrically sensitive patient is 
I] one with a conductive pathway to the 

heart. This pathway is usually a catheter 
containing conductive saline, a dye 
solution, or wires. As terms tend to 
| become ambiguous, classifications are 
moving away from emphasis on the 
patient, toward emphasis on the envi- 
| ronmental risk. For example, an an- 
giography procedure is classified as a 
high-class risk.” 


MD replies to OR nurse 
From the contents of the letter “OR 
nurse is puzzled” (Aug. 1973, p.5) 
it has to be presumed that if the differ- 
ent shifts and the hospital OR rou- 
tines are to flow smoothly, only those 
nurses who do not have “little whims” 
will be acceptable for positions they are 
| adequately trained and qualified to 
occupy. Either that or their ““queeziness”’ 
in assisting to destroy innocent human 
life must be put aside! 

So far I have had no proof of any 
overt discrimination taking place in the 
hiring of nurses or any other medical 

| personnel. However, I have written to 
| MPs in Ottawa and to MLAs in this pro- 
| 


vince of the possibility of such subtle 
practices taking place at present or in 
| the future. 
i I admire the courage of this nurse. 
1 I hope that if any such discriminating 
H practices become obvious, complaints 
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will be submitted to the provincial 
nurses associations. If no aid is forth- 
coming from these organizations, the 
human rights bureau of the provincial 
government should be contacted. 

I hope many more members of our 
two professions, dedicated to the main- 
tenance of the moral ethics of practice, 
will come forward and voice, loudly, 
their displeasure at this horrible carnage 
taking place in our Canadian hospitals 
i also hope the Canadian Nurses 
Association will se to it that its 
members, who wish to uphold the rights 
and respect for all human life, are not 
discriminated against. 

The so-called medical reasons for 
these abortions are depression and/or 
anxiety in 99.9 percent of cases. Abor- 
tion does not cure either of these; in 
many Cases, it worsens the condition. 
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BEING MARRIED? 
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It is utterly sickening that some 
members of our professions can so 
crassly perpetrate violence against the 
most innocent and helpless of our 
charges — the unborn infant. — Peter 
C. Mendes, M.D., F.R.C.P.(C), Ed- 
monton, Alberta. 


Reply to letter on abortion 
1 am writing in reply to a letter to 
the editor, “OR nurse is puzzled,” signed 
by “RN, Alberta” (August 1973, page 
5). | am not a Catholic, but there are 
times I almost wish I were. 

I fail to see how the medical profes- 
sion can condone and even be in agree- 
ment with so-called “abortion on de- 
mand”; this is not something that has 
to do with the life of the mother, but 
just another way of getting rid of an- 
other unwanted pregnancy. 

How can a doctor surround an elderly 
dying patient with all the paraphernalia 
of survival, when the person would 
rather die with dignity, and then per- 
form an abortion on a mother? 

God help us. What are we, as mem- 
bers of a medical profession dedicated 
to saving lives, becoming? I have nursed 
proudly for 28 years. I am almost 
ashamed now to be part of a profession 
that has reached such a casual attitude 
toward life and death. — Constance 
Crumb, RN, Berwyn, Alberta. 


School closing after 67 years 

St. Paul’s Hospital School Nursing 
regretfully announces the impending 
closure of the school in September 
1974, after 67 years of operating. 

We hope to bring together as many 
as possible of our 3,829 graduates for 
a special final event. The last graduation 
ceremonies — for the 1974 class — 
will be held on Sunday, June 2, 1974, 
at 2:00 P.M. at the Queen Elizabeth 
Theatre. This will be a good opportu- 
nity for a get-together. 

The Alumnae Association would be — 
pleased to hear from those who would” 
like to take part in a special event on 
this occasion. Nothing specific has been: 
arranged as yet. Please address all 
correspondence to: Ms. D. McLellan. 
Alumnae President, #29 — 4550 Fraser 
Street, Vancouver, B.C.— M. W, 
ney, R.N., B.S.N., Assistant Di 
School of Nursing. — , a 
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Your patients 
will amaze 
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so will betelast® ua 


Your patients will be back to normal in no 
time and ready to start their activities as if 
nothing happened. 


NOT SURPRISING ... 


RETELAST is so comfortable and gives 
such fast relief. Moreover, RETELAST 
costs up to 40% less than any other 
dressing or traditional bandage. 


OCTO LABORATORY LTD., 
Laval, Québec. 


CANADA PHARMACAL CO. LTD., 
Toronto, Ontario. 
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Double-Tex Surgeons’ Gloves 


Need extra protection against slippage when 
you're handling slippery metal, glass and plastic 
surgical instruments? Try Perry’s Double-Tex* 
sterile, surgical gloves with light, velvet-textured 
palms. 


You'll also get another exclusive Double-Tex 
feature. A special textured interior surface. De- 
signed to protect against “in-the-glove slippage” 
caused by perspiration build-up during long 
procedures. 


R.ry gloves 


A PRODUCT OF 
AFFILIATED MEDICAL PRODUCTS LIMITED 


90 Commercial Avenue, Ajax, Ontario 


Textured surfaces, 
inside and out... 


Double-Tex’s strong, but thin, palm prevents 
binding. In addition, specially designed, curved 
fingers make Double-Tex a comfortable glove 
that is not fatiguing during long procedures. 

Available in white and brown latex. Sizes 
5% through 9. Packaged in convenient peel- 
down, nonresealable outerwrap. Innerwrap 
provides a 276 square inch sterile field. Double- 
Tex. Just what you asked for and just from 
Perry. 
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Basic Health Care Changes Needed 
Nurse Tells Physicians’ Meeting 


Ottawa — Members of the Royal Col- 
lege of Physicians and Surgeons were 
told September 21, 1973, that nurses 
have a valuable contribution to make 
in influencing individuals’ life-style 
and environment. This opinion was 
expressed by Jane Henderson, associate 
executive director of the Canadian 
Nurses’ Association. 

The CNA representative, who addres- 
sed the Ontario regional meeting on 
the “Future of Health Care for Cana- 
dians,” said, “Unless we are concerned 
about the personal and environmental 
aspects of our clients’ lives, we are not 
truly interested in health.” 

She explained that “if we know ill 
health will result from certain activities, 
it is our responsibility to intervene.” 
For example, she said, smoking, eating 
and drinking in excess, or less than a 
certain minimum of physical activity 
are thought to contribute to cardiovas- 
cular disease. 

The speaker noted. “While we ensure 
an appropriate nutritional intake inside 
the hospital, we must work to eliminate 
the national malnutrition problem, 
which exists in spite of our denials.” 

On the subject of maternal and neo- 
natal care, she asked: “Why do we tol- 
erate double standards..., one for 
urban areas and another for inner city 
and remote areas?” The reason for this, 
she answered, is “because we are still 
content to provide ‘medical care.’ 
According to this definition, care is 
where a doctor is.” 

CNA’s associate executive director 
also said that a change in the “service 
personnel mix” is inherent in the pro- 
vision of health services. 

She noted that the phrase “medical 
care” almost by definition means a 
doctor providing services with or with- 
out those who are known as “para- 
medical assistants.” On the other hand, 
she added, “health care” refers to a 
group that gives care on a colleagual 
basis, with each member contributing 
from and diagnosing within his area of 
competence. But “each member relies 
on and respects the special contribution 
of other members of the total care 
plan.” 

The speaker explained further: “If 
what we are providing is medical care, 
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Guess Who’s Coming To Lunch? 


Guest at a working luncheon held during the July 9 meeting of the Economic 
Council of Canada was Prime Minister Pierre Trudeau. He is pictured with 
André Reynaud, /eft, chairman of the Economic Council, and Helen K. 
Mussallem, executive director of CNA and a member of the Council. Dr. 
Mussallem is the first health professional among the 25 Council members. 


then the doctor alone may diagnose. 
If, on the other hand, we can accept 
the concept of health care, several cate- 
gories of practitioners may diagnose. 

“In other words, as we broaden the 
definition of care from one centered 
on pathology to one concerned as well 
with life-style and environment, we 
simultaneously broaden the definition 
of diagnosis.” 


B.C. Senior Citizens Receive 
Instruction In Home Nursing 
Vancouver, B.C. — A St. John Ambu- 
lance experiment in Vancouver and 
Victoria has shown the benefits that can 
result from providing senior citizens 
with home nursing and first aid skills. 
The experiment involved 220 senior 


citizens, ranging in age from 65 to 91 
years, in a course that lasted from Janu- 
ary to June, 1973. Instruction was 
given in personal health, nutrition, 
community resources, body mechanics, 
body defense mechanisms, heart dis- 
ease, home treatments, and first aid. 
One conclusion drawn from this 
project is that senior citizens trained 
in home nursing and first aid skills 
are better able to care for themselves. 
This is seen as a major financial saving 
by keeping the elderly self-reliant for 
a longer time; enabling earlier discharge 
from hospitals; preventing accidents 
through safety awareness; ensuring 
greater confidence in emergencies; and 
creating awareness of resources avail- 
able from community agencies. 
The second conclusion St. John 
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have drawn is that senior citi- 
an provide knowledge and skills 
1 the community by visiting others 
nd by their greater awareness of the 

ds of ailing friends who require care. 

port for this project came from 
al Initiatives Program grant and 
1 the health authorities of the feder- 

provincial, and municipal govern- 
ments. St. John Ambulance provided the 
_ administration, instruction, and mate- 
rials. 

Because of the success of the experi- 
ment, St. John Ambulance in British 
Columbia is seeking support from the 
provincial government for another six- 
month study, which would involve 1,000 
senior citizens in five urban centers. 

A second L.I.P. grant is also being 
requested from the federal government. 


ANPQ Committee Working On Plan 
| For Nursing Education In Quebec 
| Montreal, Que. — An ad hoc commit- 
tec recently set up by the Association 
if of Nurses of the Province of Quebec is 
| working on a “plan for nursing cduca- 
\ tion” in Quebec. It held its first meeting 
4 September 17 and 18, 1973. . 

The committee, which is examining 
the objectives of the professional nurs- 
| ing programs at the university and 
| college levels and in health institutions, 
will present an official statement on 
nursing education in March 1974. Con- 
| tinuing education, as well as_ basic 
educational programs, are being studied. 
Earlier this year, a joint committee 
that studied continuing education in 
Quebec submitted a proposal to ANPQ, 
entitled **A Plan for Nursing Education 
in Quebec.” This proposal, together 
with a request from the department of 
education to examine education at the 
college level, led to the formation of 
the ad hoc committee. The joint com- 
mittee was composed of members of the 
school of nursing at McGill University 
and the nursing departments of Dawson, 
Vanier, and John Abbott colleges — 
the three English-language colleges in 
the province. 

The joint committee’s proposal point- 
ed to the need for a mechanism to be 
built into the educational process to 
ensure flexibility, since the systems of 
health care and education continually 
evolve. This flexibility would ensure 
that a student could not only “progress 
through different levels within the 
educational pattern she originally se- 
lects, but also that she [could] opt to 
transfer into the alternative pattern of 
study,” the committee said. 
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Program, and th: 
is little similarity between the 


_ CEGEP nursing program and the health 


sciences (pre-university) program in 
the CEGEP,” the joint committee stated 
that serious consideration should be 
given to: 

e@ restructuring the basic CEGEP nursing 
program, giving the students more op- 
tions to increase the number of courses 
accepted for credit toward the health 
sciences diploma, and to encourage 
potential university applicants to select 
electives with academic credit; and 

e emphasizing the need for counseling 
students in high school so they enter 
the basic nursing program appropriate 
to their ambition and potential. 

The committee also suggested that 
university schools of nursing undertake 
practical research programs to answer 
the following questions: 

e What is the nature of the nursing 
performance of the CEGEP nursing 
graduates who apply? 

e@ How do the CEGEP nursing graduates 
go about learning? 

e What type of program, based on the 
needs of the CEGEP nursing graduates, 
will assist them to meet the goals of the 
B.Sc.N. program? 

e How will the progress of these grad- 
uates be assessed as they proceed 
through the B.Sc.N. program? 

As well as referring to baccalaureate 
nurses studying at the graduate level, 
the committee’s proposal noted that 
“many baccalaureate graduates in arts 
and science are seeking a career in 
nursing.” 

The importance of incorporating a 
number of these arts and science grad- 
uates in the health professions was em- 
phasized. However, rather than enrol- 
ling them in the B.Sc.N. program, the 
committee proposed “that they enter a 
qualifying year to learn the fundamen- 
tals of nursing and then proceed into 
the master’s program where they would 
expand their practice of nursing, spec- 
ializing either as a nurse clinician or 
as a researcher.” 


Nova Scotia Nurses Make Gains 

In 1973 Collective Agreements 
Halifax, N.S.—Negotiations by staff 
nurses’ associations in Nova Scotia for 
contracts in 1973 have been drawn 
out, but they have resulted in increased 
salaries and improvements in sick leave, 
vacations, and other benefits. 

The delay in negotiating contracts 
began with a wait for passage of the 
health budget in the provincial legisla- 
ture. Following this was a fight by 
nurses to obtain as much as teachers 
received. Finally, five hospital nurses’ 


1973 and seven » 
all classifications. 

As soon as these contracts were 
signed, unrest became apparent amon 
Civil Service nurses in Halifax an 
Dartmouth hospitals (News, October 
1973, page 8). After mass resigna- 
tions, these nurses won a salary increase 
that surpassed — by $38 — the salary 
recommended for 1973 by the Regis- 
tered Nurses’ Association of Nova 
Scotia. 

This was the first time nurses in the 
province attained the salary their pro- 
fessional association recommended for 
them. RNANS has recommended a basic 
salary of $8,000 for 1974; however, 
the increase in 1974 for Civil Service 
nurses will give them a basic annual 
salary of $7,817. 

Other gains the Civil Service nurses 
have won include an increase in standby 
pay from $5 for 24 hours to $5 for 8 
hours; a vacation of 4 weeks after 5 
years, instead of 4 weeks after 15 years; 
and adjustments in numbers of consecu- 
tive days of work, overtime, and 
weekends. 

At Aberdeen Hospital in New Glas- 
gow, a much disliked sick leave formula 
has been deleted. Vacations have been 
improved to four weeks after seven 
years, and an extra holiday added to 
the existing nine. 

Negotiations by staff associations 
at eight Cape Breton hospitals are not 
yet settled. The associations have re- 
quested conciliation. A staff association 
at The Halifax Infirmary was certified 
September 18 and planned to start 
negotiations on its first agreement this 
fall. 

There are now 19 certified staff 
nurses’ associations in the province, 
and one more is awaiting certification. — 
Another three groups are organizing. 


Keynote Speaker At ARNN Meeting 
Has Advice For Associations 

St. John’s, Nfld. — Professional asso- 
ciations in the future will have an in-— 
creasingly important role to play if 
they adopt long-range goals relevant 
to their members’ changing needs and! 
to the community-at-large. 

Helen K. Mussallem, executive direc-. 
tor of the Canadian Nurses’ Associa- 
tion, made this prediction October 1, 
1973, during her keynote address at the” 
annual meeting of the Association off) 
Registered Nurses of Newfoundland, 

She said it is time the nursing pro 
fession changed its negative and pro- 
tectionist approach to professional 
development in favor of a more coop 
ative attitude. “Modern medi 
requires teamwork, experimentat 
and cooperation. It also deman 
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New 2nd Edition! Williams 


NUTRITION AND DIET THERAPY 


Utilizing a style and approach unsurpassed in any other 
text, this significantly revised new edition remains a leader 
in its field. It views nutritional science principles in the 
context of human need — in real life situations of daily 
living and stress. This new edition places increased emphasis 
on the role of nutrition in public health, in basic nursing 
specialties and in the clinical management of disease. New 
material has been added on hyperlipoproteinemia, nutrition 
during pregnancy and lactation, problems in control of 
food additives and lipoproteins. New tables of lipid 
disorders and current bibliographies aid further study. A 
teacher’s guide, test manual, and information on 
application of the inquiry method of learning to nutrition 
education complete this effective classroom package. 

By SUE RODWELL WILLIAMS, M.R.Ed., M.P.H. February, 1973. 


2nd edition, 694 pages plus FM I-XVIII, 7” x 10’, 117 illustrations 
including original drawings by GEORGE STRAUS. Price, $11.05. 


New 2nd Edition! Williams 


NUTRITION AND DIET THERAPY 


A Learning Guide for Students 
Specifically designed as a companion for the text, this new 
revision provides a basis for objective reasoning and 
application of knowledge. Organized in three major 
sections, its broad coverage includes: suggestions and 
techniques for study and problem-solving; a study guide for 
normal nutrition based on a_ stimulating questions 
approach; and applications of nutrition. Actual clinical case 
studies representing a wide range of patient, family, 
community and world nutritional problems provoke 
thinking about solutions to specific problems. 


By SUE RODWELL WILLIAMS, M.R.Ed., M.P.H. February, 1973. 
2nd edition, 186 pages plus FM I-X, 7%" x 10%”. Price, $5.25. 


A New Book! Williams 


REVIEW OF NUTRITION 
AND DIET THERAPY . 


Mosby’s Comprehensive Review Series 


Organized in an effective question-and-answer format, this 
new book provides a thorough review of the entire 
nutritional spectrum, from basics to specifics. It emphasizes 
principles of nutrition as they relate to human health and 
applies this information on a practical level to community 
and clinical situations. Coverage of water and electrolytes, 
and digestion, absorption and metabolism is especially 
noteworthy. Other topics include: nutrition education; 
food habits; nutritional deficiency diseases; child and adult 
health problems; and more. 
By SUE RODWELL WILLIAMS, M.R.Ed., M.P.H. February, 1973. 
293 pages plus FM I-X, 7” x 10”, 40 illustrations. Price, $8.70. 
NOVEMBER 19; 
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A New Book! 


INFECTION: 
PREVENTION AND CONTROL 


This practical handbook backgrounds students in basic 
microbiology and epidemiology and presents commonsense 
policies and procedures for the development and mainte- 
nance of a complete infection control program. Emphasiz- 
ing the nurse’s supervisory role in infection control, the 
book discusses data collection and interpretation as a basis 
for program need assessment; emotional needs of the 
isolation patient; legal aspects of hospital associated infec- 
tions; staff education; and more. 

By ELAINE C. DUBAY, R.N., B.S.; and REBA D. GRUBB, 


Medical Writer. August, 1973. 160 pages plus FM I-XVI, 6” x 9”, 
40 illustrations. Price, $5.15. 


A New Book! 


CONTROLLING THE 
SPREAD OF INFECTION 


A Programmed Presentation 


McInnes 


Requiring no prior knowledge of microbiology, this new 
programmed manual presents basic information on sources 
of infection; the interrelationship of microorganisms and 
the human host; the modes of transmission and portals of 
entry; and the variables that allow microorganisms to cause 
disease. Sound scientific principles of asepsis are set 
forward and correlated with specific technical nursing skills. 


By BETTY McINNES, R.N., B.Sc.N., M.Sc.(Ed.) July, 1973. 112 
Pages plus FM I-XI1, 7” x 10”. Price, $4.75. 


A New Book! Berni-Fordyce 


BEHAVIOR MODIFICATION 
AND THE NURSING PROCESS 


This new book helps students link learning theory and 
conditioning principles to the modification of deviant or 
disordered patient behavior. Discussions range from be- 
havior analysis through reinforcement, with specific means 
to achieve behavior modification detailed. Other discussions 
consider systems management, ethical issues and future 
trends. Chapters are programmed to aid steady develop- 
ment; progress charts illustrate each case history. 


By ROSEMARIAN BERNI, R.N., B.S.; and WILBERT E. 
FORDYCE, B.S., M.S., Ph.D. June, 1973. 136 pages plus FM I-XII, 
SA” x 8%". Price, $4.15. 


A New Book! Douglass 


REVIEW OF TEAM NURSING 


Mosby’s Comprehensive Review Series 


Help students gain the knowledge they will need to be 
nurse leaders with this new text. It carefully reviews team 
nursing and nursing’s historical background, emphasizing 
the emergence of nurse leaders. Some of the many current 
topics examined are: processes involved in delegation of 
authority; group dynamics and communication; nurse 
characteristics; climates which influence behavior; and the 
theoretical basis for the study of nursing action. 


By LAURA MAE DOUGLASS, R.N., B.A., M.S. August, 1973. 132 
Pages pius FM 1-X, 5%” x 8%”. Price, $5.20. 
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AWew Bookl o i tie 


A Handbook for Nurses and Other Allied Health Personnel 


Until the writing of this handbook, pertinent information 
concerning intravenous medications was buried or lost ina 
maze of pages and fine print. This concise manual provides 
ready access to vital information on dosages, therapeutic 
actions, indications, contraindications, and sensitivity reac- 
tions. Cross indexed for generic and proprietary names, it 
puts specific STAT information at the student's fingertips. 


By BETTY L. GAHART, R.N. May, 1973. 176 pages plus FM I-XI1, 
6” x 9’. Price, $5.00. 


A New Book! Gruendemann et al 


THE SURGICAL PATIENT 


Behavioral Concepts for the Operating Room Nurse 


Presenting behavioral concepts and nursing principles that 
can apply to a variety of surgical patients and surgical 
situations, this unique new text helps students gain the 
background for making critical, independent decisions. A 
special method of classifying surgeries provides a clear 
understanding of both the surgery and the patient. 


By BARBARA J. GRUENDEMANN, R.N., B.S., M.S.; SHIRLEY B. 
CASTERTON, R.N., B.S.; SANDRA C. HESTERLY, R.N., A.A.; 
BARBARA B. MINCKLEY, R.N., B.S., M.S., D.N.Sc.; and MARY 
G. SHETLER, R.N., B.S.N. April, 1973. 152 pages plus FM 1-XII, 
7” x 10”, 64 illustrations. Price, $5.80. 


INSTRUCTOR'S NOTE: To receive 
a complimentary copy for firsthand © 
evaluation, write to the Textbook 
Department, mentioning your posi- 
tion, course, and enrollment. 
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ot that you should 

) more. It’s just that 
‘O-DIASTIX* Reagent 

‘ips require the /east 

nount of effort in testing 

for glucose and ketones in 

urine. Simply dip into urine 

and get a semiquantitative 

reading for glucose and 

ketones in 30 seconds. What 

could be easier and less 

troublesome for you and the 

patient? Useful all‘around 

the hospital. On wards, at the 

bedside, in patient teaching 

|. centers, and in the O.P.D. 

\) Also, a good test to recom- 

} mend for the patient to use 

1 at home after discharge. 

Obtain full details on 

KETO-DIASTIX by calling 

your Ames Systems Special- 

ist or by writing to the 

1 address below. It’s the /east 

| work you can do in diabetic 

| urine testing. 


Keto-Diastix 
les Coattacy (Ly) 


wa Division Miles Laboratories, Ltd. 


77 Belfield Road, Rexdale, Ontario 


“Chemical and biological information systems 
serving Medicine and Industry” 


orientation in the direction of the pa- 
tient and the community.” 

Dr. Mussallem called on professional 
associations to provide more face-to- 
face dialogue so the best use can be 
made of existing resources, facilities, 
and personnel to improve health care 
systems. In the past, she said, the nurs- 
ing profession was forced to concentrate 
on establishing its independence, some- 
times to the detriment of relationships 
with other members of the health care 
team. 

“Surely we can safely assume that 
our professional status Is now secure. 
A profession . . . confident of its stature 
does not need to worry about its status,” 
Dr. Mussallem added. 

Noting that the days of the pleasant 
doctor-patient-nurse triangle have dis- 
appeared forever, the speaker said 
liaison between adjacent professions 
and occupations is now necessary if the 
public is to receive adequate health 
care. 

Dr. Mussallem observed that other 
ways in which professional associations 
can increase their contemporary use- 
fulness include seeking representation 
on planning bodies, and encouraging 
formal cooperation between various 
organizations and between professional 
associations and government agencies. 

The associations that are still around 
in the 1980s “will be the ones whose 
structure and programs have been 
modified, after careful study of the 
direction in which the profession is 
headed, to keep up with the accelerated 
pace of change,” predicted the CNA 
executive director. 


N.S. Government Appoints Nurse 

To Health Services Commission 
Halifax, N.S.—Last September, Nova 
Scotia’s minister of public health ap- 
pointed Muriel E. Small, RN, to the new 
Health Services Commission. Ms. Small 
was a nominee of the Registered 
Nurses’ Association of Nova Scotia (see 
“names,” page 36). 

Health Minister Scott MacNutt said 
that representation from the nurses’ 
association would be of considerable 
benefit to the administration of the 
health system in Nova Scotia. 

The Health Services Commission 
was created under new legistation, the 
Health Services and Insurance Act, 
which came into effect September 1, 
1973. This Act combines the functions 
of the former Hospital Insurance Com- 
mission and the Medical Care Insurance 
Commission in Nova Scotia. 
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Chairman of the Health Serv 


Commission is G.R. Matheson, Q.C., 


Halifax. 


U.S. Senator Responds To ANA 
During Watergate Hearings 
Washington, D.C.—The subject of 
nurses’ ethics was raised at Watergate 
hearings last July, thanks to testimony 
given by John Ehrlichman and a correc- 
tion announced by Senator Samuel 
Ervin a few days later, following pro- 
tests from the American Nurses’ Asso- 
ciation. 

In testimony given before the Senate 
Select Committee on Presidential Cam- 
paign Activities July 24 and 25, Mr. 
Ehrlichman implied it would be possible 
to obtain confidential information about 
a patient from a nurse, and therefore 
there was no need to burglarize a physi- 
cian’s files. 

ANA, which received numerous let- 
ters from individual members and from 
state nurses’ associations protesting 
Mr. Ehrlichman’s testimony, sent both 
a memo and a telegram to committee 
chairman Ervin. The memo, sent by 
ANA’s government relations division 
in Washington, said: “Our office con- 
tinues to get calls from nurses who feel 
that patients will necessarily be con- 
cerned about their right to privacy after 
hearing Mr. Ehrlichman’s comments 
earlier this week....” 

The memo followed a telegram sent 
by ANA to Senator Ervin, asking him 
to “advise members of his committee 
and others that the nursing profession 
has a Code of Ethics that requires the 
nurse to safeguard the individual's 
right to privacy.” 

Senator Ervin responded at the start 
of the Watergate hearings a few days 
later by announcing that ANA had a 
Code of Ethics, which requires nurses 
to protect a patient’s right to privacy. 

In her editorial in the September 
1973 issue of the American Journal of 
Nursing, editor Thelma Schorr wrote: 
“We were aghast at John Ehrlichman’s 
off-hand slander of nurses during his 
testimony before the Senate committee 
investigating the Watergate scandals. 
Discussing the burglary of Daniel 
Ellsberg’s psychiatrist’s office, the form- 
er presidential assistant announced to 
the world that confidential information 
about a patient ‘is obtainable through 
nurses, through nurses’ aides, through 
all kinds of sources....’ If anyone 
believed him and loses faith in the 
integrity of his nurse as a result, that 
could add injury to the insult.” 

In conclusion, Ms. Schorr gave Mr. 
Ehrlichman the following advice: 
“Nurses live by an ethical code, Mr. 
Ehrlichman, that government offici 
would do well to emulate.” 
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Pampers 
Gives 
you both 


a break 


Saves 
you time 


Keeps . 
him drier 


Instead of holding Pampers construction 
moisture, Pampers helps prevent moisture 
hydrophobic top sheet from soaking through 
allows it to pass and soiling linens. As a 
through and get result of this superior 
“trapped” in the containment, shirts, 
absorbent wadding sheets, blankets and 


bed pads don’t have to 
be changed as often 

as they would with 
conventional cloth 
diapers. And when less 
time is spent changing 
linens, those who take 
care of babies have 
more time to spend on 
other tasks. 


underneath. The inner 
sheet stays drier, and 
baby’s bottom stays 
drier than it would in 
cloth diapers. 


PROCTER & GAMBLE CAR-322 


Mrs.R.F JOHNSON 
_ SUPERVISOR 


SCOPE SACK neatly carries and pro- 
tects Nursescope or any scope. Double-thick 
frosted flexible plastic, white vinyl binding. 442” 
x 9%”. Your own initials help prevent loss. 

No. 223 Sack. . . 1.00 ea. 6 or more 75¢ ea. 
Your initials gold-stamped, add 50¢ per sack. 


NURSES PERSONALIZED 
ANEROID SPHYG. 


A superb instrument especially 
designed for nurses! Imported from pre- 
cision craftsmen in W. Germany. Easy- 
to-attach Velcro cuff, lightweight, com- 
pact, fits into soft sim. leather zippered 
case 242"-x 4” x 7”. Dial calibra- 
ted to 320 mm., 10-year accuracy 
guaranteed to +3 mm. Serviced by 
Reeves if ever required. Your ini- 
tials engraved on manometer and 
gold stamped on case FREE, for 
permanent identification and 
distinction. A wise investment for 
a lifetime of dependable service! 


No. 106 Sphyg. . . . 32.95 ea. 


CAP TOTE keeps your caps crisp and clean 9 
while stored or carried. Flexible clear plastic, white —"* 


trim, zipper, carrying strap, hang loop. Stores flat. Also | =n 
for wiglets, curlers, etc. 842” dia. 6” high. ‘ 
No. 333 Tote . . 2.65 ea., 6 or more . . 2.35 ea. - 
Your initials gold-stamped, add 50¢ per Tote. 
ef 
I WHITE CAP CLIPS holds caps 


firmly in place! Hard-to-find white bobbie pins, 
enamel on fine spring steel. Eight 2” and eight 
3” clips included in plastic snap box. 

No. 529 Clips . . 3 boxes for 1.95, 

6 for 3.25, 12 for 49¢ ea. 


MOLDED CAP TACS 
Replace cap band instantly. Tiny plastic tac, 
dainty caduceus. Choose Black, Blue, White 
or Crystal with Gold Caduceus; or all Black samp 
(plain). The neater way to fasten bands. & 
No. 200 Set of 6 Tacs .. . 1.25 per set. 
12 or more sets 1.00 per set =e TA 


= i & > METAL CAP TACS pair of dainty 
RN jewelry-quality Tacs with grippers, holds cap 
q bands securely. Sculptured metal, gold finish, 
ER N ___ approx. 4%” wide. Choose RN, LPN, LVN, RN 
Jaké> Caduceus or Plain Caduceus. Gift boxed. 
LWAN ran No. CT-1 (Specify Initials), No. CT-2 (Plain 
MJ ES * cad.) or No. CT-3 (RN Cad.) . . . 2.95 pr. 
SEL-FIX CAP BAND Biack velvet | 
band material. Self-adhesive, presses on, 
pulis off; no sewing. or pinning. Reusable 
several times. Each band 20” long, pre-cut to 
popular widths: %” (12 per plastic box) 42” 
(8 per box) %4” (6 per box) 1” (6 per bdx). 


Specify width under ITEM column on coupon. 
No. 6343 Band. . .1.75 per box 3 or more . . 1.50 ea. 


0: R OMPA Bo Attleboro, Ma 0270 


oe 


ra 


\ 


ORDER NO ITEM COLOR | SIZE |QUANT.{ PRICE 


Use extra sheet for additional items or orders. 


INITIALS as desired: —— 
(Good idea for distinctive identification) 


TO ORDER NAME PINS, fill out all information in box top 
right, clip out and attach to this coupon. 


| enclose $_ (Mass. residents add 3% S. T,) 
Sorry, no COD's or billing terms available 


Send to 


Street 


CRY: is fae.s 5 swe y CUNO, see eee ee 


Fe 7, 7)t 


4 } 


IT’S EASY TO ORDER REEVES NAME PINS FOR YOURSELF OR FRIENDS! 


Choose style you want, shown left. Print name (and 2nd 
on dotted lines below. Check other info in 
boxes on chart, clip this section and attach to coupon 


ored line if desir 


bottom left. Attach extra sheet for additional pins. 
NOTE SAVINGS ON 2 IDENTICAL PINS . . . more convenient, 
spare in case of loss. 


MR ret ca os me ett 2nd LINES es a 
BACKGROUND PRICES" 
STYLE DESCRIPTION METAL METAL COLOR LETTERING 

NO. COLOR | FINISH (Plastic) COLOR | Engraved 1 Line | Engraved 2 Lines 
ALL METAL... rich, trim and Gold |( Duotone Does D Black 1Pin 1.98] 1Pin 2.58 
p She) tailored. Lightweight, smooth o eee D Polished not © Ok. Blue = 2 Pins 3.25 Be Pins 3.85 
. Q edges, rounded corners. oO 0 Satin apply OD White icone aaeeed (same name) 

PLASTIC LAMINATE ... slimmer, White <j) Black ; 
fay, broader; engraved thru surface to pos sed um Giesall O Dk. Blue} 1 Pin§ 95} 0) 1 Pin 1.45 
contrasting core color. Beveled appl apply (Med. Blue |},White 12 Pins 1.65] 2) 2 Pins 2.30 
border matches lettering. ply FiCocoa P Letters only| (same name) (same name) 
0 METAL FRAMED ... Classic | 0 Gold Polished White D Black |O11Pin 1.98/01 Pin 2.58 
9. 100 €1@} design; snow-white plastic with O Silver frame only 5 Ok. Blue] 112 Pins 3.25] D2 Pins 3.85 
smooth, polished beveled frame. only (same name) (same name) 
MOLDED PLASTIC. . .Simple,smart,| Does Does White Black 1Pin 95/()1Pin 1.45 
@} economical. Will never discolor. not not only D Ok. Blue 2 Pins 1.65| (2 Pins 2.30 
Smooth rounded corners and edges.} apply apply (same name) (same name) 


*Please add 25¢ per order for 3 pins or less. 


MEDI-CARD SET Handiest reference 


ever! 6 smooth plastic cards (344” x 542”) cram- 
med with information, including Equivalencies of 
Apothecary to Metric to Household Meas., Temp. 
°C to °F, Prescrip. Abbr., Urinalysis, Body Chem., 
Blood Chem., Liver Tests, Bone Marrow, Disease 
Incub. Periods, Adult Wets., Child’s Dosages, etc. 
All in white vinyl holder with gold stamped 
caduceus. No. 289 Card Set. . 


6 or more 1.25 ea. 


add 50¢ per set. 


+-1.50 ea. 
12 or more 1.10 ea. 
Your initials gold-stamped on holder, 


Your 
initials 
Engraved 
Free! 


Free Initials and Scope Sack 


KELLY FORCEPS 5 handy for 
every nurse! 5%” stainless steel, fully 
guaranteed. Ideal for clamping off tubing. Your 
own initials help prevent loss. 
No. 25-72 Forceps . . . 2.75 ea. 
Your initials engraved, add 50¢ per forceps. 


6 or more 2.50 ea. 


with your own 
Littmann Nureeseope! 


No. 216 Nursescope... 
13.80 ea. ppd. 


6-11... 12.80 ea. 


Famous Littmann nurses’ 
diaphragm stethoscope... 
a fine precision instrument, 
with high sensitivity for 
blood pressures, apical pulse 
rate. Only 2 ozs., fits in 
pocket, with gray vinyl anti- 
collapse tubing, non-chilling 
epoxy diaphragm. 28” over- 
all. Non-rotating angled ear 
tubes and chest piece beau- 
tifully styled in choice of 5 
jewel-like colors: Goldtone, 
Silvertone, Blue, Green, Pink.* 


FREE INITIALS AND SACK! 
Your initials engraved FREE 
on chest piece; lend individ- 
ual distinction and help pre- 
vent loss. Also FREE SCOPE 
SACK included, worth $1. as 
described above right. (Free 
sacks not personalized; add 
50¢ if initials desired.) Ideal 
for group gifts! Note big sav- 
ings on quantity orders (left). 


12 or more... 11.80 ea. 


Group Discounts include free Initials and Sack! 


*IMPORTANT NEW FEATURE: 


New “‘Medallion’’ styling 


includes tubing in colors to match metal parts. If desired, 


please add $1 


Order No. (No. 216M) on coupon. 


ea. to all prices above, and add ‘‘M’’ to 


Dury free 


Oo ARA D! All p 


QUANTITY DISCOUNTS: 10-24 pins, deduct 10%; 
25-99 pins, 15%; 100 or more pins, 20%. 


SCISSORS Pret enet nau Gon id a pe 
3¥%2” LISTER MINI-SCISSORS 


Tiny, handy, slip into uniform pocket or 
purse. Choose jewelers Gold or gleaming 
Chrome plate finish on coupon. 


No. 3500 Mini-Scissors . . . 2.75 ea. 

4¥2" or 5¥2” LISTER SCISSORS 

As above, but larger for bigger jobs. Chrome finish only 
No. 4500 (412”) or No. 5500 (5¥2”) Scissors . . . 2.75 

5¥2" OPERATING SCISSORS 

Stainless steel, with sharp/ blunt 

points. Beautifully polished finish. = ~ 

No. 705 OR Scissors . . . 2.75 ea. 


All scissors above: 1 doz. or more (any style) . . 
Your initials engraved, add 50c per scissors 


2.00 ea. 


CLAYTON DUAL STETHOSCOPE tight. -—» 
weight imported dual scope; highest sensitivity for apical! “ 
pulse rate. Chromed head tubes and chest piece with Z 
1%” bell and 1%” diaphragm, grey anti-collapse ‘ 
tubing. 4 0z., 29” long. Extra ear plugs and @Dy 4 
diaphragm included. Two initials engraved free. 

Outy free 


No. 413 Dual Steth........ 17.95 ea. 


Sterling or Gold Filled (specify under COLOR on coupon) 
For bracelet or pendant chain. Add to your collection! 

No. 263 Caduceus; No. 164 Cap; No. 68 

Grad. Hat; No. 8. Band. Scissors . . 3.49 ea. 4) 


Ae 14K PIERCED EARRINGS 
¥ 


Dainty, detailed 14K Gold styles, for on or 
e 


R NURSES ptesedt 4 
Finest sculptured Fisher charms, “ta CD 
y 
Yy Cc 


off duty wear. Shown actual size. Beauti- 

fully gift boxed. 

Birthstone Colors (specify on coupon): JAN 
* Garnet, FEB Amethyst, MAR Aqua, APR Crys- 

tal, MAY Emerald, JUNE Alexandrite, JULY 

Ruby, AUG Peridot, SEPT Sapphire, OCT 

Rose Zircon, NOV Topaz, DEC Blue Zircon. 
No. 13/297 Caduceus; No, 13/276 Cross; }5.95 per pair. 


No. 1/010 Gen. Cultured Pearl; No. 6/247 Birthstone 


PIN GUARD sculptured caduceus, chainea 
to your professional letters, each with pinback/ 
safety catch. Or replace either with class pin 
for safety. Gold finish, gift boxed. Choose RN, 


LPN or LVN. NO. 3420 Pin Guard..... 2.95 ea. AY 


Dime-sized, pin-back. Specify RN, LPN, PN, L A, oF 
RPh. on coupon. 


ENAMELED PINS seautifully sculptured status 
insignia, 2-color keyed, hard-fired enamel on Dope 
@ No. 205 Enam. Pin 1.95 ea., 12 or more 1.50 ea. 


U P Prevent stains and wear! 
Smooth, pliable pure white vinyl. Ideal 
low-cost group gifts or favors. 

No. 210-E (right), two compartments 
with flap, gold stamped caduceus ... / 
6 for 1.50, 25 or more 20¢ ea. = / 


No. 791 (left) Deluxe Saver, 3 compt. ' 
change pocket & key chain... 
6 for 2.98, 25 or more 35¢ ea. re 


Nurses’ POCKET PAL KIT 


Handiest for busy nurses. Includes white 
Deluxe Pocket Saver, with 542” Lister Scissors 
(both shown above), Tri-Color ballpoint pen, 
plus handsome little pen light all silver 
finished. Change compartment, key chain. 


No. 291 Pal Kit........ 4.95 ea. 
3 Initials engraved on shears, add 50¢ per kit. 


Bzzz MEMO-TIMER time hot packs, heat ‘) 


lamps, park meters. Remember to check vital signs, 
give medication, etc. Lightweight, compact (142” dia.), 
sets to buzz 5 to 60 min. Key sing. Swiss made. 

No. M-22 Timer....... 4,95 ea. 

3 or more 3.95 ea.; 6 or more 3.50 ea. 9 


2) EXAMINING PENLIGHT 


; White barrel with caduceus imprint, aluminum 
’ band and clip. 5” long, U.S. made, batteries included (re- 
placement batteries available any store). Your own light, gift boxed. 


No. 007 Penlight . . . 3.98 ea. Your Initials engraved, add 50¢ per light. 


GIBSON GIRL 


Youthful high-rise waist, 
soft shirred skirt, pleat- 
ed blouse. Inner surgical 
pocket. Mini length. 
STYLE No. 4624 
100% Polyester Warp Knit; 
% Sleeves. 
SIZES: 3/4-—15/16 
18.95 ppd. 
STYLE No. 4824 
60% Dacron Polyester, 
40% Nylon Cord Jersey. 
Short Sleeves. 
SIZES: 3/4-—15/16 
15.95 ppd. 


Unique smock style in a 
professional uniform .. . 
for soft feminine appeal. 

Large generous patch 
pockets and inner surgi- 
Cal pocket. Short Sleeves. 
| 100% Dacron Polyester 
| Double Knit “Crystalon”. 
_ Alittle girl look at the top 
iS of fashion. 


“STYLE No. 4632 


| SIZES: 3/4 — 15/16 
: 21.95 ppd. 


MISS FIVE | 


SAFARI 
Check this safari belted 
pant suit. The belt can be 
worn in front to hide 
slightly gathered waist, 
or as a back belt. New 
“No-Trip” Cuff to avoid 
hazard of catching heel; 
easy to alter, too. 100% 
Polyester Warp Knit 
“Carousel”; %4 Sleeves. 
STYLE No. 4635 
SIZES: 4-20 
29.95 (set) ppd. 
STYLE No. 7635 
SIZES: 1442-242 
31.95 (set) ppd. 


TUCK-HI 

Chinese square mandarin, 
with milti-tuck front yoke, 
smartly accented with 
buttons on front flange, 
back zipper. A different 
style for today’s nurse. 

% Sleeves. 80% Dacron 
Polyester, 20% Cotton 
Super Faille. 

STYLE No. 4726 


SIZES: 8-20 
17.95 ppd. 
STYLE No. 5726 


SIZES: 4-14 Petite 
17.95 ppd. 


Please Use Coupon Opposite Page > 


| dates — 


November 17, 1973 

Seminar on ‘‘Recognizing Stress: Going 
Through Stress: The Answer to Stress” 
sponsored by Nurses’ Christian Fellow- 


ship, Toronto, to be held at the Addic- 


tion Research Foundation, 33 Russell 
St., Toronto. Fee: graduates — $6.00; 
students — $4.00. For further informa- 
tion, write to: Ms. Judy Van Gent, 40 


Reidmont Ave., Agincourt, Ontario. 
M1S 1B4. 

November 21-23, 1973 

Saskatchewan Hospital Association, 


annual meeting, Saskatoon, Saskatche- 
wan. For further information, write to 
the Saskatchewan Hospital Associa- 
tion, 236 College Avenue, Regina, 
Saskatchewan. 


December 1, 1973 

15th Conference on the Medical As- 
pects of Sports, sponsored by the 
American Medical Association, Royal 
Inn, Anaheim, California. Conference 
theme: “Health Care for the Athlete: 
A Community Concern.” For further 
information, write to: Committee on 
the Medical Aspects of Sports, 535 
North Dearborn Street, Chicago, Illinois 
60610, U.S.A. 


February 18-22, 1974 

Occupational health nursing program 
for registered nurses employed in 
the field of occupational health nurs- 
ing. Fee: $95. For further information, 
write to: Continuing Education Pro- 
gram for Nurses, Faculty of Nursing, 
University of Toronto, 50 St. George 
St., Toronto, Ontario. 


April 29-30, 1974 

Ambulatory Pediatric Association, 14th 
annual meeting, Sheraton-Park Hotel, 
Washington, D.C. Abstracts are invited 
to be considered for presentation at 
the scientific sessions. For further in- 
formation, write to: E.S. Hillman, M.D., 
Montreal Children’s Hospital, 2300 
Tupper St., Montreal 108, Quebec. 


May 2-4, 1974 

Vancouver General Hospital 75th anni- 
versary, gala celebration and alumni 
banquet, Regency Hyatt Hotel, Van- 
couver, B.C. For further information, 


Vancouver 9, B.C. 


May 5-10, 1974 ciel 
Third Canadian Operating Roo’ 
Nurses’ convention, The Queen Eliza- 
beth Hotel, Montreal, 
additional information, write to: Ms. 
Peggy Iton, c/o Jewish General Hospi- 
tal, 3755 Cote St. Catherine Road, 
Montreal 249, Quebec. 


May 31-June 1, 1974 

Association for the Care of Children 
in Hospitals, 9th annual conference, 
Sheraton-Chicago Hotel, Chicago, Ill- 
inois. Children’s Memorial Hospital of 
Chicago is the sponsoring institution. 
Conference theme: “Who puts the 
pieces together?’’ A pre-conference 
seminar on play therapy will take place 
on May 29, 1974. For registration and 
program information, write to: Myrtha 
Sice, Recreational Therapy Dept., Chil- 
dren’s Memorial Hospital, 2300 Chil- 
dren’s Plaza, Chicago, Illinois 60614, 
U.S.A. 


June 16-21, 1974 
Canadian Nurses’ As- 
sociation annual 
meeting and conven- 
tion, to be held in the 
Manitoba Centennial 
Centre Concert Hall, 
Winnipeg, Manitoba. 


a 


June 16-22, 1974 

World Confederation for Physical Ther- 
apy, seventh international congress, 
The Queen Elizabeth Hotel, Montreal, 
Quebec. Theme: ‘Expanding Horizons 
of Physical Therapy.’ For further in- 
formation, write to: Congress W.C.P.T. 
Registration, P.O. Box 6374, Station A, 
Toronto, Ontario. 


June 17-20, 1974 
Canadian Public Health Association, 
65th annual meeting, Arts and Culture 
Centre, St. John’s Newfoundland. 
Theme: “Patterns of Health Delivery 
— Rural and Urban.” For further infor- 
mation, write to: CPHA, 1255 Yonge 
Street, Toronto, Ontario M4T 1W6. 
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Quebec. For 


An important announcement to nurses from ASTRA 


Here isa 


new, fast and sterile 


way to prepare Xylocaine infusions 
for life threatening arrhythmias 


rAN 
Xylocaine 


(Lidocaine Hydrochloride Injection, Astra Std.) 


ir mene Shas, “ <_ : 
One Gram ° Ee ds > p 
a af y ) Sa ee 


e The special 5 ml transfer syringe 
contains 200 mg/ml Xylocaine and can be 
added to infusion set-ups without removing 
solution from infusion flask or bag 


e Cuts preparation time in half 
e Easy and convenient to use 
e Adds another link to the sterility chain ~~ “8 
®@ Disposable 


@ Clearly labeled for positive 
safeguard against error 


SS 


on Sot, 
Mg 


é an original from v4 
ASTRA Pharmaceutical Division, 
Mississauga, Ontario A wy T ae A 
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The nurse ina 


student physician’s “practice’”’ 


The Clinical Learning Centre at 
Queen’s University in Kingston opened 
its doors November 30, 1972, primarily 
for teaching clinical skills to beginning 
medical students. As its nurse-adminis- 
trator, it was my responsibility to set 
up and organize the program and to 
recruit volunteer “‘patients.” 

The center was established for sev- 
eral reasons, among them the introduc- 
tion of a revised clinical skills course 
in the medical school curriculum. Other 
factors were the closing of 100 beds in 
Kingston hospitals, and the expectation 
of an increased student enrollment. 

The revised clinical skills course 
greatly increased the dependency of 
the medical school on the goodwill and 
cooperation of hospital patients. It 
became apparent that there was a need 
for a location where clinical skills 
could be acquired in a sheltered envi- 
ronment removed from the distractions 
of busy wards — a place where second- 
year medical students would not be 
dealing with seriously ill patients, nor 
interfering with the duties of a busy 
staff. 

In an educational setting, students 
‘would feel more at ease, gain more 

‘confidence, and have time to develop 
‘better relationships with patients. 
\NOVEMBER 1973 


A controlled clinical environment, volunteer patients, and a nurse- 
administrator provide student physicians with a unique and worthwhile 
learning experience in their medical studies. This educational project owes 
its sense of reality to the willing response and cooperation of volunteer 


“patients.” 


Barbara Valberg 


Our Project was designed to: 

(J determine whether patients would 
be willing to come to a facility to take 
part in the education of student physi- 
cians, especially if that facility were 
removed entirely from the hospital 
itself. 

LJindicate whether students working 
with ambulatory volunteer patients, 
could, in this type of environment, 
learn such clinical skills as history 
taking, physical examination, and re- 
cord keeping. 

C)provide “office practice” experience 
approximating the environment inwhich 
the majority of medical students would 
find themselves after graduating. 

We leased the third floor of one 
of the nurses’ residences of Kingston 
General Hospital. There were 18 
rooms, which needed only minor alter- 
ations to transform them into a warmly 
decorated unit closely resembling a 


Ms. Valberg is the nurse-administrator at 
the Clinical Learning Centre in Kingston. 
This Centre was established by Dr. A.M. 
Bryans, Director of the Health Sciences 
Office of Education, Queen’s University, 
through a grant from the Ontario Depart- 
ment of Health. 


family practice unit or outpatients’ 
clinic. Every inch was used to accom- 
modate the eight office-examining 
rooms, a conference room, an office- 
waiting room, a reading room for clini- 
cians and students, and an office for 
me, the nurse-administrator. 

Each office-examining room was 
equipped with a desk, three chairs, an 
examining table, and a set of instru- 
ments. Three of these rooms were fitted 
with one-way mirrors so instructors in 
adjacent “viewing” rooms could observe 
a student’s performance. Sound equip- 
ment allowed the teacher to listen in on 
the student-patient interview. 


Recruitment of “patients” 

We recruited volunteer teaching- 
patients, mainly from the practices of 
physicians responsible for the clinical 
skills course; 40 patients volunteered 
on their own, after talking with other 
“patients” and students or after learning 
about the center in newspaper articles 
or on television. 

Our patients were not paid for their 
time, except for one young man who 
was taught to assist in nine orthopedic 
sessions. He learned different gaits and 
how to simulate deformities, and be- 
came the model used to demonstrate an 
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examination of the locomotor system. 

I interviewed each potential volun- 
teer, explaining there would be no diag- 
nostic or treatment benefit to him but 
that there could be satisfaction in 
contributing to a worthwhile educa- 
tional project. I stressed the importance 
for medical students to achieve good 
human relationships and to acquire 
practical skills. It was gratifying that 
so many people were not only willing 
to help, but glad of the opportunity to 
do so. 

Using patient volunteers allowed me 
to select the person who best conformed 
to each student’s level of ability. In 
this way, a student could progress from 
examining pleasant, cooperative pa- 
tients with simple histories to those who 
were more difficult to communicate 
with, and whose histories were more 
complicated. 

The class receiving training at the 
center was divided into nine groups 
of eight students each. Three physician- 
teachers were assigned to each group. 
The groups rotated through the center, 
and spent two hours to complete a 
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session. 

Before each session, I contacted the 
patients needed, scheduled their ap- 
pointments, and arranged transporta- 
tion where necessary. We offered to 
pay transportation expenses. 


“Patients” visit center 

On arrival at the center, patients 
were escorted to the waiting room, 
where I introduced them to one another 
and offered tea or coffee. Besides 
enabling everyone to feel at ease, this 
short social period gave me an oppor- 
tunity to obtain statistical data and to 
make certain each patient fully under- 
stood the procedure. 

Occasionally student-patient intro- 
ductions took place in the waiting room, 
but I found it more realistic to have 
the patient meet his “doctor” in the 
office-examining room. The student 
had already been supplied with a card 
inscribed with the patient’s name, age, 
and reason for visit. 

When the patient was female, the 
student left the room after taking the 
history and explaining that the nurse 


‘patients’ feel at ease in waiting room of the Clinical Learning Centre. 


would assist her to prepare for the 
examination. Assisting in this case 
meant telling her how much to take off. 
A gown and sheet were supplied for 
each patient. 

During the examination, I assisted 
where necessary (handing instruments, 
or draping the patient), and remained 
during the examination of chest and 
abdomen. If the patient needed further 
assistance, I remained through the 
entire session. I soon realized we needed 
more than one nurse, and I was fortu- 
nate in recruiting two nurses who volun- 
teered to spend half a day per week 
with us. 

The teachers, by means of the one- 
way mirrors and sound equipment, 
were able to observe and listen in on} 
examinations while they were being) 
conducted. 

Although some were initially skep- 
tical about the use of one-way mirrors, 
it has been our experience that student) 
and “patient” alike preferred to have’ 
the teacher in the viewing room, rather 
than present in the examining room 
Indeed, one mother informed me tha 


it was distracting for her and embar- 
rassing for her daughter, as the patient, 
to have the teacher coming into and 
going out of the examining room. 


Assessment 

After each session, I obtained assess- 
ments from the patient, the student, and 
the teacher. Students’ comments were 
positive with few exceptions, and indi- 
cated that they were in favor of the 
system. They particularly appreciated: 
1. not imposing on a patient who had 
been examined repeatedly by interns 
and residents, but who had come to help 
them with their learning; 2. having a 
complete set of instruments at their 
disposal; and 3. the quiet environment, 
with no interruptions by routine nursing 
procedures or visitors. 

One student remarked, “I heard heart 
sounds I never heard before.” The 
realization that they were not imposing 
on sick patients made students feel free 
to spend adequate time on the visit. 

During my interview with the patient 
after the session, I attempted to discover 
his feelings about the experience: Was it 
what he expected? if not, how was it 
different? Invariably the answers were, 
“It was better and more pleasant than 
I expected” or, “it was the most 
thorough examination I have ever had!” 

I continued my interview by seeking 
his impressions of the student: Did 
he seem interested in you? Did he ap- 
pear to be sincere? Did he call you by 
name? Did he look at you directly? 

I asked about the student’s manner, 
his grooming, and whether he made 
the patient feel at ease during the ses- 
sion: Did he explain what he was about 
to do? Did he reassure you if you were 
uneasy? Did you feel he was sure of 
himself? (The student who forgot to 
put the stethoscope into his ears was 
not!) Finally, I asked what the patient 
could suggest to improve the student’s 
performance. 

Patients answered all questions 
readily, after I assured them that their 
criticism would not discredit the stu- 
dent, but might actually be to his bene- 
fit; when informed of his mistakes, he 
would in all likelihood do a better job 
the next time. 

1 ended the interview by asking 
the patient if he would consider making 
a return visit. Many returned two or 
three times; one patient made seven 
visits. 

The student obtained feedback from 
his patient either through his teacher or 
in a group discussion with patient, 


teacher, and himself. He was then able 
to see his strengths and weaknesses. 
One student didn’t realize his own 
strength. His patient commented after 
the examination, “I should have been a 
200 pound football player!” 

On the whole, teachers were happy 
with the project, and considered the 
center an ideal environment for begin- 
ning students to learn clinical skills. 
They appreciated the reaction of the 
patient which, added to their own obser- 
vations, helped them to make a more 
complete assessment of a student’s per- 
formance. 

Facilities for videotaping the clinical 
examination were available to the stu- 
dent if he wished to monitor his per- 
formance in addition to receiving feed- 
back from his teacher and patient. This 
equipment was also used to prepare 
video tapes of student-patient inter- 
views for teaching other students. 


Simulated patients 

Occasionally, we used simulated 
patients in the center. Students from 
the faculty of education and the 
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Queen’s University drama Course were | 
coached to act as patients afflicted with 


various illnesses. Some played their 


parts so well that the students who 
examined them almost believed they 
were dealing with genuine patients. 

The simulators welcomed the oppor- 
tunity to test their acting ability, and 
were pleased to be involved in a pilot 
educational program. One drama stu- 
dent was able to depict the symptoms 
of several ailments, and used the exper- 
ience as a dramatic exercise. She devel- 
oped a new character for each visit. 

When term ended, four months after 
the center opened, more than 100 
students had benefited, and 353 visits 
had been provided for the program. 
The register showed 118 children who 
came with their mothers, and 148 
adults. The atmosphere at the center on 
the days the children attended was like 
a nursery school. We provided toys and 
play equipment, juice, and cookies to 
make the experience for the children 
as pleasant as possible. 

In March, the pediatric oral exam- 
inations of the Royal College of Phy- 


Student nurse greets a young patient in the waiting room of the Clinical Learning 
Centre, Kingston, Ontario. 
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sicians and Surgeons of Canada were 
held in the center, using patients 
| from the register. The candidates were 
well satisfied with the environment. 
| They particularly appreciated the quiet 
| atmosphere and the fact that mothers 
| were present to give the history and to 
assist with the examination of young 
patients. 


. | Conclusion 

| During my six months, active asso- 
ciation with the Queen’s University 
Clinical Learning Centre, I became 
acutely aware that, until the students 
began attending the sessions, their 
contact with nurses, except for head 
nurses on the wards, had been rare. 

Early in the program, I sensed that 
students were unaware of the nurses’ 
role during physical examinations, and 
that my presence made them feel un- 
comfortable. They seemed to consider 
me an intruder in the relationship they 
were trying to develop with their pa- 
tients, and I believe many were under 
the impression that I was a spy! 

However, as time went on, they 
came to realize that a nurse in the room 
could be a help rather than a hindrance; 
therefore, | am led to conclude that a 
clinical learning center might prove a 
suitable environment for coordinating 
some aspects of both medical and 
nursing education. 

My own experience as nurse-admin- 
istrator was an interesting challenge; 
I enjoyed my contacts with the students, 
and it was gratifying to find that so 
many people are willing to participate 
on a voluntary basis in the education 
of medical students. The splendid co- 
operation of the “patients” involved, 
proved this, the first hypothesis. 

The second hypothesis, that students 
can learn as well at the center as they 
do on the wards, is being tested; but 
assessments collected to date from 
patients, students, and teachers certain- 
ly indicate that this second theory will : 
also be proved correct. & Student nurse practices interviewing and history-taking skills. 
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The Clinical Learning Centre at 
Queen’s University affords student 
nurses primary health care experience 
in a setting specifically set up for stu- 
dent learning. 

Our pilot program was devised to 
give a small number of second-year 
students from the Kingston General 
Hospital school of nursing a_ brief 
clinical experience in the center. Its 
objectives were to allow student nurses 
to. |. practice communication and 
interviewing skills in a simulated doc- 
tor’s office: 2. assist the student physi- 
cian with a complete physical examina- 
tion of a patient; and 3. work with the 
student physicians to develop. their 
respective roles in history taking and 
physical examination of patients. 

The five volunteer student nurses 
who participated each had three two- 
hour sessions at the Clinical Learning 
Centre. The first session took the form 
of a classroom review and application 
of interviewing skills. This gave the 
students an opportunity to role play 
responses to situations particular to 
an ambulatory clinic setting. The stu- 
dents also discussed and_ practiced 
methods of obtaining information from 
patients in an indirect and non-threat- 
ening manner. A tour and orientation 
to the center was given at this time. 

In the next two sessions, each student 
nurse worked with a student physician. 
First, she greeted the patient in the 
waiting room and, after putting him at 
ease, attempted to make a primary 
assessment of the reason for his visit 
to the doctor. She then conducted him 
to the “doctor’s office” and introduced 
him to the student physician. 

As she sat in on the history taking, 
she made her own observations on the 

| patient. During the examination she 
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Student nurses share 
in clinical learning 


A program designed for student physicians has been adapted to include 
nursing students, who also need to learn clinical skills at the level of primary 


contact. 


Dawn Corbett 


draped and positioned the patient, 
handed equipment to the student phy- 
sician, explained procedures, and reas- 
sured the patient. 

On completion of the examination, 
the student nurse helped the patient 
get ready to go home and, at the same 
time, sought information concerning 
his feelings about the experience. Posi- 
tive and negative comments were later 
recorded on a specially designed form. 

The patient was escorted back to the 
waiting room, offered refreshments, 
and had arrangements made for his 
transportation home. On a few occa- 
sions, the student nurses were able to 
do some incidental health teaching. 


Evaluation 

In general, the student nurses found 
this a good learning experience. They 
commented favorably on the pleasant, 
leisurely atmosphere of the center and 
welcomed the opportunity to chat with 
patients in the waiting room. They 
gained satisfaction in following a pa- 
tient from the beginning to the end of 
his visit and felt they got to know the 
patient quite well in that brief time. 

One student stated she had never 
“really listened” to a history being 
taken before, and another commented, 
“It is a nice feeling to know that they 
(student physicians) are just learning 
too.” 

The students considered they had met 
their first two objectives, but had fallen 
short of meeting their third. Some stu- 
dent physicians did not seem to be 
prepared for the student nurses’ pres- 
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ence and did not understand why they 
were there. There was little opportuni- 
ty for the student nurses and physicians 
to discuss their learning experience, 
duc to tightly scheduled timetables. 

However, having nursing students 
and student physicians meet at some 
points in their education (other than 
socially!) appealed to the student 
nurses. They agreed that the traditional 
concept of physicians being “boss” 
and nurses being their “handmaidens” 
could be obliterated by having the two 
groups of students learn together. 
Graduate physicians and nurses could 
better understand one another’s role 
by having a chance as undergraduates 
to communicate with one another about 
their programs and clinical experiences. 
This, they believed, would result in 
more efficient health teaching and high- 
er quality patient care. 


Conclusion 

A controlled learning environment, 
such as the Clinical Learning Centre, 
appears to provide a worthwhile “first 
contact” clinical learning experience 
for student nurses and student physi- 
cians alike. 

Most significant for Kingston’s 
medical and diploma nursing education 
programs, which have until now run a 
parallel course, is that they have met 
in a cooperative effort at the Clinical 
Learning Centre. 
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A nurse recently said to me, with great 
feeling, “There is nothing worse than 
a converted anything!” This was her 
comment after hearing I had smoked 
for 20 years — often two packs of ciga- 
rettes a day and sometimes more — 
before giving up the habit. I had ex- 
pressed my surprise at finding nurses 
smoking at a meetins to which they had 
come to advise on education and health 
care for respiratory diseases. 

I’ve noticed that whenever I mention 
the subject of smoking, both smokers 
and nonsmokers begin to shift uncom- 
fortably, look embarrassed, and edge 
away. Nurse friends have accused me 
of moralizing. Leaders in the profession 
have asked, “Is this really a priority 
issue for nursing?” 

This situation illustrates the problem 
we face in trying to combat smoking. 
But why is there such a reluctance to 
discuss such a serious health hazard? 

Clearly, smoking is not a rational 
activity and does not respond to the 
normal weaponry traditionally used 
in preventive health care. We have no 
vaccinations to prevent it and no anti- 
biotics to get rid of it. By mentioning 
the subjects, we “puritans” are seen to 
be censuring smokers as racy types of 
dubious morals. We break the hallowed 
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NOW and THEN 


Throughout the centuries, the smoking of tobacco has been many things 

to many people: a ritual of peace, a “magickal herbe,” a sign of sophistica- 
tion, a symbol of emancipation, and a “friend” who is always there and 
always comforting. In reality, however, smoking is a harmful habit and a 


“damned nuisance.” 


Nancy Garrett, R.N., M.P.H. 


rules governing human _ rights — the 
right of smokers to pollute the air of the 
majority. 


Smoking came “with parcel” 

When the New World was discovered, 
smoking came with the parcel. Unfor- 
tunately, the Indian ritual restricting its 
use —to signify peace after war — 
was not adopted. The French settlers 
learned to smoke and, despite the initial 
opposition of the French government, 
began to grow their own tobacco. 

Tobacco was introduced into Europe 
because it was alleged to have great 
medicinal properties. Believing that 
tobacco conferred immunity during 
the Great Plague of 1665, even non- 
smokers chewed or smoked to protect 
themselves. Mothers furnished school 


Ms. Garrett is a Research Officer with the 
Canadian Nurses’ Association, Ottawa. 
This article is adapted from a paper she 
presented April 28, 1973, at the second 
refresher course in respiratory diseases 
in Toronto. The course was sponsored 
by the Registered Nurses’ Association of 
Ontario, the York-Toronto TB & RD As- 
sociation, and Ont. Thoracic Society. 


boys with filled pipes and then school 
masters taught the children how to 
smoke.! 

Tobacco was sold by apothecaries 
for the first 20 to 30 years of smoking’s — 
history. It became a multipurpose 
remedy. So, it was natural that “the 
chemist who was also a physician of © 
a kind, should prescribe and sell the - 
‘magickal herbe’.”2 

Thanks to its publicist, Sir Walter 
Raleigh, pipe smoking became popu- 
lar in England. Even Queen Elizabeth | 
I tried it, but subsequent nausea pre- 
cluded a second try. (She did not fail 
to see the revenue possibilities, how- 
ever, and imposed a heavy tax when — 
smoking took root.) Once started on 
any new practice, the Elizabethans 
took it up with zeal. By the time Eli- 
zabeth died in 1603, tobacco smoking — 


had becomé a national habit. 
The poor were determined to smoke, 


and adulterated the costly leaf with 
all manner of ingredients. Rather than. 
buy a pipe, they could make one from 
a walnut shell, perforated to accom: 
modate a straw through which they 
could “drinke” their pleasure. ( 
wealthy equipped themselves: and 
sented gifts of ex 
tobacco boxes, pipe 


silver pipes, and other paraphernalia 
to enhance the fashionable habit. 

Equipment was not enough. The 
elite had to smoke with elegance. So 
taverns and wine houses saw the emer- 
gence of instructors “offering a full 
course in the art, ‘with all the accom- 
panying graces,’ to the young bloods 
of the day.” 

With the death of Elizabeth came 
the first prohibition of the drug. James 
I hated tobacco and condemned smok- 
ing as “loathsome to the eye, harm- 
ful to the brain, dangerous to the 
lungs,’ His deprecations and condem- 
nations had no noticeable effect on 
tobacco sales, so he increased the tax 
about 40-fold, limited Virginian pro- 
duction to 100 pounds per year, and 
forbade tobacco growing in England, 
saying the growth of food would be 
jeopardized. 

Prohibition was not effective, except 
to stimulate illicit trade. Finally, James 
gave up. He allowed London, and later 
Bristol, importing privileges, but re- 
tailers had to be licensed. Fashion 
eventually demanded (what initially 
began out of respect for the crown) 
that men receive permission to smoke 
after dinner; hence the well-known, 
after-dinner sanction, “Gentlemen you 
may smoke.”’> This was the royal com- 
promise, as men could not be persuaded 
or ordered to give it up. 

Charles II continued restrictions on 
the import and sale of tobacco, and 
Cromwell decided that tobacco growth 
was a misuse of the land and had the 
crops trampled by troops. Smoking 
was a profanity to the Puritans. Charles 
II and other sovereigns realized they 
could not prevent smoking, so reaped 
the benefits of import duties and heavy 
taxes. 

This period saw the beginning of 
widespread persecution of smokers. “In 
Russia they were tortured, sent to 
Siberia, had their property confiscated 
and their noses cut off.”6 In Berne, 
smoking was ranked as sinful as adul- 
tery and was punished accordingly. 
The Pope excommunicated those taking 
tobacco or snuff into Roman churches. 


Pipes and cigars popular 
By the eighteenth century, smoking 
clubs became the rage. Paintings por- 
trayed beautiful women, such as Mme 
Le Brun (Dunhill collection), grace- 
fully smoking long-stemmed pipes.’ 
Indeed, it was not considered unusual 
for women to smoke pipes. 
Pipes of all sizes, shapes, and mater- 
ials tempted the fashionable and the 
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tty alike. The French, to insult the 
Duke of Wellington who detested 


, smoking, popularized a clay pipe with 


a } 


a figure of a Frenchman “cocking a 
~ snook” at him. 


Cigars gained popularity in the 
nineteenth century, to the general dis- 


gust of women in England. Queen 


Victoria’s guests were forced to smoke 
up the chimney. But some women 
took to the “brown roll,” as evidenced 
by an 1877 wood cut showing a woman 
on a train, enjoying her rights to smoke 
a Havana cigar, seated beside her hus- 
band in the smoking car.'° 

Smoking rail carriages were intro- 
duced in 1846 in England, and men 
were so jealous of their new freedom 
that a cartoonist of the time portrayed 
aman complaining to the guard because 
a fellow traveler was not smoking. 

Although the wives of Andrew Jack- 
son and Zachary Taylor smoked pipes 
while in the White House, by the mid- 
1800s, women’s image in America 
took on the romantic notion of woman- 
kind as fragile flowers. Pipes for women 
then went out of fashion, except in rural 
areas. 


Cigarettes introduced 

Cigarettes came on the European 
scene from South America via Spain, 
and were finally introduced into 
England by a Scotsman, after he saw 
the French, Turks, and Russians smok- 
ing them during the Crimean War. 

In about 20 years, various brands, 
perfumed and plain, were available 
in colors to match ladies’ dresses. One 
firm put out a pack with a carbon and 
glass mouthpiece as a filter. 

Promotional activities begun then 
are still popular. Cigarette cards, ini- 
tially meant to serve as package stif- 
feners, soon became a pictorial series 
of actresses. The moralists took note, 
protesting loudly against the use of 
cigarette cards that showed buxom 
beauties with “luscious legs.” 

By the end of the century, only the 
most daring woman would be seen 
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smoking, even in New York City. In 
some countries, women from the lowest 
castes still do not smoke and see North 
American women as the epitome of 
wickedness and degradation. 

The flappers of the 1920s used 
cigarettes as symbols of emancipation, 
thereby glamorizing them. However, 
the concept of sinfulness in smoking 
has never quite disappeared. When 
we talk of Suzy, that sweet girl who 
teaches kindergarten at the local school, 
we do not, even today, anticipate that 
she will smoke. 


Warnings about smoking 

The moralists were not alone in their 
comments against smoking. The cau- 
tious voice of medicine often spoke 
over the centuries against smoking. 
As early as 1689, the Medical School 
of Paris officially sponsored the view 
that tobacco smoking shortened life.11 
Tobacco was associated by various 
physicians with nervous paralysis, loss 
of intellectual capacity, impaired vision, 
mental illness, and the cause of mous- 
taches on feminine lips. And, according 
to a Dr. Tidswell, in 1912, “the most 
common cause of female sterility is 
the abuse of tobacco by males . . . Those 
countries that use most tobacco have 
the largest number of stillbirths.” 12 

We tend to be amused by these opin- 
ions, but on analysis we find they are 
not so far-fetched after all. The press 
has reported studies showing that 
smokers have more facial wrinkles, 
which may be worse for some women 
than moustaches because they are 
harder to get rid of. 

There is evidence of some impaired 
judgment in drivers who smoke. Also, 
the lactate removal system is altered 
by cigarettes so that paralyzing cramps 
may be more common in smokers after 
strenuous exercise. A  smoke-filled 
room makes the eyes sting and water. 
Certainly in some nurses’ coffee rooms 
the visibility is poor. 

Dr. Tidswell would be gratified to 
know that his colleagues today support 


his observations, albeit with slightly 
different reasoning. In a small number 
of men, heavy smoking has been impli- 
cated as a contributing cause of infer- 
tility — hence their wives are “sterile.” 
According to British statistics, women 
who smoke have a 30 percent higher 
chance of delivering a dead baby. 

In 1859, one of the first reports 
linking smoking and disease was pub- 
lished in France. It was based on the 
observation of 68 patients with lip and 
mouth cancer. Sixty-six patients smoked 
clay pipes. 

Despite this early documentation, 
little action was taken to prevent smok- 
ing, except by moralists. 

Tobacco lobbyists have a long history 
of success, for good reason. According 
to one early estimate, the regular smok- 
er will spend from $7,000 to $10,000 
on cigarettes during his lifetime. This 
kind of incentive has led to bigger and 
better advertising that appeals espe- 
cially to the young. 

As Anne MacLennan pointed out in 
a recent press report, “Canadians have 
the dubious distinction of being just 
about the most persistent smokers in 
the world, according to the latest figures 
from the Tobacco Research Council 
here.”'S Forty years ago, Canadians 
smoked 640 cigarettes each. By 1971 
they were smoking five times as many 
— about 3,320 cigarettes each. Adding 
the roll-your-owns, the total reaches 
3,750 cigarettes per person yearly, 
which means Canada is the world leader 
in cigarette smoking. 


Nurses “smoke with zeal” 
Nurses have been among the most 
conscientious smokers. Despite the 
evidence of five major U.S. Public — 
Health Service reports of overwhelming 
evidence of the dangers of smoking and 
the increased general public awareness, 
as late as 1971, 27 percent of Califor- 
nia nurses surveyed actually admitted 
to being uncertain about the health 
hazards of smoking. A 1970 U.S. Pub- 
lic Health Service survey, reaping 3,344 
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When a child breathes air filled with cigarette smoke 
it can be as bad as if he actually smoked the cigarette himself 
Don't smoke when there are children present. 


” 
‘The Heath Education Counct 


responses from nurses, found that 32 
percent of smokers did not believe in 
their role as exemplars. 

The only study of nurses’ smoking 
habits in Canada was done in 1969 by 
Dr. A.J. Phillips of the National Cancer 
Institute of Canada.* He compared 
smoking behavior of nurses and teach- 
ers to that of the general population. His 
study showed that fewer nurses smoked 
regularly (28.7 percent) than did Can- 
adian women over 20 years of age in 
general (33.3 percent); but those nurses 
who smoked did it with zeal. 


* An article “Smoking habits of Cana- 
dian nurses and teachers.” by Dr. Phillips, 
was published in the April 1969 issue of 
The Canadian Nurse. 
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Only 20.7 percent of the smoking 
nurses, as compared with 27.8 percent 
of Canadian women, were smoking 
less than 10 cigarettes a day. This means 
that 31.7 percent of nurses are con- 
sidered heavy smokers, that is, they 
smoke over 20 cigarettes per day, while 
only 4.3 percent of women in general 
smoke more than 25 cigarettes per day. 

The 1970 U.S.P.H.S. study showed 
that although nurses give up smoking 
at a faster rate than women in the gener- 
al population (21.5 percent as compared 
with 8.7 percent), we cannot ignore the 
fact that women not only have greater 
difficulty in quitting once they have 
begun smoking, but the relapse rate 
is greater than the male rate. Most 
nurses are women. 

More men smoke than women, but 


the proportion is not double. Yet male 
ex-smokers outnumber female ex-smok- 
ers two to one. According to Women 
and Smoking, by Brody and Engquist."4 
women get a bigger “kick” out of ciga- 
rettes than do men, apparently because 
they are more susceptible to the effects 
of nicotine. Several studies of male and 
female smokers show that nicotine has 
a much greater effect on the cardio- 
vascular system of women than of men. 

Between 1965 and 1970, the propor- 
tion of boys in the 15- to 19-year old age 
group who smoked remained about the 
same, 35 percent in 1965 and 35.7 per- 
cent in 1970; on the other hand, girls 
in the same age bracket increased by 
6.2 percent, from 18.7 percent in 1965, 
to 24.9 percent in 1970. These kinds 
of statistics provoke a good deal of soul 
searching. What is causing women to 
take up smoking at an increasing rate 
at a younger age, when their potential 
risk is much greater? 

One explanation is the need to look 
and act sophisticated. The cigarette 
has not been permitted to teenagers 
until recently. It is still a symbol of 
the independence and freedom for 
which women have fought for many 
years. For some, a cigarette becomes 
a friend who is always there and always 
comforting. 


Know the facts 

How can nurses hope to do anything 
to reduce the numbers of smokers and 
the effects of smoking? First, they need 
to inform themselves. 

An urbanite, smoking a pack of ci- 
garettes or more per day, has an | 1 per- 
cent higher cholesterol count, and “a 
2.5 greater chance of having an ‘ab- 
normal’ cardiogram than a nonsmok- 
er.'5 Over 10,000 Canadians died from 
respiratory disease in 1971, excluding 
the 5,786 fatalities of the lung cancer 
epidemic.'6 This exceeds the rate of 
traffic fatalities in Canadian men and 
is second only to mortality trom heart 
attacks in males aged 45-64.17 

The gap in the ratio between males 
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es dying from sudden heart 
has narrowed. This increase in 
> deaths from sudden heart at- 
; has been attributed to increased 
ing by women."8 
dence of the injurious effect of 
<¢ on nonsmokers, as well as on 
mokers, is increasing. Allergies, asth- 
: Ws ma, and upper respiratory infections in 
— children have shown higher incidence 
_ where the environment has been infect- 
ed by tar, nicotine, and volatile irritant 
gases in poorly ventilated rooms filled 
with smoke. 
- Cadmium was measured in a room 
10° X 12° before and at intervals after 
a package of cigarettes had been 
smoked.1? Even when only 10 percent 
of cadmium remained in the room, the 
level was still 10 times higher than 
{ before smoking. Cadmium is a respira- 
th tory poison. 
i j Other studies have found that smok- 
ers’ children are ill more frequently than 

nonsmokers’ children. “Most of the 
difference between the two groups was 
found to be in the respiratory disease 
} category."20 Also, parents’ smoking 
f behavior appears to be a significant 
| factor in influencing their children to 
Hit smoke. 


: 


? 


Nurses must set exampie 

A concerted effort is needed by all 
nurses to set an example to each other 
and to the public. This means teaching 
everywhere. Literature, aids, posters, 
and funds are available from Health 
and Welfare Canada, for anyone inter- 
ested in knowing the facts and in starting 
a program to help smokers “kick the 
habit.” 

More and more nonsmokers are 
demanding their rights to breathe air 
that is uncontaminated by cigarette 
smoke. Nurses can capitalize on this 
growing movement by promoting com- 
munity interest in smoking withdrawal 
clinics. Help and information on how 
to conduct a clinic can be obtained 
from Seventh Day Adventist church 
members or from the tuberculosis and 
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respiratory disease association in the 
area. 

Nurses can help to promote fitness 
and health or family education pro- 
grams. A health concept (without the 
Canada-food-rules approach) canbe 
incorporated from kindergarten, if chil- 
dren are given the opportunity to learn 
what lungs are made of and how they 
operate. Eventually they can try the 
“balloon smoking” to see the effects 
of smoking. 

An idea that might help an occupa- 
tional nurse comes from a project in 
Hampshire, England, where the em- 
ployer agreed to invest money saved 
by ex-smokers. The decision was taken 
by the men after group discussion. One 
acted as a policeman and fined anyone 
he caught smoking. 

You can help others by providing less 
opportunity for smoking. Request 
designated smoking areas in your place 
of employment for staff and public 
alike. This is already enforced in some 
institutions. In one hospital, patients 
are permitted to smoke only on the 
written permission of their physicians, 
There have been few complaints or 
abuses. Most people want an excuse to 
quit smoking, and a hospital could 
provide the chance. 

Encourage your friends and patients 
to quit smoking; if they have tried and 
failed, persuade them to try again. 
The probability of success is greater for 
those who have quit once than for those 
who have never tried. Let us bury the 
peace pipe and declare war on our 
largest preventable cause of death. 
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Detonficaante 
an alternative in transition | 


The term “alcoholization” describes a 
process in which drinking behaviors, 
including behavior while drinking, are 
learned by reinforcement. 

As we are socialized and politicized, 
similarly we learn to drink. How we 
learn determines whether our drink- 
ing behavior, including behavior while 
drinking, is appropriate or inappro- 
priate. 

Drinking becomes a legitimate and 
singular vehicle for meeting an alco- 
holized person’s needs, such as social 
participation, that he believes cannot 
be met without drinking. Once learned, 
this pattern of behavior is difficult to 
replace. As it develops. it is usually 
characterized by excess, which eventual - 
ly leads to painful conflicts breakdown 
and loss of employment. 

For example, a 40-year-old man, 
employed and married with two chil- 
dren, remained sober from Sunday 
afternoon until Friday afternoon. Then 
he would drink to excess on the week- 
ends and express to his wife his nega- 
tive feelings about their life-style. 

On Sunday, he would stop drinking 
and apologize to his wife. She would 
reply consistently: “It’s all right. 1 for- 


give you because, when you are not 


drinking, you are a good husband and 
a good provider.” Under these circum- 
stances, it is unlikely he will stop drink- 
ing so long as he has these feelings that 


-he cannot otherwise express and so long 


as his wife does not hold him account- 
able or responsible for his drinking 
behavior. Because he has learned it is 
all right to behave this way when drink- 
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When the law was changed to allow police to take a drunken individual to 
a detoxification center instead of arresting him, some positive and some 
negative results ensued. The author discusses the problem of changing the 
behavior of alcoholized persons and maintaining the change that is 


achieved. 


Frederick D. Funston 


ing, he will continue as long as she 
continues to forgive him. 

In this instance, therapeutic interven- 
tion was directed toward finding other 
ways in which he could express his 
feelings without having to legitimize 
his behavior and avoid responsibility 
by drinking. It is important to examine 
the consequences of a person’s drinking, 
especially if intervention is considered. 
Intervention should find new ways of 
meeting a person’s needs in a manner 
that is not only more satisfying to the 
individual, but also more acceptable to 
society. 

In 1971 the Ontario law was changed 
to allow police officers to transport 
individuals, found intoxicated in public 
places, to a detoxification center in lieu 
of arrest. Before the change, responsi- 
bility for the management of the chronic 
drunkeness offender or homeless alco- 
holic rested largely with the police and 
other social control agencies. The 
process of repeated arrest and incarcer- 
ation, which became known as the 
“revolving door,” was at once helpful 
and hindering. 

It helped those who were arrested, 
because they received compulsory 
detoxification as a result of their incar- 
ceration for 30 to 60 days. During these 
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periods in jail, they regained much of 
their physical health. There has been, 
and continues to be, considerable merit 
for the physical rejuvenation that can 
take place. 

But it also hindered, because some 
of those arrested were new to the city 
and new to its “street life.” Through 
the series of arrests and subsequent 
incarcerations, they were quickly intro- 
duced to the “street” subculture. During 
these times in jail, they met many of 
those who would become their future 
drinking companions. 

Negative attitudes about society in 
general and the police, in particular, 
were quickly learned in jail. Thus the 
number of homeless alcoholics was 
continually replenished with new re- 
cruits found in the cells. In addition, 
because the change achieved in the cells 
was not voluntary, it was short-lived, 
since they usually returned to the streets 
with their newfound acquaintances. 

For the police, the “revolving door” 
meant difficulties ranging from the 
amount of time spent in arrest and 
transportation, which could have been 
devoted to other activities, to the high 
number of suicide attempts in the cells 
by those charged with alcohol-related 
offenses. Although few agencies contin- 
ue to see the alcoholized person as a 
criminal, it is unlikely that any agency 
other than the police will be able to 
assist as effectively in protecting them 
from accidental injury to themselves 
or to others. 

Many of those seen for detoxification 
identify boredom and loneliness as two 
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© areas of difficulty. If any treat- 

program is to interest this popula- 
_ it must consider these problems 

1 demonstrate some efficiency in 
ving them. 


ox center population 
G detoxification (commonly short. 
d to detox) center, associated with 
the Clinical Institute of the Ontario Ad- 
diction Research Foundation in Toron- 


to, is the only unit in the southern part 
ey of Ontario that has detoxification facil- 


ities for both men and women. Based on 

preliminary statistics, the men and 
women have demographic similarities, 
but their behavior is quite different. 

The women generally present more 
management difficulties than do the 
men, both during their admission and 
during their stay. The women are usual- 
ly more abrasive, more aggressive and 
violent, and much more manipulative. 
They do not stay as long and are less 
willing to become involved in further 
treatment. 

This may be due to several factors. 
First, society’s expectation of the role 
of women is such that, once they are 
“on the street,” they have lost more in 
Status, both in their own view and in 
ssociety’s, than men in similar circum- 
stances. Second, the women do not 
socialize among themselves or have the 
same camaraderie that is apparent in 
the male population. While the men 
who come to the detox unit often meet 
the same men they were drinking with 
several days previously, this is rarely 
the case for the women. Women tend 
to isolate themselves and are more dif- 
ficult to engage in discussion. 

Third, there are fewer treatment 
facilities available for women. Admit- 
tedly, there are substantially fewer 
females arrested for public drunkeness, 
but the nature and variety of available 
facilities are limited and, until recently, 
were primarily punitive. 

Although this description may be 
characteristic of the population for 
which the system of detoxification 
centers was primarily established, we 
do see a cross section of the general 
population; it would be unreasonable 
to deny facilities to those who volun- 
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tarily present themselves for assistance 
and who are in no less need. 

We have 20 beds, 15 for men and 5 
for women. Of the 15 male beds, 8 are 
set aside for referrals from the police 
department only; four are set aside for 
referrals from our hospital, the Clinical 
Institute (a 100-bed teaching hospital 
dealing with the broad spectrum of 
alcohol and other drug problems), and 
three beds are set aside for referrals 
from other sources, including general 
hospitals, private physicians, and self- 
referrals. The five female beds are all 
available for referrals from any source 
within the metropolitan area. The man- 
ner in which we have ordered our pri- 
orities for accepting referrals has 
determined, to a large extent, our pop- 
ulation characteristics. 


Admission criteria 

As beds are available within our 
framework of priorities for accepting 
referrals, we admit all persons who 
require detoxification, provided they 
do not require immediate medical at- 
tention and are not presently in a state 
of severe withdrawal. If they require 
immediate medical attention, they are 
referred to the emergency department 
of the Clinical Institute. All admissions 
to the detox center are voluntary, and 
the maximim stay is seven days. 


Center setting 

The detox center is an older home, 
which has been renovated and refur- 
hished to our specifications. We believe 
the physical environment can have a 
positive effect upon residents. Since 
detoxification centers must aim to 
facilitate comprehensive treatment and 
support for their residents, or risk 
becoming just another part of the 
“revolving door,” the treatment setting 
(including staff, program, and physical 
environment) must act in concert to 
promote residents’ involvement in 
ongoing treatment. 

Efforts have been concentrated on 
establishing and maintaining an envi- 
ronment that implicitly conveys to the 
residents our positive feelings about 
their personal worth and their ability 
to progress with help. Since detoxifica- 


tion often represents the first stage in the 
treatment continuum, we have attempted 
to create an attractive residential setting 
that will facilitate the alcoholized per- 
son’s initiation into an ongoing treat- 
ment process. 


Detox program 

Because we assume that alcoholized 
behavior is learned, strong emphasis 
is placed on planning future goals with 
the individual. We use a goal-oriented 
approach rather than a problem-orient- 
ed or problem-solving approach. 

Although we seek to define the indi- 
vidual’s needs and to help delineate 
ways in which the needs can be met, we 
find that making a decision about what 
follows detoxification gives more mean- 
ing and purpose to this sometimes 
difficult period for the resident. We can 
only outline the kinds of changes that 
appear necessary for individuals to 
realize their stated goals, and the vari- 
ous kinds of assistance available to help 
them do so. We attempt to do this by 
both individual and group counseling 
and through a program of activities. 

The extent of residents’ involvement 
depends a great deal on their physical 
well-being. We have found that approx- 
imately two days after admission the 
majority of residents are able to begin 
to discuss future plans. The degree of 
discomfort associated with the with- 
drawal of alcohol may vary substan- 
tially from individual to individual, 
but such withdrawal as it occurs is 
generally characterized by tremulous- 
ness, nausea, vomiting, diarrhea, 
weakness, perspiration, fever, anorexia, 
insomnia, visual and auditory hallu- 
cinations, disorientation, and possible 
convulsions.* However, severe with- 
drawal does not occur in most admis- 
sions for detoxification. 

Participation in the program is © 
voluntary and activities that are assigned 
are matched to the individual’s health 
and ability. All the housekeeping in the’ 


* Isbell, H. et al, An experimental study 
of the etiology of “rum fits’ and deliri 
tremens, Quart. J. Stud. dlcahet 16:1: 1 
33, Mar, 1955, . 


unit is the responsibility of the resi- 
dents. They also prepare their own 
breakfasts and lunches; the evening 
meal is prepared at the Clinical Institute 
and sent to the center. 

In addition, the center has recently 
begun a workshop program in cooper- 
ation with the Kiwanis club and the 
Salvation Army. Each year the Kiwanis 
club collects toys, which the Salvation 
Army distributes to needy families at 
Christmas time. Many of these toys 
need repair and we have volunteered 
to help repair them. 

Aside from the service provided to 
the community, this is helpful for resi- 
dents because it is a meaningful activity 
that provides relief from boredom and 
a new way of being with others without 
having to drink. The diversity of the 
tasks and the differing degree of manual 
dexterity means there can be something 
for everyone to do. In this way, we can 
demonstrate to residents that they are 
capable of meaningful activity and that 
they can be productive. We thereby 
| hope to increase their sense of personal 
‘| worth. We can then say to them: “If you 
have achieved this much in such a short 
l period, during the initiation of treat- 
.} ment, think what you might gain by 
,f becoming involved in further treatment 
{and support!” 


; Referral after detoxification 

J To those who decide to accept a 
| teferral for comprehensive treatment, 
we can offer outpatient and inpatient 
care at the Clinical Institute, halfway 
house facilities for both men and wom- 
en, Outpatient contact at any one of the 
branches of the Addiction Research 
Foundation throughout the province, 
and for the men, an industrial farm 
setting, Bon Accord, plus all the treat- 
ment services available in the commu- 
nity for both men and women, such as 
Alcoholics Anonymous. 

In addition, if the individual is not 
interested in a referral at the time, we 
attempt to make arrangements for 

accommodation, food, and clothing 

and encourage him to return if he 

_ changes his mind. 

We do not limit the number of times 
person may be admitted, solely be- 
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cause of the number of prior admis- 
sions. We do refuse to admit persons 
if they have been violent or unmanage- 
able over several admissions. Generally, 
however, we will continue to accept 
persons for admission, despite repeated 
admissions, because we feel this gives 
us an additional opportunity to work 
with someone who is very much in need 
of help. To deny him admission would 
be to say “because you have a problem, 


we are no longer prepared to help you.” 


The “revolving door” of repeated 
arrest and incarceration has been too 
narrowly defined and should be expand- 
ed to include a cross section of all ser- 
vice agencies, since many of the per- 
sons seen in detoxification centers have 
contacts over a number of years. Pre- 
viously the assumption seems to have 
been that the most effective deterrent, 
provided by what was assumed to be 
solely a legal model, was a deterrent 
from treatment. 


Consequences of change 

As a result of the introduction of 
detox centers, the courts are no longer 
proceeding in the same manner with 
the prosecution of those charged with 
public inebriation. A period in jail was 
routine before, but it now appears that 
detoxification centers are assumed to 
be handling the problem. Thus, to give 
one man a sentence of incarceration, 
while another goes to a detox center, 
appears to the courts to be grossly un- 
fair. This has led to many suspended 
sentences, and, subsequently, to an 
additional problem. 

Previously, periods of incarceration 
acted as a form of compulsory detox- 
ification and physical rehabilitation. 
Now that this has been removed and 
detoxification is voluntary, many 
persons choose to leave the detox center 
after only a short period of rest and 
recuperation. We run the risk of having 
many, less healthy persons in this popu- 
lation. 

Therefore, there is a great and 
pressing need for detox centers to 
reevaluate their programs and to keep 
close and careful watch on the physical 
well-being of the residents in their care, 
to prevent serious debilitation. 


treatment opportunity, or even contact 
with treatment resources, perpetuated — . 
the problems of this population. — 
Accordingly, detoxification centers 
were to be vehicles that would make 
treatment opportunities more readily 
available; it was assumed that the 
alcoholized population would naturally 
be interested in treatment. This has not 
been the case. 

It may be due to several factors. 
Prior experiences in treatment may 
not have been successful in terms of 
the individual’s expectations, and he 
may have been discouraged from further 
attempts. Or, the result of treatment 
may not offer a significant change for 
the individual. Even though, for exam- 
ple, he might get a good job, he will 
likely return to his old behavior if he 
is still lonely. 

Although the original idea of de- 
toxification centers was unstructured, 
informal, and low-key residential 
settings, that position needs reevaluation 
since only a small proportion of those 
who are referred for detoxification are 
interested in accepting a referral for 
further treatment. 

Because the role of these centers 
is to draw more individuals into treat- 
ment, detoxification centers should in- 
tensify their programs to demonstrate 
to their residents that not only is change 
possible in a short period of time, but 
there are alternatives to their present 
life-style that can be even more satis- 
fying and are achievable, given adequate 
support. 

A significant change in a resident’s 
behavior takes place following with- 
drawal. We believe that this change 
is not unique to the detox center setting. 
A high degree of adaptability is evident 
in alcoholized persons’ _ behavior, 
whether in a hospital, a jail, a detox- 
ification center, or on the street. They 
quickly learn what is expected of them 
in each setting and behave accordingly. 
The problem thus appears not to lie in 
changing their behavior, but in main- 
taining the change that is achieved. = 
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In recent years society has become in- 
creasingly aware of the schizophrenic 
nature of scientific discovery. While 
most of us would not willingly relin- 
quish many of the fruits of scientific 
invention, we have become more and 
more cognizant of the potential misuses 
of every such advance. Unfortunately, 
in most cases, society awakens to these 
hazards long after they have first been 
observed, and usually only after the 
discovery has been exploited. At this 
Stage the progress of events is often so 
inexorable that moderation or outright 
prohibition is just not possible. 

Recent advances in genetics again 
raise the spectre of the potential misuse 
of science. Progress in this field has 
been far-reaching and certainly more 
rapid than most scientists anticipated: 
the prospects for genetic manipulation 
in man now, or in the near future, do 
not seem nearly as illusory as they did 
a few years ago. In fact, in genetics, 
what was once science fiction is now 
science. And what is now science fic- 
tion may be science a few years hence. 
Nevertheless, genetic manipulation in 
man is not yet practiced on a large 
scale. And this perhaps presents us 
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manip T latio ne  nowis the time 


to consider controls 


with a unique situation: it may be pos- 
sible to predict before —rather than 
after —the event how discovery in 
genetics will proceed, and how it will 
be exploited. 

There is thus time to consider some 
of the probable scientific consequences, 
there is time to consider whether me- 
chanisms should be developed to deal 
with these advances, and, most impor- 
tant, there is time to consider what 
mechanisms or social structures would 
best be suited to handle the scientific 
realities when they come to pass. Since 
society finds it difficult to cope with 
potentially self-destructive events in 
any area, the prognosis may not be too 
encouraging. However, although scien- 
tists, particularly geneticists, will have 
to play a role in these deliberations, 
their expertise does not extend to the 
moral, ethical, or social consequences 
of scientific discovery. In fact many 
would argue that because of their paro- 
chial interests, scientists are rendered 
less than objective in such matters. 

These considerations make it impor- 
tant to discuss the prospects of genetic 
manipulation in man in as broad a 
forum as possible, including the medical 
profession, the lay public, and govern- 
ment. Although there might be some 
disagreement about which types of 
genetic manipulation are most immi- 
nent or which pose the greatest prob- 


Reprinted from Science Forum, June 
1973, with the permission of the Editor. 


lems from the ethical and social point 

of view, there is consensus that the 

three major areas of concern include: 

C)the use of nuclear transplantation to 
produce multiple copies of identical 
organisms (cloning); 

(ithe potential genetic manipulation 
associated with test-tube fertilization 
of the human ovum and reimplanta- 
tion into the uterus; 

Othe diagnosis of genetic disease pre- 
natally by biochemical or cytogenetic 
analysis of amniotic cell samples 
early in pregnancy and grown in the 
laboratory (amniocentesis), 

The state of sophistication of each of 
these procedures in respect to genetic 
manipulation in man is quite different. 
Amniocentesis is being practiced now. 
Test-tube fertilization and early devel- 
opment is also possible now, but the 
likelihood of genetic manipulation in 
this system is some years away. Cloning 
is not now possible in man and its appli- 
cation is not likely to be attempted in 
man for some years to come. 

In assessing the possible impact of © 
genetics, therefore, it is probably most — 
important to consider procedures that — 
either are relevant now (amniocentesis) — 
or may become relevant soon (fertiliza- _ 
tion in vitro). This does not impose a — 
serious limitation in the scope of the 
discussion, since nearly all the ethical, 
moral, and social problems surface in 
considering the two procedures men- 
tioned. At the same time, the potential. 
ities of cloning should not be disré 
garded, since the evolution of | 


and ethics cannot be predicted, and 
what may be anathema to our society 
today, may be considered justifiable 
to others, perhaps at another time. 


Fertilization in vitro 

Fertilization in vitro has been possi- 
ble with animals for a number of years, 
but it has only been recently that the 
same result has been achieved with 
man. The major studies have been 
done by R. B. Edwards and his group 
in Cambridge, England. Briefly, it is 
now possible to sample suitably pre- 
pared oocytes from a woman by lapa- 
roscopy, and to fertilize these with 
sperm in culture vessels under care- 
fully controlled conditions. The fertil- 
ized egg is then able to divide and 
develop to what is called the blastocyst 
stage, which consists of sixty-four cells. 
Although the work is difficult and 
requires exceptional technical skill, the 
experiment basically is quite simple. 

In animals, groups of cells at a simi- 
lar stage in development can be reim- 
planted into the uterus and they then 
develop further into what seem to be 
normal animals. Thus the full cycle can 
be achieved. In man, the original im- 
petus of the work from the medical 
point of view was to allow women with 
blocked oviducts the opportunity to 
bear children, and in fact most of the 
volunteers for the experiments, if not 
all, have been women with such a de- 
fect. As far as is known, the full cycle 
(fertilization, development, reimplan- 
tation in utero, and full development) 
has not yet been achieved in man, 
perhaps because it has not been at- 
tempted, or perhaps because the proce- 
dure has failed at the reimplantation 
stage or later. 

The development of this expertise 
poses serious questions. In terms of 
social benefits, it promises hope for 
women with blocked oviducts who 
desire their own children; it offers an 
experimental system to examine prob- 
lems of both conception and contra- 
ception under controlled conditions in 
the test tube; since the sex of the cells 
in the blastocyst can be determined 
relatively easily, and since a number of 
diseases are sex-linked, it offers the 
possibility of choosing only the blas- 
tocyst of appropriate sex for reim- 
plantation. 

On the other hand, the problems 
engendered by these achievements are 
many and complex. Many of the ethi- 
cal problems have been raised by Paul 
Ramsey, Leon Kass, and others. First. 
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frequent. The so-called experi- 

system involves many stages, 
st of which are ill understood. Is it 
then to engage in such experimen- 
t on in man, even under conditions of 


: parable systems are available in ani- 
mals? 
_ Second, Ramsey questions whether 
this procedure falls within the normal 
prerogatives of the practice of medicine, 
in the sense that it is satisfying the 
desire of human beings rather than 
_ practicing the art or science of healing. 
Some would argue with this equivoca- 
if tion. Nevertheless, one can question 
. whether extensive resources should 
be directed to this objective when there 
is so much concern about overpopula- 
tion, and when adoption is also possi- 
ble, albeit rather difficult at present. 
Assuming that the full cycle will be 
4 achieved, it is perhaps more important 
4 at this stage to consider the implica- 


i tions of the procedure of test-tube 

fertilization in respect to its potential 
if for genetic manipulation in man. The 
a availability of the sperm and the unfer- 
| tilized oocyte, early in the procedure, 
provides a potential opportunity for 
| various types of genetic intervention. 
In a positive sense, since a plethora of 
i diseases are genetically determined, it 
/ may be possible to correct these defects 
by transfer of the appropriate genetic 
material into the eggs, sperm, or zygote, 

when suitable technology is available. 
| The transfer of genetic material from 
| one cell to another has been possible 
with bacteria for a number of years. 
While such procedures are not yet 
possible with animal cells, extensive 
experimentation is under way seeking 
to develop them. 

The technology is similar to that 
used with bacteria, and involves the 
use of appropriate nucleic acids, vi- 
ruses, chromosomes, and certain types 
of cell manipulation. At the same time, 
knowledge is accumulating about the 
location of different genes on specific 
| human chromosomes, methods’ of 
removing nuclei from mammalian cells, 
} and other procedures that will be needed 
| 
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if genetic manipulation is to be attempt- 
ed. Some sorts of manipulation of this 
type are already being attempted in 
mouse cells in early development, and 
some success has been achieved. 

Although the emphasis above has 
been on the potential use of these gene 
transfer techniques to cells in early 
stages of development, there are some 
who believe the technology, if and when 
it is developed, could be applied in 
some form of gene therapy to the soma- 
tic cells of adult man. 

It is important to emphasize that 
most, if not all, of this experimentation 
is being done with the purpose of 
achieving a better understanding of cell 
function and development — its po- 
tential application to genetic mani- 
pulation in man is not yet contem- 
plated seriously. It is also important to 
point out that even if transfer of genetic 
material at early stages of development 
were possible, a number of other tech- 
nological problems would remain in 
respect to practical application. Never- 
theless, it is obvious that the possibility 
of success all along the line provides 
the medical scientist with the potential, 
not only to prevent certain genetic 
disease, but also to alter the human 
genetic pool. In essence, such “‘achieve- 
ments” would provide man with the 
prerogative of designing his own here- 
dity, rather than using the present 
lottery system of chance mating. 


Amniocentesis 

It is perhaps unduly alarmist to be 
concerned with genetic manipulation of 
the type just described, since the obsta- 
cles may be insurmountable both from 
the technological and ethical or social 
point of view. However, there is a 
second area of genetic manipulation, 
which is already being practiced, and 
which poses ethical and social prob- 
lems of a different but overlapping 
kind. This is the use of amniocentesis 
as a procedure for the diagnosis and 
prevention of genetic disease. In this 
procedure, cells are sampled from the 
amniotic fluid early in the second 
trimester of pregnancy, grown in cul- 
ture, and then analyzed for either a 
chromosomal or a biochemical defect. 

Down’s Syndrome or Mongolism, 


which results from the presence of a 
specific extra chromosome and_be- 
comes more frequent with increased 
age of the mother, is a typical example 
of a chromosomal defect that can be 
diagnosed by this procedure. Galacto- 
semia is a disturbance of sugar metab- 
olism which, if not treated by special 
diet very early, leads to a series of 
abnormalities, including mental retar- 
dation. It is inherited as a recessive 
gene and is found with a probability of 
one in four in children of parents who 
each carry one mutant copy of the 
gene. This disease is an example of a 
biochemical defect that can be ascer- 
tained in amniotic cells; there are 
about forty others. 

The potential benefits of amniocen- 
tesis are easily apparent. The procedure 
offers an effective method to reduce 
the incidence of severe debilitating 
genetic disease, and is therefore an 
extremely important form of preventive 
medicine. But the practice brings with 
it several ethical and social questions. 
These are of two major kinds: societal 
problems associated with the introduc- 
tion of the procedure, and problems 
inherent in the operation of amniocen- 
tesis programs. In the former case, as 
Kass has pointed out, one must be cog- 
nizant of the fact that no matter how 
wide the screen, and how valid the 
indications, large numbers of potential 
parents will not have an amniocentesis 
done, either by design or by accident. 
Will society’s attitude to such children 
be less tolerant, or will parents feel 
increased guilt for defective children 
born under these circumstances? Since 
it is difficult to establish absolute sets 
of values in areas such as these, is one 
justified in concluding that defective — 
children represent a blight on family — 
or society? 

Perhaps the major conclusion that 
one should derive from considerations — 
such as these is that the practice of © 
genetic amniocentesis will have its — 
impact on social values. It is impor- 
tant, therefore, that medical scientists 
and the lay public be made aware of | 
this, and measures should perhaps be 
evolved to ensure that these social fac 
tors are constantly kept in mind w 
such procedures are introduced 


practiced. 

Genetic amniocentesis programs 
already are in operation in Canada, the 
United States, and Europe. However, 
there is really no consensus about who 
should be offered the diagnostic proce- 
dure, and how it should be offered. 
Several factors enter into such deci- 
sions. In general, these involve the 
balance between the safety of the proce- 
dure and the breadth of the screen for 
prospective genetic disease, the balance 
between social benefits to parents and 
family and the possible negative effects 
on social values of using the procedure 
for trivial indications, and finally that 
cliché of modern social dynamics — 
the balance between economic costs 
and benefits. These dialectics are best 
illustrated by specific problems. 

One of the major reasons for consi- 
dering the use of genetic amniocentesis 
is the possibility that a mother might 
bear a child with Down’s Syndrome. 
The incidence of this chromosomal 

| disorder increases with the age of the 
‘| mother; although the estimates vary, 
‘} at age forty about one in forty fetuses 
‘f will be affected, and at age thirty-five 
-— about one in 300, while at lower ages 
‘§ the incidence is much less. There is 
‘— general agreement that the high inci- 
'§ dence of this defect at age forty and 
*§ over justifies the attempt at diagnosis 
‘§ by genetic amniocentesis in such poten- 
‘§ tial mothers. However, the problems 
\§ arise at age thirty-five or less. For 
“i/ example, no medical procedure of this 
¢§ kind is without risk and there is some 
‘i finite possibility that the act of sampling 
“§ for amniotic cells will result in some 
6 difficulty either for mother or child. 
we (It must be kept in mind that the very 
§ large majority of diagnoses will indicate 
i) anormal fetus, and therefore pregnan- 
cy will proceed to term.) Unfortunately, 
it} since the procedure has been used for 
mm genetic diagnosis for only a few years, 
§ no good data are available on such 
risks. Present indications are that the 
risks are very low. Information is being 
obtained, but in this instance the ex- 
periment must be done on man with 
_ the very people to whom the procedure 
is being offered. Considering only 
safety, therefore, how broad should 
| the screen be at this time? 
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These age-related factors also enter 
into consideration of the economic 
costs and benefits. The economic bur- 
den of raising a mongoloid child is very 
large, and of course each procedure 
will have a finite but much lower cost. 
In Canada we have very poor data, if 
any, on each of these figures, and 
obviously such information should be 
obtained. It seems certain that for 
mothers of age forty or over the eco- 
nomic benefits will far outstrip the 
costs. But at age thirty-five or lower 
the economic equation becomes more 
balanced, and then it becomes question- 
able whether one should use a measur- 
able portion of our health industry dol- 
lars (and manpower) for this type of 
health care, instead of other types. 

The second major impact of genetic 
amniocentesis lies in the diagnosis of 
specific biochemical defects. Two 
examples will illustrate the problems. 
Tay-Sachs disease leads to a progres- 
sive degenerative condition that results 
in mental retardation and early death. 


It is inherited as a recessive gene so 
that parents in whom only one of the 
two copies of the gene is defective are 
normal, whereas children with two bad 
copies manifest the disease. Further- 
more, there are biochemical tests 
whereby both the carrier parents and 
the affected children can be recognized. 
This disease is prevalent in Ashkenazi 
Jews, the major Jewish population in 
North America, so that one can screen 
a relatively well-delineated population 
for carriers, and thus recognize couples 
in which both parents carry one defec- 
tive gene. In the past, the role of the 
physician or genetic counsellor in such 
cases was solely to indicate to the 
parents that their chances of bearing 
a Tay-Sachs child was one in four. 
With the advent of genetic amniocen- 
tesis, it is possible to determine during 
pregnancy whether a fetus is defective. 
Parents, therefore, have the option of 
terminating such a pregnancy through 
abortion and trying again for the 
three-quarter probability of having an 
unaffected child. 

Clearly, this is an ideal use of genetic 
amniocentesis. Both the social and 
economic yields are high. The same 
could be said for galactosemia, which 


can also be diagnosed in utero. T 
probability of bearing an affected 
child is one in four for parents who 
have already had one child or more 
showing the syndrome. There is good — 
evidence that diagnosis and diet con- | 
trol begun during gestation are impor- 
tant in reversing the clinical manifes- 
tations of this disease. It is, therefore, 
useful to offer amniocentesis to parents 
who are known to carry one copy each ~ 
of the defective gene. But, as with chro- 
mosomal disorders, one is again faced 
with the problem of deciding on the 
breadth of the screen. 

Although Tay-Sachs, for example, 
in generally recognized as a severe 
genetic disorder, many other diseases 
will be less severe and more or less 
treatable. Cystic fibrosis is a very 
common genetic disease, but there 
is a great variation in the severity of 
the symptoms. Treatment has been 


improved considerably, and some 
children can eventually lead almost 
normal lives. There is no method for 
diagnosis of cystic fibrosis in utero 
as yet, but it seems probable that there 
soon will be. Perhaps once again there 
would be a consensus that genetic am- 
niocentesis should be offered in this 
case. But the problem is obvious. More 
and more diseases of varying severity 
will become diagnosable in this way. 

Should there be a dividing line, and 

if so, where should it be drawn? 

These examples illustrate some of 
the practical problems facing those 
offering genetic amniocentesis. Clear- 
ly, Some consensus on where to draw 
the line will have to be obtained. But 
there are also some more general issues 
of the following kinds: 

CK) Assuming guidelines have been 
established for the cases illustrated 
above, how does one deal with those 
involving psychological stress or 
anxiety, where the mother or parents 
do not fit into the defined categories, 
but for various reasons they (or their 
families) are inordinately fearful of 
bearing a defective child? 

LJ)Since genetic amniocentesis can be a 
cost-reducing procedure in certain 
clearly defined cases, how does one 
ensure that it does not become an 
obligatory diagnostic procedure for 
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| such groups? This is par- 
/ pertinent where the proce- 
runs counter to religious or 
| beliefs. 
ic amniocentesis, if it is to be 
ed out well, involves the com- 
ed talents of physicians and scien- 
tists of several disciplines. No mech- 
anism exists at the moment to con- 
trol the quality of the service, let 
- alone the particular ethics or social 
responsibility of individual groups. 
Should such mechanisms be devel- 
_ oped in Canada, and how? 
- (Since genetic amniocentesis is a 
it relatively sophisticated procedure, 
and therefore not well recognized 
by the general public as being avail- 
able at present, is there a responsibil- 
ity to communicate such informa- 
1) tion as widely as possible? And whose 
| i responsibility is it? 
| _ DOSince the procedure is being financed 
by the public, does everyone have a 
right to genetic amniocentesis, for 
| reasons however trivial, e.g., for sex 
determination, and regardless of 
4 guidelines? 
In considering all of these problems, 
| it should be recognized that genetic 
| 
| 
; 
| 


Ni amniocentesis was introduced in re- 
| : sponse to a need as defined by medical 
| scientists. This is, of course, not unique 
and, in fact, is probably a necessary 
mechanism for introducing innovation 
| and progress into medical care. But 
1} the issues discussed here raise the 
| question whether such decisions should 
be left to medical scientists. 
| There is probably general agreement 
that the advent of procedures, such as 
| genetic amniocentesis and_ test-tube 
fertilization, with the associated ad- 
vances in knowledge of the genetics 
of mammalian cells, offers both serious 
challenges and difficulties for medical 
scientists and the public at large. 
Having raised these problems and 
perhaps, in some areas, ventured into 
the realm of science fiction, one may 
question whether any immediate socie- 
tal response is needed or justified. 
Certainly few would seriously seek to 
interfere with studies on_ test-tube 
fertilization, genetic manipulation of 
mammalian cells, or, for that matter, 
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with studies to increase the sophistica- 
tion of diagnosis of genetic or develop- 
mental disease in utero. Even if this 
were considered desirable in our 
society, different ethical and_ social 
attitudes throughout the world, as 
well as other factors, would seriously 
reduce the efficacy of any such decision. 
And certainly one should first recog- 
nize and emphasize the many positive 
features of our increasing sophistica- 
tion in genetics. For such sophistica- 
tion can, if used well, enable man to 
understand and cope with a broad var- 
iety of diseases. But with this power 
comes responsibility, and the issue 
now is whether our social institutions 
are sufficiently developed, experienced, 
or concerned, to deal with such prob- 
lems effectively. Sinsheimer has ex- 
pressed the dilemmas very well: 


How shall we confront this very new 
human potential? Clearly we will need 
more than accepted custom, more than 
another law, more than technology assess- 
ment. We shall need a basically new 
vision and an adaptive philosophical 
stance. 

For all the ancient and unresolved 
human dilemmas arise again, to be seen 
in a new light which more fully exposes 
their true dimensions; the welfare of the 
individual as against the welfare of the 
group, the welfare of the unborn and our 
debt to future generations, the welfare 
of the fetus and the sanctity of life; the 
issue of human primacy —the control 
of men over cach other — and its reflec- 
tion in human experimentation; the con- 
cept of normality and the tolerable range 
of human diversity; the tenuous balance 
between the power of knowledge and the 
knowledge of responsibility. 


These considerations suggest strongly 
that more is required of us than idle 
curiosity and discussion. In the case 
of genetic amniocentesis, surely those 
involved in health care (for example, 
government, communities) bear some 
responsibility in some areas alluded to 
earlier. Since the problems raised here 
are not unique to genetics and will be- 
come increasingly serious with time, 
mechanisms should be developed on a 
provincial (if not national) scale to 


keep these problems under review 
and to make information available to 
all who want it. 

One hesitates to recommend a domi- 
nant government role in this area. But it 
seems possible that in the absence 
of any other coordinating body, if 
anything is to be done some initiative 
will have to come from government. 
And the sooner the better. For it seems 
clear that man is developing more and 
more the power to control his own 
destiny, and one should perhaps always 
be aware of the thoughts of C. S. Lewis 
in his treatise on The Abolition of 
Man. 

What we call Man’s power over Nature 
turns out to be a power exercised by some 
men over other men with Nature as its 
instrument... If any age really attains, by 
eugenics and scientific cducation, the 
power to make its own descendants what 
it pleases, all men who live after it are 
the patients of that power... Each new 
power won by man is a power over man 
as well. Each advance leaves him weaker 
as well as stronger. 


COCKTAIL FOR ONE 


Why not have the “black and white cocktail” served in your 
hospital in the Patient Cup™? The wide-mouth opening of this liquid 
unit dose container makes it easy for the patient to drink ORGANON’S 
smooth suspension of Milk of Magnesia and Cascara. (It’s pleasant 
tasting, too.) 

Each Patient Cup delivers a stable, precise dose of Magnesium 
Hydroxide (8%) equivalent to 30 ml. Milk of Magnesia U.S.P., and 
Cascara Extract equivalent to 5 ml. Aromatic Cascara Fluid extract 
U.S.P. Alcohol 3.5%. 

No mixing. No pouring. No waste. 

Here is another opportunity for your pharmacy to 
extend its control of medication right up to the 
administration of a single dose. And, you’ll make 
some more friends in the nursing department 

as well. 

Order several shippers of Milk of Magnesia- 
Cascara Suspension. There are 100 doses in each, 
packed 10 to the shelf tray. 

Set ’em up! 


ORGANON CANADA LtD/LTEE 
Organon INTRA MEDICAL PRODUCTS DIVISION 
TORONTO, CANADA 
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Phyllis Barrett has 
been appointed ex- 
ecutive secretary of 
the Association of 
Registered Nursesof 
Newfoundland, re- 
placing Pauline La- 
racy who had held 
that position from 
the time the associa- 


tion was formed in 1953. 


Ms. Barrett (R.N., St. John’s Gen- 


eral Hospital school ‘of nursing; Dipl. 


Nursing Admin. and Educ., U. of To- 
ronto; B.N., Memorial U., St. John’s, 
Nfld.) is immediate past president of 
the ARNN and a former assistant exec- 
utive secretary of the association. Prior 
to her marriage, she had been head 
nurse, instructor, then director of 
nursing at the St. John’s General Hos- 
pital. 

More recently, Ms. Barrett has been 
instructor of nursing at the Grace Gen- 
eral Hospital and guest lecturer at St. 
Clare’s Mercy Hospital in St. John’s. 


Ann Dorothy Shaw 
has been appointed 
public relations offi- 
cer of the Alberta 
Association of 
Registered Nurses, 
succeeding Robert 
Donahue who re- 
cently transferred 
to the employment 
relations department. 

Ms. Shaw (B.A. U. of Reading, 
England) has been an editor with the 
provincial department of education and, 
more recently, has been in the publica- 
tions department of the Alberta Teach- 
ers’ Association. 

Among her duties, Ms. Shaw will 
have responsibility for the monthly 
newsletter and for coordinating the 
annual convention. 


Beveriey M. McCann is the recipient of 
the 1973 bursary for graduate study 
in nursing offered by the Ontario divi- 
sion of the Volunteer Nursing Service 
Committee of The Canadian Red Cross 
Society. 

Ms. McCann (Reg.N., The Hospital 
for Sick Children school of nursing, 
Toronto; B.N.Sc., Queen’s University, 
Kingston, Ont.) will use the $1,000 
bursary toward the degree of master 
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of science in nursing (education) at 
the University of Western Ontario, 
London. 


Maude Dolphin (R.N., Royal Victoria 
Hospital school of nursing, Montreal; 
B.N., McGill University; M.N., Uni- 
versity of Washington, Seattle) 3 is NOW 
director of nursing at Maple Ridge 
Hospital, Maple Ridge, B.C. She has 
been assistant professor on the nursing 
faculty of the University of British 
Columbia and of the University of 
Toronto school of nursing. 

Ms. Dolphin’s earlier career has 
included several years under the aus- 
pices of WHO as nurse educator in 
Pakistan, Syria and Mauritius. 


Eleanor Mitchell, a former assistant 
editor of The Canadian Nurse, has been 
appointed director of volunteer nursing 
services of the Ontario division of the 
Canadian Red Cross. 

Ms. Mitchell earned her Reg.N. at 
Toronto General Hospital school of 
nursing, B.N. at McGill U., Montreal, 
and studied at the Montreal Neurolog- 
ical Institute. During her career, she has 
been staff nurse, nursing education 
assistant director, teacher of nursing, 
and nursing office supervisor. 


Syivia Diane Paulson has accepted a 
two-year appointment as assistant pro- 
fessor, school of nursing, University of 
British Columbia, Vancouver. 

Ms. Paulson (B.S. in Nurs., Pacific 
Lutheran University, Tacoma, Wash.; 
M.N., U. of California, Los Angeles) 
has been a public health nurse and 
instructor of nursing in Tacoma; a clin- 
ical specialist at Los Angeles County 
Hospital — USC Medical Center; and 
nurse consultant at the San Diego Re- 
gional Center for Medical Research. 


Nicole Du Mouchel, 
R.N., M.N., has 


been promoted to 
the rank of major in 
the Canadian 
Forces Reserve, ef- 
fective last August 
1. Ms. Du Mouchel 
is the executive di- 
: rector and_ secre- 
tary- registrar of the Association of 
Nurses of the Province of Quebec. 


L. Joan McCuliagh has been appointed 
an assistant director of education ser- 
vices at RNABC provincial headquar- 
ters in eancoaye. 

A Ms. McCullagh 
(R.N., St. Paul’s 
Hospital school of 
nursing, Vancouver; 
B.S.N., U. of British 
Columbia; B.A., U. 
of Victoria) has 
completed studies 
and a thesis on Ca- 
nadian literature 
toward a master’s degree at UBC. 

Ms. McCullagh has been the senior 
instructor in psychiatric nursing for the 
Mental Health Branch psychiatric nurs- 
ing program of the government of Brit- 
ish Columbia. She was responsible for 
the planning, implementation, and 
supervision of the psychiatric part of 
a revised two-year program for psychi- 
atric nurses. 


Muriel E. Small (R.N., Montreal Gen- 
eral Hospital school of nursing; B.Sc. 
N., McGill U.; M.Sc.N., U. of Wash- 
ington, Seattle) has been appointed to 
the new Health Services Commission 
of Nova Scotia. 

During her career, 
Ms. Small has work- 
ed with displaced 
persons in Austria 
with UNRRA, done 
field work with the 
department of pub- 
lic health in Van- 
couver, been asso- 
ciate professor, 
Toronto, faculty of 


University of 
nursing, and taught public health nurs- 
ing at Dalhousie University school of 
nursing. At present, she is engaged in 
research at Dalhousie University and 
as a consultant at Mount St. Vincent 
University. 


Jessie Hibbert, of Medicine Hat has 
been appointed to the provincial men- — 
tal health advisory council of Alberta. 
She is one of 14 who will serve o 
council under chairman Dr. W.R.N 
Blair, author of the Blair report o 
mental health. 

A nursing instructor at Medicine H 
College, Ms. Hibbert represents th 
Alberta Associations of Register 
Nurses on the council. ; 
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New from ICN! 


What the well-bandaged 
patient should wear: 


Bandafiz is a seamless round- 
woven elastic ‘“‘net’” bandage, 
composed of spun latex 

threads and twined cotton, 


Bandafix does not change in 
the presence of blood, pus, 
serum, urine, water or any 
liquid met in nursing. 


Bandafix has a maximum of 
elasticity (up to 10-fold) and 
therefore makes a perfect 
fixation bandage that never 
obstructs or causes local 
pressure on the blood vessels. 


Bandafix saves time when 
applying, changing and 
removing bandages; the same 
bandage may be used several 
times; it is washable and 

may be sterilized in an 
autoclave. 


Bandafiz is not air-tight, 
because it has large meshes; it 
causes no skin irritation even 
when used for the fixation of 
greasy dressings. The mate- 
rial is completely non-reactive. 


Bandafix is an up-to-date 
easy-to-use bandage in line 
with modern efficiency. 


Bandafix replaces hydrophilic 
gauze and adhesive plaster, 

is very quick to use and 

has many possibilities of 
application. It is very suit- 
able for places that otherwise 
are difficult to bandage. 


Bandafix stays securely in 
place; there are eight sizes, 
which if used correctly will 47 
provide an excellent : 
fixation bandage for 
every part of the 
body. Bandafix is economical in use, 
if not only because of its rela- 

tively low price but because 
the same bandage may be 
used repeatedly. 


Bandafix does not fray, 
because every connection 
between the latex and cotton 
threads is knotted; openings 


Pig 


pie | — ve ia of any size may be made with 


scissors or the fingers. 


Distributed by 


LANDA 


675 Montee de Liesse, Montreal 377, Quebec 


*Registered trademark of Continental Pharma. 
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ical Nurse Specialist: Interpre- 
i re edited by Joan P. Riehl 

loan Wilcox McVay. 507 pages. 
ew York, Appleton-Century-Crofts, 


Coricved by Olga Darcovich, former 
1. Clinical Specialist, Health Sciences 
A _ Centre, now faculty member, School 
of Nursing, McMaster University, 
Hamilton, Ontario. 

4 PA , ? 

64S 

Riehl and McVay have compiled a 
selection of readings about or related 
to the clinical nurse specialist. This 


collection includes reprints of recently 


y 


published works and articles by invited 
authors. The articles have been care- 
fully chosen to ensure that the variety 
of trends in and opinions about clinical 
{ nursing specialization are represented. 
, They are grouped according to the 


ii perspectives of the past, present and 


| i future. 


Most of the articles deal with the 
current situation, including educational 
preparation. practice, and research. 
Several articles discuss the clinical 
specialist working in the community or 


the clinical specialist in the hospital 
setting. 
This book provides a useful account 


‘ 
Hy ambulatory setting, but most concern 


} of the possibilities and the problems of 


nursing specialization. Of particular 
interest and significance is the section 


i on research. In this section, Padilla’s 


critique of five experimental studies on 
role effectiveness of the clinical nurse 
specialist is a gem, and could serve as 
a reference for nurses interested in re- 
search evaluation, as well as those inter- 
ested in the clinical nurse specialist. 


1! wonder if anyone other than a 
reviewer reads every article in a book 
of readings in the sequence arranged 
by the editor? (The pieces in this col- 
lection can stand on their own and the 
reader should find no difficulty in 
“dipping” into the book’ as interest 
directs.) Reading sequentially, I found 
myself asking, “What is happening to 
nursing pratice?” It is to this larger 
issue that the final section, “The Fu- 
ture,” seems to be addressed, leaving 
the reader to speculate on the fate of 
the clinical nurse specialist as we now 
know her/him. 

Some of the influences and issues 
discussed in the last section are clearly 
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peculiar to the American scene. Indeed, 
with one exception, all articles in the 
book are based on the American expe- 
rience with clinical nurse specialists. It’s 
an observation to keep in mind when 
reading the book, but one that does not 
detract from the book’s value to nurses 
on this side of the 49th Parallel. 

The Clinical Nurse Specialist: In- 
terpretations succeeds, as its editors 
intended, as a reference book about 
the clinical nurse specialist. As such, 
it should appeal particularly to present 
and prospective clinical nurse special- 
ists, educators, and employers of nurses. 
Readers looking for the definitive work 
on clinical nurse specialists will be 
disappointed, but those seeking inform- 
ative, stimulating and, at times, provoc- 
ative writings on that subject should 
find the book rewarding. 


Child Behavior Modification: A Manual 
for Teachers, Nurses, and Parents 
by Luke S. Watson, Jr. 147 pages. 
Toronto, Pergamon of Canada Ltd., 
1973. 

Reviewed by Ruth M. Pallister, As- 
sistant Professor, School of Nursing, 
McMaster University, Hamilton, Ont. 


This manual is designed for persons 
without formal educational background 
in psychology or behavior modification. 
It is purported to be a teaching manual, 
useful to those involved in the care of 
mentally retarded or autistic children 
demonstrating inappropriate behavior 
patterns. The text is based on principles 
of behavior modification employing 
the operant conditioning approach. 
However, the discussion of principles 
is purposely superficial. The reader 
is provided with definitions of terms 
and application of these terms in sim- 
ple, everyday examples. 

The content of the manual is pre- 
sented in a didactic, though readable, 
manner. The 10 chapters are designed 
to develop the reader’s knowledge 
gradually through building on previous- 
ly presented content. Understanding 
of content is examined through a series 
of self-testing questions that conclude 
each major topic section. 

From a general introduction in the 
first two chapters of behavior modifi- 
cation concepts and the rationale for 
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the use of techniques derived from this 
theory, the reader is led through a series 
of chapters dealing with the operant 
conditioning method for developing 
voluntary behavior in people. Simple 
behavioral examples highlight the dis- 
cussion of concepts and provide a relief 
from the technical material. 

Chapter 10 identifies the need for 
objective evaluation to determine the 
influence of treatment on the child. 
Four types of data collection techniques 
are described with graphic examples of 
each. The manual concludes with a 
glossary of terms and a bibliography. 

While the author frequently employs 
the word “training” in his explanation 
of the use of operant conditioning, it 
cannot be said that his interpretation 
of this method is devoid of human 
feeling nor that he is promoting a gen- 
eral application. He emphasizes both 
the need to establish a relationship with 
the child as well as the importance of 
designing individual programs. 

This manual should provide a useful 
guide in a teaching program that is 
concerned with helping persons of any 
age develop more appropriate behav- 
iors. It is doubtful, however, that mere- 
ly learning the contents of this book 
will enable the reader to be an effective 
behavior modifier. It is recommended 
that it be used in conjunction with clini- 
cal experience, expert supervision, and 
additional theoretical resources. 


The Care of Your Colostomy, 2ed., by 
J.C. Goligher and Muriel Pollard. 
31 pages. London, England, Bail- 
lire Tindall, 1973, and 

Essentials of Abdominal Ostomy Care 
by Henrene Honesty. 92 pages. New — 
York, Springer. Canadian Agent: 
Lippincott, Toronto, 1972. WI 
Reviewed by Dianne E. Garde, Cer- 
tified Enterostomal Therapist, Mis- 
sissauga, Ontario. d 


; 


It would prpeat that a good deal 
thought has been put into the booklet, 
The Care of Your Colostomy, as well as 
drawing on considerable experience 
from previous colostomates. Th 
general information and hints mak 
good reference material for the patien 
but some of the suggested appli 
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Books you'll turntoin ’74. 


Phillips & Feeney: The Cardiac Rhythms 
A Systematic Approach to Interpretation 


A unique self-teaching guide to the recognition and interpretation of 
cardiac arrhythmias. Examines the effects of cardiac drugs and 
autonomic nervous system on arrhythmias. By Raymond E. Phillips, 


M.D., and Mary Kay Feeney, R.N. About 320 pp., 400 ills. About $10.05. 


Just Ready. Order no. 7220. 


Marlow: Textbook of Pediatric Nursing— 4th Edition 


Remains unexcelled in its comprehensive treatment of the growth, de- 
velopment, and nursing care needs of children from birth through 
adolescence. By Dorothy Marlow, R.N., Ed.D. 776 pp. 311 ills. $11.10. 
May 1973. Order no. 6098. 


Bermosk & Corsini: Critical Incidents in Nursing 


Offers a nurse new insights on how to handle the varied human- 
relations problems that confront her each day. By Loretta Sue Ber- 
mosk, R.N., M.Litt.; and Raymond J. Corsini, Ph.D. 369 pp. $11.85. 
June 1973. Order no. 1696. 


Asperheim & Eisenhauer: Pharmacologic Basis of 
Nursing Care—2nd Edition 


Offers a complete outline of pharmacology and nursing principles for 
the busy practicing nurse. Discusses the nurse's role in drug therapy 
and devotes coverage to principles and techniques of administration. 
By Mary K. Asperheim, R.N., M.D. and Laurel A. Eisenhauer, R.N., 
M.S.N. 526 pp. Illustd. $8.25. January 1973. Order no. 1436. 


Stevens: The Practical Nurse in Supervisory Roles 


A clearly written new book that helps the practical/vocational nurse 
accept the challenge and responsibility of supervisory roles. Ideally 
suited for nursing homes, extended care facilities and acute-care 
hospitals. By Marion K. Stevens, R.N., B.S. 131 pp. Iilustd. Sept. 
1973. $4.65. Order no. 8591. 


Irving: Basic Psychiatric Nursing 


Details the basic duties, responsibilities and types of nursing care in 
today’s psychiatric nursing. By Susan Irving, R.N., M.S. 319 pp. Soft 
Cover. $5.10. January 1973. Order no. 5045. 


Gillies & Alyn: Saunders Tests for Self-Evaluation of 
Nursing Competence—2nd Edition 


Provides an easy and reliable volume for review and examination of 
nursing methods, professional skills and medical facts. By Dee Ann 
Gillies, R.N., Ed.D. and Irene B. Alyn, R.N., Ph.D. 392 pp. plus 152 
answer sheets. $7.75. January 1973. Order no. 4131. 


Saunders 7/3 
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833 Oxford Street, Toronto 18, Ontario 
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Harrington & Brener: Patient Care in Renal Failure 


A thorough guide to treatment of patients with kidney disorders. 
Covers hemodialysis, peritoneal dialysis, transplantation, and con- 
servative methods of correcting renal failure. By Joan D. Harrington, 
R.N., M.S.N., M.A. and Etta Rae Brener, R.N., B.S.N., M.Ed. About 
275 pp. Illustd. About $10.05. Just Ready. Order no. 4528. 


Spencer: Patient Care in Endocrine Problems 


A comprehensive, clinically oriented text for nursing care in diseases 
and disorders of the endocrine system. Reviews physiology and 
pathophysiology of each endocrine organ and discusses diseases 
affecting the organ, their treatment and nursing care. By Roberta T. 
Spencer, R.N., M.S.N.E. 230 pp. Illustd. $10.05. January 1973. Order 
no. 8517. 


Dolan: Nursing in Society 
A Historical Perspective — 13th Edition 


From the “magic” of the witch doctor to the miracles of modern 
surgery, this new edition traces the influence of religion, medicine and 
the biological sciences on the nurse and her profession. By Josephine 
A. Dolan, R.N., M.S. 344 pp. 269 ills. $9.30. April 1973. Order no. 3132. 


Dienhart: Basic Human Anatomy and Physiology— 
2nd Edition 


This authoritative text offers increased coverage of the basic principles 
of the structure and function of the human body. By Charlotte 
Dienhart, Ph.D. 280 pp. 160 ills. 16 plates in full-color. $5.10. July 
1973. Order no. 3081. 


Sloane: The Medical Word Book 


For the nurse who manages an office—handles transcription—fills in in- 
surance forms—here's abook that can be of help to you : a compendium 
of commonly used uncommon medical terms. Ideal for finding correct 
spellings in a hurry. By Sheila B. Sloane, President, Medi-Phone, Inc. 
923 pp. Soft Cover. $9.80. February 1973. Order no. 8364. 


Frobisher & Fuerst: Microbiology in Health and 
Disease— 13th Edition 


Offers a firm understanding of the role microbiology plays in health 
care, and specifically shows how to apply such knowledge to Clinical 
situations. By Martin Frobisher, Sc.D., and Robert Fuerst, Ph.D. 664 
pp. 259 ills. $11.35. June 1973. Order no. 3938. 


Fuerst: Laboratory Manual and Workbook for 
Microbiology in Health and Disease— 5th Edition 


Ideally suited for Frobisher and Fuerst's text described above. Exer- 
cises range from microscopy, morphology, and staining to 
Sterilization, sanitation, immunity and pathogenic organisms. By 
Robert Fuerst, Ph.D. 198 pp. Illustd. $4.65. July 1973. Order no. 3942. 


NOVEMBER 1973 


I | 
| | 
| 

| Please send and O bill me (J send postpaid—check enclosed 
| 1 7220 O 8591 0 8517 1) 3938 | 
| CJ 6098 © 5045 O 3132 O 3942 

i 5 1696 O) 4131 © 3081 
0 1436 O 4528 O) 8364 | 
| Name Address 
LL Prov Zone | 


CN 11-73 


THE CANADIAN NURSE 39 


a? 
+ 


and equipment are rather antiquated. 
1 am not certain that all of it is available 
in Canada, although I am aware that 
some Is. 

One appliance, in particular, which 
is described, is rather large and bulky. 
As far as the irrigation for a colostomy 
is concerned, the equipment in Canada 
is more up-to-date. We do have kits 


available that can be folded down for 
easy storage and packing for travel, as 
opposed to the large enema cans. 

With the advent of enterostomal 
therapists in Canada, colostomy care 
is improving; new equipment and ap- 
pliances are being made available for 
patients. 


Essentials of Abdominal Ostomy Care 
is a handy reference book for staff 
nurses who are involved with the care 
of ostomy patients of any kind. It 
contains a chapter on anatomy and 
physiology, and also a chapter on 
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make no mistake about it! 
Another patient is rushed into the emergency room, but even before 
diagnosis and treatment he must be identified or assigned a number. 


The reason is obvious and compelling: the right treatment must be 
given to the right patient...even if he is unconscious, confused, or 


unable to speak. 


Hospitals throughout the United States are solving this real problem 
with a proven method of identification: Emergency Room Ident-A- 
Band by Hollister. Takes only seconds to apply to the wrist of each 
emergency patient. Hospital number and name (if known) are hand 
lettered right on the band. No insert card is required. Its distinctive 
color singles out the emergency patient from all others. 


id H OLLISTER LTD., 332 CONSUMERS ROAD, WILLOWDALE, ONTARIO 
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general information about  stomas 
and appliances, with instructions for 
applying and cleaning the postoperative 
bag, care of excoriated skin, and appli- 
cation of permanent ostomy bags. 

The ileostomy chapter gives specific 
postoperative care, and instruction for 
ileostomy lavage. -The chapter on 
cecostomies includes the care of both 
the tube cecostomy and the tubeless 
cecostomy. 

Care of the many types of colostomy 
(transverse, double barrel, loop, des- 
cending, sigmoid, and wet) are includ- 
ed, as well as irrigations and dilatation. 

Urinary diversions are included ‘in 
another chapter with care of the ileal 
conduit, cutaneous ureterostomy, and 
cystostomy. 

Each section has a few questions 
to answer, and the book also includes 
diets tor colostomy and ileostomy pa- 
tients, a definition of terms, and reter- 
ences. 

All in all, this is an ideal book for 
every nursing station. @ 


accession list 


Publications on this list have been re- 
ceived recently in the CNA library and 
are listed in language of source. 

Materials on this list, except refer- 
ence items, may be borrowed by CNA 
members, schools of nursing and other 
institutions. Reference (R) items (ar- 
chive books and directories, almanacs 
and similar basic books) do not go out 
on loan. Theses (also R) are on Reserve 
and may go out on Interlibrary loan 
only. 

Request for loans should be made on 
the “Request Form for Accession List” 
and should be addressed to: The Libra- 
ry, Canadian Nurses’ Association, 50 
The Driveway, Ottawa, K2P 1E2. 

No more than three titles should be 
requested at any one time. 
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1967. Ottawa, Information Canada, 1972. 
SOp. 
81.—. Family incomes (Census families) 


New, from HR&W ... 


1967. Ottawa, Information Canada, 1972. 
2Ip. 

82. —. Population projections by provinces: 
1969-84. Ottawa, 1970. 2p. 

83. —.Socio-economic characteristics of the 
population age 14 to 24, 1967. Ottawa, Infor- 
mation Canada, 1972. 67p. 

84. Environment Canada. Public health pro- 
fessionals and the environment: A study of 
perceptions and attitudes, by J. Elizabeth 
McMeiken. Ottawa, Information Canada, 
1972. 117p. (Social Science series no. 5) 

85. Health and Welfare Canada. Health 
services in Canada. Ottawa, 1973? 53p. 
86.—. Task Force on Community Health 
Auxiliaries. Community health auxiliaries; 
report, Ottawa, 1973. 190p. 

87. Ministry of State for Science and Tech- 
nology. Report, 1971/72. Ottawa, 1973, 22p. 
88. National Science Library. Directory of 
Canadian scientific and technical periodicals; 
a guide to currently published titles. Sed. 
Ottawa, 1973. 49p. R 

89. Prices and Incomes Commission. Fee- 
setting by independent practitioners; a study 
prepared for the Prices and Incomes Com- 
mission, by John Crispo, Ottawa, Informa- 
tion Canada, 1972. 33p. 

90. Santé et Bien-étre social Canada. Immu- 
nisation; guide du voyageur international. 
Ottawa, Information Canada, 1972. 31Ip. 

91. Science Council of Canada. Education 
and jobs, by A.D. Boyd and A.C. Gross. 


CONTEMPORARY ISSUES IN 
CANADIAN LAW FOR NURSES 
by 
Shirley R. Good 


Janet C. Kerr 
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Ottawa, Information Canada, 1973. 139p. 


(Its Special study no. 28) 

92. —. Essays on aspects of resource policy 
by W.D. Bennett et al. Ottawa, Information 
Canada, 1973. 113p. (Its Special study no. 27) 
93. —. Governments and innovation, by An- 
drew H. Wilson. Ottawa, Information Cana- 
da, 1973. 275p. (Its Special study no. 26) 

94. —. Report 1972-73. Ottawa, Information 
Canada, 1973. 48p. 

95. Statistics Canada. Canadian statistical 
review; historical summary 1970. Ottawa, 
Information Canada, 1972. 148p. 

96. —. Population Estimates and Projections 
Section. Interim population projections for 
1971-2001. Ottawa, 1972. 16p. 

97. —. Suicide mortality, 1950-1968. Ottawa, 
Information Canada, 1972. 62p. 

Colorado 

98. Laws, statutes, etc. Professional nursing 
practice act enacted March 26, 1957, as 
amended, Reprinted April 1967. 16p. 

Illinois 

99. Dept. of Registration and Education. 
The Illinois nursing act. Springfield, Ul, 
1971. 27p. 

Kentucky 

100. Laws, statutes, etc. Nursing law 1966. 
Louisville, Legislative Research Commission, 
1966. 19p. 

New Zealand 

101. Dept. of Education. Nursing education 
in New Zealand. Wellington, 1972. 28p. 


@ the only book currently available that provides a comprehensive coverage of the legal scene as it applies to the 
nursing profession in Canada today 


e@ ideal for diploma or degree students and as a ready reference for practising nurses in all fields 


@ available in English and French editions 


Price: $6.95 (tentative) 


Other Canadian titles from HR&W: 


K. Ishwaran, THE CANADIAN FAMILY: A BOOK OF READINGS, 
John J. Mitchell, HUMAN LIFE: THE FIRST TEN YEARS, 


John J. Mitchell, ADOLESCENCE: SOME CRITICAL ISSUES, 
John J. Mitchell, HUMAN LIFE: THE EARLY ADOLESCENT YEARS, 


For further information, write to: 


$10.50 

$ 4.30 Paperback 

$ 7.90 Hardbound 

S335 

$ 3.95 (Tentative) 

To be available January, 1974 


HOLT, RINEHART AND WINSTON OF CANADA LIMITED 
55 Horner Avenue, Toronto, Ontario M8Z 4X6 
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onto, 1972. 435p. 

a of Labour. Employee use of 
an ce otice of terminiation for job search, 
Stiekert. Toronto, 1973. 18p. (Em- 
ment information series no. 2) 

4 4. —. Employment trends in Ontario 
51-1972. Toronto, 1973. 34p. (Employment 
ation series no. 1) 


106. Ministére des Affaires municipales. Ser- 
vices de l'Information. Dossier: la presse 
_ écrite face a l'environnement. Québec (ville) 
~ 1971. 200p. 
107. Ministére des Affaires sociales. Normes 
des garderies de jour. Québec, 1972. 18p. 
United States 
108. Dept. of Health, Education, and Wel- 
: | fare. Health Services and Mental Health 


and Pha He Pink ee 
Medical Care Review Organization (EMCRO) 
programs, by Barry Decker et al. Cambridge, 
Mass., 1973. 196p. DHEW Publication no, 
(HSM) 73-3017) 
110. National Institutes of Health. Nurse 
staffing methodology; a review and critique 
of selected literature, by Myrtle K. Aydelotte. 
Bethesda, Md., 1973. 538p. (DHEW Publi- 
cation no. (NIH) 73-433) 


STUDIES DEPOSITED IN CNA REPOSITORY 
COLLECTION 

111. Facteurs associés au manque d’assiduité 
du client a la clinique externe génito-urinaire 
a Uhépital pédiatrique, par Madeleine 
Clément. Montreal, 1972. 92p. (Thése (M. 
Nurs.) — Montreal) R 


Library Loan Service 
As usual, mailing of material on loan 
for the library will be ‘curtailed over 
the holiday mailing season. Loans will 
not be mailed. out, therefore, between 
December 3, 1973 and January 4, 
1974. 


113. Nurse rhelipawer study in the province 
of British Columbia, 1968, by Eva M. Wil- 
liamson, Eleanor S. Graham and Roberta J. 
Cunningham. Vancouver, British Columbia 
Health Resources Council, 1970. 88p.R 

114. A study of the attitudes of public health 
nurses as they affect the teaching of family 
planning, by Ada E. McEwen. Chapel Hill, 
N.C., 1972. 72p. (Thesis (M.P.H.) — North 
Carolina) R 


ARTIFACTS 

115. Student uniform, 1966. Memorial Uni- 
versity, School of Nursing, St. John’s, Nfld. 
Green and white striped dress, white apron 
with bib; student caps, street and duty; grad- 
nate cap and pin. Donated by Miss Joyce 
Nevitt, first director of the school. 


AUDIOVISUAL AIDS 

116. Emergency department nursing; pro- 
grammed learning. Demonstration cassette. 
New York, American Journal of Nursing 
Co., Educational Services Division, 1972. 
1 tape cassette. 

117. Sonomed, série 1 no. 1-6. Montreal, 
Association des Médecins de Langue fran- 
caise du Canada, 1973. 6 cassettes. 
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OTTAWA, ONT. 
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A LIPPINCOTT 
LEARNING SYSTEM 


A multimedia, self-instruction pro- 
gram in the principles, basic proce- 
dures and manual skills fundamental 
to patient care. 


Developed and programmed by the University of Wis- 
consin-Milwaukee School of Nursing. Project Director, 
Elizabeth A. Krueger, R.N., Ed.D. 


The LLS program consists of: Color 35mm filmstrips and 
synchronized audio cassettes that present cognitive and 
motor skills in step-by-step sequence, with multiple- 
choice reinforcement; Student Guide/Workbooks that 
include lists of prerequisites, behavioral objectives, in- 
structions, required practice materials, and exercises; 
Teacher's Guides that include diagnostic tests, syn- 
opses, written tests and answers, motor performance 
tests. Required equipment: Any automatic 35mm film- 
strip projector, and a special cassette player (Educas- 
sette) designed for multiple-choice response. 


Available LLS units: Anatomical Terminology and Joint 
Classification. Management of the Environment. Body 
Mechanics. Making a Bed. Vital Signs. Care of the Mouth. 
Bowel Elimination. Care of the Skin. Oral Medication. 
Parenteral Medication. Range of Motion. Management 
of the Environment: Medical and Surgical Asepsis. 


DECISION MEDIA 


Life-threatening patient problems requiring 
immediate nursing assessment and action. 


This series of 35mm audio filmstrips, in color, covers 
critical situations where immediate recognition of prob- 
lems and appropriate intervention are essential. Each 
film pauses at crucial decision points, asks a question, 
and allows time for the student to analyze the problem 
and make a decision before the film proceeds. Each 
situation stimulates reaction and logical thinking. The 
student becomes involved and motivated; learning be- 
comes a dynamic experience—so does teaching! 


Critical areas covered include: 

Cardiac Care: Gives the student or graduate an opportunity to apply 
knowledge of coronary care in situations where life-threatening ar- 
rhythmias must be anticipated and managed. 

Respiratory Care: Provides the nurse or therapist with a basic under- 
standing of what is involved in caring for the tracheostomy patient. 
She learns how to react to crisis and maintain respiration while she 
looks for the cause of the problem. 

Neurological Care: Teaches the student or graduate how to recog- 
nize, assess, and react to complications that occur with the neuro- 
logical patient. 

Post-Surgical Care: Enables the student to better understand post- 
operative care. She learns what it is like to care for the unconscious 
patient and how to prevent normal post-operative episodes from 
becoming serious. 


Instructor's Guides and Student guides are included. 
Decision Media films are compatible with most existing filmstrip 
projection equipment. Please write for further information. 


HUMAN BIRTH FILMS 


In dramatic live action . . . close-up, full-color 
(sound or silent) films of deliveries which 
students rarely have the opportunity to see in 
the course of their clinical experience. 


Six film sequences demonstrate: Vertex Delivery, with 
Forceps. Vertex Delivery, Spontaneous. Breech Delivery, 
Assisted. Breech Delivery, with Forceps. Breech De- 
livery, Extraction. Cesarean Delivery. 


Available on six separate Super-8mm film loops (sound 
or silent), or on one 16mm sound film showing all presen- 
tations. 


Available in SOUND and SILENT films as follows: 
= Super-8mm optical or magnetic SOUND on reels or in 
PES eR GEIATIOOO cele re =, vie eis! sine oes! ssl evare 90) $32.00 


= Super-8mm SILENT—with superimposed titles—on 
reels or in either Technicolor or Kodak Cartridge $25.00 


is 16mm SOUND—AII birth presentations in one film 
$285.00 


*Super-8mm SOUND films can be cartridged for Technicolor, Fair- 
‘child or other projectors at $32.00 per title, plus cost of cartridge. 
| Please write for price quotation, giving make and model of projector 
\to be used. 
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LIPPINCOTT 
SUPER-8MM FILM LOOPS (Silent) 


Procedures in Patient Care: Wound Care (8 loops). 
Urinary Catheterization and Care (9 loops). Injection 
Technic (9 loops). Drainage, Suction, Irrigation: Pul- 
monary and Gastric (15 loops). Lifting and Moving Pa- 
tients (6 loops). Positioning and Exercise (3 loops). 
Hygiene (3 loops). Asepsis: Medical and Surgical (9 
loops). Bedmaking (6 loops) Each Film Loop: $21.50 
Lippincott film loops can be displayed with the Techni- 
color Super/8 Movie Projector, or with similar projectors. 


For additional information onLLS, Decision Media, Human 
Birth Films, or Lippincott Film Loops, please write: 


J. B. Lippincott Company of Canada Ltd. 
75 Horner Avenue, Toronto, Ontario M8Z 4X7 


(416) 252-5277 


Serving the health professions in Canada since 1897 
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‘Canadian 
Nurse a 


A monthly journal for the nurses of Canada published 
in English and French editions by the Canadian Nurses’ Association 


Volume 69, Number 12 


December 1973 


Independence for Phocomelic Children 


The Pandemic Influenza of 1918 
Myasthenia Gravis 


32 It’s a Skater’s Show on the Rideau C. Dworkin 


35 A Diabetic Teaching Tool 


J.M. Skelton 
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letters will be considered for publication, but 
name will be withheld at the writer's request. 


‘sincere thanks to Margaret Guthrie 
for describing her alarming experiences 


_ in “Cardiac surgery in the first person” 
rec ( 


te eT oE pss) Js 

er article confirms what many of 
us fear to admit: technological progress 
in medicine and surgery 1s not neces- 
sarily accompanied by improved hu- 
mane care. In fact, the opposite may 


be true. 


There is, indeed, much more to 
nursing than “running machines and 
passing out pills.” And, if nurses are 
not concerned with the welfare of the 
whole patient, it is safe to assume no 
one else will be. 

That Ms. Guthrie, herself a nurse, 
should endure such indignities in a 
famous teaching hospital surely indi- 
cates the need for radical changes. As 
professionals, let us admit that stand- 
ards of patient care have deteriorated, 
and that we are obliged ethically to do 
something about it. 

A suggestion that concerned col- 
leagues might consider is the formation 
in every accredited hospital of ‘quality 
of patient care committees.” Rather 
like “tissue” committees and similar 
devices for monitoring professional 
practices, these committees would have 
the following functions: 1. defining 
acceptable standards; 2. actively seek- 
ing the assistance of patients and rela- 
tives to assess the quality of care pro- 
vided; and 3. alerting hospital adminis- 
tration when standards are in danger 
of falling below acceptable levels. 

If the situation is not improved after 
negotiation, our professional association 
should be informed. Appropriate action 
may then be taken either to remedy the 
matter or to sanction the withdrawal 
of nurses, since to continue would 
constitute a form of unethical practice. 
—Jane Greenland, R.N., Toronto, 
Ontario. 


Cardiac nurses respond 
The prolonged extent of physical and 
emotional trauma _ experienced by 
Margaret Guthrie, as expressed in her 
article “Cardiac surgery in the first 
person” (September 1973), is as obvious 
and tragic as the fact that the nurses 
and doctors caring for her neither car- 
ed about nor met her personal needs. 
As nurses who are part of a cardiac 
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surgical unit, which certainly is not like 
the one Ms. Guthrie described, we 
believe we must object strenuously to 
some of the generalizations made in the 
article. One person could not, and 
should not, write “everyone’s story.” 

From the 900 patients operated on 
for a wide variety of cardiac ailments, 
most of the feedback we receive is 
positive. Many visit or write on the 
“anniversary” of their surgery. 

We would be interested in knowing 
precisely what surgery Ms. Guthrie 
underwent (mitral split? valve replace- 
ment?), as this might have affected her 
postoperative course. Whatever the 
surgery, however, one would have 
expected the patient to consider it as a 
positive step, rather than a continuation 
of the denial that a heart problem exist- 
ed, for it should be the key to a health- 
ier, happier future. 

All patients in our unit are seen and 
taught preoperatively by a nurse clini- 
cian, an inhalation therapist, and a 
social worker, and are seen by their 
surgeon and anesthetist. Most patients 
do not consider cardiologists as “saints” 
and surgeons as “‘satans.” 

Our patients are strongly advised not 
to smoke, on the basis of research 
concerning the effect of nicotine on 
the coronary arteries, and on the direct 
proportion of postoperative chest 
complications experienced by smokers. 

The statement in the article that 
one chain smoker “sailed through 
surgery” (no mention is made of what 
kind of surgery), while his quiet, non- 
smoking roommate “diet of infection” 
shows an embarrassing naiveté when 
written by an educated nurse. 

Ms. Guthrie’s unfortunate experience 
must shame any nurse involved. It is 
particularly distressing because, after 
two years, many cardiac surgery pa- 
tients have forgotten most of the in- 
herently traumatic details. 

In any well-planned surgical unit, 
Ms. Guthrie’s conclusions are a fact. 
We sincerely regret her experience, but 
know it is not typical. For this reason, 
we have made our views known, — 


Letters Welcome 
Letters to the editor are welcome. Be- 
cause of space limitation, writers are 
asked to restrict their letters to a 


maximum of 350 words. 


Diane Stephenson, on behalf of the 
nurses of the cardiac surgery team, 
Ottawa Civic Hospital, Ottawa, Ont. 


Author replies 
I regret that the nurses of the cardiac 
surgery team at the Ottawa Civic 
Hospital believed that 1 was condemn- 
ing all units involved in this surgery 
in the country, or that I was speaking — 
for all heart surgery patients. I was 
speaking for five patients with similar 
backgrounds in age, education, occupa- 
tion, and community responsibilities. 

I bear no animosity toward cardiac 
nurses. This personal case study could 
speak for events that have occurred 
in all types of nursing units. For years, 
good nurses have condoned poor quality 
care by not speaking out against it, 
let alone writing about it. 

The surgery I underwent was a mitral 
split — a piece of cake in cardiology. 
As for the other patients, two had mitral 
valve replacements and three had by- 
pass grafts. 

I am surprised you failed to pick up 
the unspoken point of the anecdote 
about the roommates who had bypass 
grafts. This was an example of Dr. 
Hans Selye’s theory of stress. Patients 
look for ways to lessen their level of 
anxiety. If they are unable to do this, 
the resistance of their body to infection 
and to the surgery itself is lowered. 

The range of emotions described 
from a patient’s point of view was 
intended first to be educational, and 
then critical. | have bared my innermost 
thoughts throughout a crisis situation. 
Failing to recognize the commonality 
of responses indicates lack of knowledge 
of psychology. 

I am not surprised that a well-planned 
unit exists, where poor quality care is 
the exception, not the rule. If I believed 
that attaining this level was impossible, 

I could not stay in nursing. I have had 

too many role models, like the director _ 
I mentioned, to throw in the sponge. 
I am also not so naive to acknowledge 
that the cardiac unit at the Ottawa 
Civic is typical. — Margaret Guthrie. 


Nurses should not retire 
The long-retired nurse who wishes tc 
get back into active duty in a gener: 
hospital seems to be in a sorry pl 


er 


She might get a chance to work in a 
general hospital if she has been out of 
nursing for more than five years, but 
the changes she will find will be sur- 
prising. 

Those who have been out of nursing 
for 10 years or more will be amazed 
by the changes. Nurses are now cal- 
culating the rate of flow in intravenous 
infusions to allow a specified number of 
cc. in a given time, whereas older nurses 
will remember their instructions not to 
tamper with the rate of flow, but to 
keep the drip constant as set. There are 
crash carts and emergency carts set up 
to handle disasters such as cardiac 
arrest, whereas there was no cardio- 
pulmonary resuscitation 18 years ago. 

In Ontario, there is no available 
retraining course. The lectures that 
were given by the Registered Nurses’ 
Association of Ontario, in conjunction 
with the provincial government, have 
not been available since 1965. Now 
there does not seem to be the shortage 
of nurses that plagued hospitals in the 
past. Gone are the days when a nurse 
was hurried from her interview to her 
duty area, with scarcely time to set her 
cap. 

There seems to be no solution at 
present, unless nurses apply in great 
numbers to the community colleges for 
retraining programs. The colleges might 
not consider doing anything in this area 
unless a need is indicated. At the mo- 
ment, a registered nurse returning to 
general duty after 10 or more years of 
retirement could, at best, offer to work 
at the registered nursing assistant level. 
This would seem to be a dead end, since 
RNAs have a limited range of respon- 
sibility. 

It seems advisable that nurses never 
retire completely. One never knows 
which one of us will have to return 
to work some day. It would be good 
insurance for the married nurse to hire 
a housekeeper or baby-sitter and keep 
nursing, one or even two days a week. 
This would give a housewife time away 
from her chores and keep her up-to-date 
with changes in nursing. The salary 
would pay the expenses, and the com- 
panionship of other nurses would be 
stimulating. 

We should never fully retire from 
nursing while our children are growing 
up. If we are not abreast of things when 
we want to go back, we are in a sorry 
plight indeed. — Mary P. White, Mis- 
sissauga, Ontario. 


Nurses penalize themseives 

As a retired nurse in good standing 
with the Registered Nurses’ Association 
of British Columbia, I have often won- 
dered why we, as a group of intelligent 
women, penalize ourselves to the advan- 
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tage of our provincial governments. 
We make agreements whereby a 
nonregistered nurse receives a salary 
$100 less per month until she becomes 
registered in her province, although she 
gives the same patient service as regis- 
tered nurses give. Would it not be more 


logical to have a provincial practicing: 


fee, which would decrease after regis- 
tration? It is our provincial association 
that evaluates the nurse’s credentials. 
—Vilda MacNeil, Victoria, British 
Columbia. 


Nurse offers journals 

I have a complete series of The Cana- 
dian Nurse from 1967 to the present, 
which I would like to give to a library 
in any school of nursing. The recipient 
should expect to pay the shipping 
charges. The journals are available only 
as a complete series and on a “first 
come”’ basis. — Beverley Orieux, Box 
597, Stony Plain, Alberta. 


Why is nursing divided? 

The greatest concerns in Canada today 
are unity and equality, both being of 
equal importance. 

Neither of these concerns are ap- 
parent in the nursing profession in 
Canada. We are not unified, as registra- 
tion in one province is not a guarantee 
of registration in another province. 
Equality is even less evident; note the 
discrepancies in salaries, working 
conditions, job descriptions, respon- 
sibilities, and job security. 

Why is the profession so divided? 
We have a national association. Has it 
ever tried to obtain national standards? 
Surely these are some of the concerns 
of members. 

The fact that nurses in several 
provinces have resorted to strikes to 
obtain financial and job security must 
indicate that the nature of our profes- 
sion is changing. We can no longer 
hide our heads in beautiful theories 
and ideals. We must get down to prac- 
ticalities. 

When is The Canadian Nurse going 
to realize this? When will we see arti- 
cles published on labor relations, union 
negotiations, and other educational 
articles in this vein? This is becoming 
an essential aspect of our profession. 

We can no longer think of ourselves 
as Florence Nightingales, living on 
government handouts. We must become 
nationally organized to protect our pro- 
fession, increase its size, and provide 
better services. Improved nursing ser- 
vices depend as much on morale as on 
knowledge. All the theory in the world 
will not guarantee good services if 


nurses are discontented. — Susan 
Mullan, Reg.N., Burnaby, British 
Columbia. we 


diabetics — 


It’s not that you should 
do more. It’s just that a 
KETO-DIASTIX* Reagent 
Strips require the /east © = 
amount of effort in testing 
for glucose and ketones in 

z urine. Simply dip into urine 
and get a semiquantitative 
reading for glucose and 
ketones in 30 seconds. What 
could be easier and less 
troublesome for you and the 
patient? Useful all around 
the hospital. On wards, at the 
bedside, in patient teaching 
centers, and in the O.P.D. 
Also, a good test to recom- 
mend for the patient to use 
at home after discharge. 
Obtain full details on 
KETO-DIASTIX by calling 
your Ames Systems Special- 
ist or by writing to the 
address below. It’s the /east 
work you can do in diabetic 
urine testing. 


Keto-Diastix 
Ames Company ® 


Mies 


wwe Division Miles Laboratories, Ltd. 
77 Belfield Road, Rexdale, Ontario 


“Chemical and biological information systems 
serving Medicine and Industry” 
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Who makes surgeons’ 
gloves for the giants 
of skill who are 
small in stature 
and wear 
size 51/2 


Perry!. . Naturally! But why? —Because small in stature doesn’t mean small in the 
appreciation of proper fit and other features and benefits that have made Perry the 
most widely used latex surgeons’ gloves—in any size! Like all Perry Latex Surgeons’ 
Gloves, size 5s have beaded wrists for added protection and strength, whisper thin 
palms to lessen hand fatigue, exclusive Dermashield® process that provides a durable 
hypo-allergenic finish and packaging to fit your preferred dispensing technique. If 
you'd like a sample of Perry Latex Surgeons’ Gloves, please write us. By the way, you 
don’t have to wear size 52, we'll send you the size gloves that fit you. 


erry gloves 


A PRODUCT OF 


AFFILIATED MEDICAL PRODUCTS LIMITED 


90 Commercial Ave., Ajax, Ontario 
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CNA And Provincial Associations 


Support Federally Employed Nurses 


Who Protest Salaries Below Peers 


Ottawa — The Canadian Nurses’ Association, the registered nurses’ associations 
of British Columbia and Alberta, the Manitoba Staff Nurses’ Council, and the 
Nova Scotia Government Employees’ Association, which includes nurses, have 
expressed support of federally employed nurses in their protest over an arbitration 
award that fails to give them financial parity with their provincial counterparts. 


CNA sent a telegram to C.M. Drury, 
president of the treasury board; Minis- 
ter of Health and Welfare Marc Lalon- 
de; R. Val Scott, executive director of 
the Professional Institute of the Public 
Service of Canada; and Ruth Sear, 
chairman of the federal nurses of 
Canada. 

The text of the CNA telegram read: 
“The Canadian Nurses’ Association 
takes this opportunity to affirm its 
support for members of the nursing 
profession employed by the government 
of Canada. 

“CNA feels strongly that the salaries, 
conditions of work, and fringe benefits 
received by these nurses should be at 
least equal to those received by their 
provincial counterparts.” 

The wire included the CNA position 
statement of April 1973 that remuner- 
ation for nurses “should be on the basis 
of asalary. This salary shall be adequate, 
competitive, and include recognition 
of responsibility, experience, educa- 
tional qualifications, seniority, as well 
as income security benefits such as 
sick leave and pensions.” 

The Registered Nurses’ Association 
of British Columbia, in a telegram to 
the prime minister and the minister 
of health and welfare, expressed its 
dismay at the arbitration award of 
October 18 for federally employed 
nurses. The wire said the RNABC “feels 
that such an award can only reflect 
that the federal government, by paying 
their cmployees second-class wages, 
is only prepared to provide second-class 
service to veterans and the native 
people of Canada.” 

The Aiberta Association of Regis- 


_ tered Nurses’ telegram expressed “acute 
disappointment regarding the contents 
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of the arbitration award. The award 
reflects lack of understanding of the 
true worth of the nurse employee by 
placing the federally employed nurse 
at a salary level below that of her 
counterparts within the province.” 

Without the sanction of their collec- 
tive bargaining group, nurses in various 
parts of Canada spontaneously staged 
short protests after the arbitration 
award was announced. In some centers, 
many nurses reported off sick on the 
same day; in others they held study 
sessions during working hours. 

Ruth Sear, national chairman of 
the nurses’ component of the Profes- 
sional Institute of the Public Service, 
told The Canadian Nurse: “If nurses 
en masse were to leave their posts 
without warning, it would be irrespon- 
sible behavior. But when the nurses 
did protest, they made sure that patients 
were cared for and that no one suffered 
as a consequence. | felt great sympathy 
for the nurses.” 

Ms. Sear and other federally employ- 

(Continued on page 11) 


1974 Convention Fees 


To make the 1974 CNA convention 
break even financially, CNA directors 
set the following registration fees: 


CNA member $40 
Student $15 
CNA member, daily fee $15 
Student, daily fee $5 
Nonmember observer $45 


Nonmember observer, daily fee $20 
The convention will be held in 
Winnipeg, Manitoba, June 16 to 21. 


CNA Supports RNAO Statement 

On Nurse-Midwifery 
Ottawa — Directors of the Canadian 
Nurses’ Association supported the 
statement on nurse-midwifery, accepted 
by members of the Registered Nurses’ 
Association of Ontario (RNAO) at their 
1973 annual meeting in May (News, 
July 1973, p.12). Directors also accept- 
ed a motion that CNA develop a state- 
ment on nurse-midwifery, using the 
RNAO statement as a basis. 

The RNAO statement says, in part 
... “The nurse midwife blends the ex- 
pertise of nursing with advanced know- 
ledge and skills in maternity and infant 
care. She is prepared to manage the 
normal cycle and to provide expert care 
under medical direction, to high risk 
patients.” 

The previous CNA statement on the 
subject of midwifery was a resolution 
in 1946, approving midwifery for out- 
lying districts where doctors were not 
available. 

Directors agreed that a new position 
statement is needed. One director said, 
“If we can’t come up with a strong 
statement, don’t come out with a bleach- 
ed statement.” 

Another director said, “In our pro- 
vince, we're saying that patients in the 
south of Canada shouldn’t be deprived 
of the maternity health care that pa- 
tients in the north receive.” 


Research Committee Appointed, 
Priorities Ranked By Directors 
Ottawa — The CNa board of directors, 
meeting on October 18 and 19, 1973, 
appointed a 13-member special com- 
mittee on nursing research for 1973- 
75. Directors also set priorities for the 
committee’s tasks. Terms of reference 
for the special committee were set at 
the directors’ meeting in April 1973. 
(See News, June 1973, p.5.) 

Members named to the nursing re- 
search committee, from nominations 
by provincial nursing associations, are: 
Beverlee Ann Cox, Vancouver; Dr. 
M. Josephine Flaherty, London, Ont.; 
Joan M. Gilchrist, Montreal; Dr. Helen 
Glass, Winnipeg; Dr. Floris King, 
Halifax; Jacqueline Leger, Moncton: 
Margaret J. Rosso, Regina; Dr. Shirley 
M. Stinson, Edmonton; and Edna 
Walsh, Halifax. One additional mem- 
ber will be named from provincial 
nursing association nominees. 
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- characteristics/trends 


The other three members of the com- 
_ mittee are: Pamela E. Poole, consul- 
tant in the research programs director- 
ate, and Huguette Labelle, principal 
nursing officer, both of Health and 
Welfare Canada; and Dr. Helen K. 
Mussallem, executive director of CNA. 

From the recommendations made 


members, CNA directors gave top prior- 
ity to the need for facts regarding: major 
of community 
college nursing programs in Canada, 
nursing and nurses in community health 
centers (facts gathered in the field), use 
of staff in relation to new clinical roles 
in Canada, and how nurses are being 
evaluated in nursing service across the 
country, 

Second priority was given to provid- 
ing the directors with recommendations 
on the utility of a follow-up of employ- 
ment patterns of new graduates, as of 
December 31, 1971; a critique of the 


by the 1971-73 research committee 


current CNA 


five-year manpower- 


regular 

and 24-hour 
collectors 
in newborn 
and 
pediatric 
sizes 


Hollister’s complete 


Styles and 
Sizes 


get any infant urine specimen when you want it 


The sure way to collect pediatric urine specimens 
easily .. . every time . . . Hollister’s popular U-Bag 
now has become a complete system. Now, for the 
first time, a U-Bag style is available for 24-hour as 
well as regular specimen collection, and both styles 
now come in two sizes . . . the familiar pediatric size 
and a new smaller size designed for the tiny contours 
of the newborn baby. 


Each U-Bag offers these unique benefits: ™ double- 
chamber and no-flowback valves @ a perfect fit on 
boy or girl, newborn or pediatric ™ protection of the 
specimen against fecal contamination ™ hypo-aller- 
genic adhesive to hold the U-Bag firmly and comfort- 
ably in place without tapes ™ complete disposability. 


Now the U-Bag system can help you to get any infant 
urine specimen when you want it. Write on hospital 
or professional letterhead for samples and informa- 
tion about the new U-Bag system. 


HOLLISTER LIMITED + 332 CONSUMERS RD., WILLOWDALE, ONT. 
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prediction study; and recommendations 
regarding development of nursing re- 
search consultation services at the 
provincial and federal levels. 


Cigarettes Butted, Ashtrays Gone 
And CNA Board Meeting Ends Early 
Ottawa — The Canadian Nurses’ Asso- 
ciation has taken a stand against smok- 
ing (News, June 1973, p. 15), and 
members should indicate they support 
this stand. This feeling was expressed 
by the CNA board of directors, who 
agreed to prohibit smoking during their 
meeting October 18-19, 1973. “We 
must put our money where our mouth 
is,” said one member, as she spoke 
against the habit. 

While the plan to stop smoking at 
all board meetings was being recorded, 
a CNA staff member quietly collected 
the ashtrays and hid them in the con- 
fines of CNA House. 

The CNA directors’ afternoon meeting 
on October 19 ended early. 


CNF Directors Elect Officers, 

Study Administration Costs 
Ottawa — Directors of the Canadian 
Nurses’ Foundation (CNF) elected Gay 
Engensperger, Vernon, B.C., as pre- 
sident and Marilyn Riley, Halifax, vice- 
president, at their meeting on 17 Octo- 
ber, 1973, at CNA House. 

Ms. Engensperger, a homemaker and 
active RNABC member, was co-author 
of the study of the foundation, done 
by one RNABC district. The study pro- 
posed the establishment of a permanent 
endowment fund for CNF. (News, July 
1971, p.5.) 

Ms. Riley is supervisor of clinical 
nursing at Victoria General Hospital, 
Halifax; she was a CNF scholar in 
1968-70. 

The directors also appointed a three- 
member ad hoc committee of the CNF 
board to study the problems of admin- 
istering the foundation and to recom- 
mend solutions. 

At the June 1973 meeting, the direc- 
tors decided to pay an amount, not to 
exceed $6,000, to defray the salary of 
the secretary working on CNF business. 
The Canadian Nurses’ Association has 
covered all the administration costs 
of CNF for most of the foundation’s 
1 1-year history. 

“A trend of declining membership 
[in CNF], the revenue fie which is 
applied to the general fund to cover 
administration costs, poses a threat to 
the continued efforts of establishing 
CNF on an operationally independent — 
basis,” Dr. Helen K. Mussallem, secre- _ 
tary-treasurer of CNF, told the direc-— 
tors. Membership in CNF for 1973 is 
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Pick up any Davol syringe 

—102Z.,20Z.,30z.,50 cc. or piston- 

type — and you'll notice the difference. It 

feels right. And works right. Because it’s 

made right. With all the features of re-usables 

to make your job easier. Yet priced for single 

patient use. That's the Davol difference. 

The better way. Try one. Try them all. Ask 

your Davol dealer salesman for 

details. Davol Canada Ltd., 

1033 Range View Road, nee 
° Port Credit, Ontario L5E-1H2. 

Phone: (416) 274-5252. 


INWMC 


MRS. R. F. JOHNSON 
SUPERVISOR 


CHARLENE HAYNES 


ro. HOL > 


OHN. L.PN. 


NURSES PERSONALIZED 
ANEROID SPHYG. 


designed for nurses! Imported from pre- 
cision craftsmen in W. Germany. Easy- 
to-attach Velcro cuff, lightweight, com- 
pact, fits into soft sim. leather zippered 
case 242”"-x 4” x 7”. Dial calibra- 
ted to 320 mm., 10-year accuracy 
guaranteed to +3 mm. Serviced by 
Reeves if ever required. Your ini- 
tials engraved on manometer and 
gold stamped on case FREE, for 
permanent identification and 
distinction. A wise investment for 
a lifetime of dependable service! 


No. 106 Sphyg. . . . 37.95 ea. 
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IT’S EASY TO ORDER REEVES NAME PINS FOR YOURSELF OR FRIENDS! 


Choose style you want, shown left. Print name (and 2nd 
line if desired) on dotted lines below. Check other info in 
boxes on chart, clip this section and attach to coupon 


bottom left. Attach extra sheet for additional pins 
NOTE SAVINGS ON 2 IDENTICAL PINS . . . more convenient, 
spare in case of loss. 


LETTERING: — 2nd LINE: — 
LETTERING PRICES* 
Coupe COLOR 
(Plastic) Engraved 1 Line | Engraved 2 Lines 
u ALL METAL... rich, trim and O Gold jO Duotone Does 1D Black O1Pin 2.25|(91Pin 3.00 
eo} tailored. Lightweight, smooth 1D Polished not O Ok. Blue - ; 
5 559 ded edges, rounded corners. D Silver 15 satin apply DO White | FAiaid 2h u pone 
Black 
PLASTIC LAMINATE ... slimmer, Does Does: OWhite 4 oO hg O1Pin 95|Q1Pin 1.55 
fey, broader; engraved thru surface to pe not (Med. Green ia ue! . 
contrasting core color. Beveled apply ect, Med, Blue L White 0 2 Pins 1.65 | (2 Pins 2.60 
border matches lettering. Cocoa Letters only (same name) (same name) 
: METAL FRAMED .. . Classic 0 Gold Polished White D Black O)1Pin 2.25} 1Pin 3.00 
o. 100 O10} design; snow-white plastic with O Silver frame only DD Ok. Blue} [) 2 Pins 3.75] 2 2 Pins 4.95 
smooth, polished beveled frame only (same name) (same name) 
MOLDED PLASTIC... .Simple,smart,| Does Does White 0 Black O1Pin 95) 1Pin 1.55 
@} economical, Will never discolor. not not only Od Ok. Blue} 1) 2 Pins 1.65] (7) 2 Pins 2.60 
Smooth rounded corners and edges.}| apply apply (same name) (same name) 


*Please add 25¢ per order for 3 pins or less. 


MEDI-CARD SET tiandiest reference 

ever! 6 smooth plastic cards (3%” x 54%”) cram- 

med with information, including Equivalencies of 

nd ae hae Metric to Household Meas., Temp. 

t escrip. Abbr., Urinalysis, Body Chem., 

Blood Chem., Liver Tests, Bone Marrow, Disease 

Incub. Periods, Adult Wets. 

All in white vinyl holder with 2 “yen 

caduceus. No. 289 Card Set . 50 e 

6 or more 1.25ea. 12 or more 1.10 < 
Your initials gold-stamped on holder, 
add 50¢ per set. 


CAP ACCESSORIES 


CAP TOTE keeps your caps crisp and clean 


while stored or carried. Flexible clear plastic, white —" 
trim, zipper, carrying strap, hang loop. Stores flat. Also e+ 
for wiglets, curlers, etc. 8%” dia. 6” high. ‘ 
No. 333 Tote . . 2.65 ea., 6 or more . . 2.35 ea. _ 
Your initials gold-stamped, add 50¢ per Tote. 

WHITE CAP CLIPS Holds caps 


firmly in place! Hard-to-find white bobbie pins, 
enamel on fine spring steel. Eight 2” and eight 
3” clips included in plastic snap box. 
No. 529 Clips... 3 boxes for 2.25, 


6 for 65¢ ea., 12 for 60¢ ea. 


MOLDED CAP TACS 
Replace cap band instantly. Tiny plastic tac, 
dainty caduceus. Choose Black, Blue, White 
or Crystal with Gold Caduceus; or all Black gor 


(plain). The neater way to fasten bands. — 
No. 200 Set of 6 Tacs... 1.25 per set. © —_— 
12 or more sets 1.00 per set SRA 


METAL CAP TACS Pair of dainty 
ewelry-quality Tacs with grippers, holds cap 
bass securely. Sculptured metal, “ae hig 
approx. %” wide. Choose RN, LPN, 


au | 


ry Cad.) or No. CT-3 (RN Cad.). . 


SEL-FIX CAP BAND Black velvet 
band material. Self-adhesive, presses on, 
pulis off; no sewing. or pinning. Reusable 
several times. Each band 20” long, pre-cut to 
popular widths: %” (12 per plastic box) 42” 
(8 per box) %” (6 per box) 1” (6 per bbx). 
Specify width under ITEM column on coupon. 


-1,75 per box 


Caduceus or Plain Caduceus. Gift iy 
i, No. CT-1 (Specify Initials), No. CT-2 (Plain 
« 2.95 pr. 


\ 


3 or more . . 1.50 ea. 


CROSS PEN == Natalie B. Havens 


World-famous ballpoint, with _ 
sculptured caduceus emblem. Full name "=a 
FREE engraved on barrel (include name with coupon). 
Refills avail. everywhere. Lifetime guarantee. 

No. 3502 Chrome 8.00 ea. No. 6602 12kt. G.F. 11.50 ea. 


COLOR QUANT. 


ORDER NO. ITEM 


= 


Use extra sheet for additional items or orders. 


INITIALS as desired: 
(Good idea . . . for distinctive identification) 


TO ORDER NAME PINS, fill out all information in box top 
right, clip out and attach to this coupon. 


l enclose $ (Mass. residents add 3% S. T,) 


Sorry, no COD’s or billing terms available 


KELLY FORCEPS 550 handy for 
every nurse! 5%” stainless steel, fully 
guaranteed. Ideal for clamping off tubing. Your 
own initials help prevent loss. 
No. 25-72 Forceps 2.75 ea. 6 or more 2.50 ea. 
Your initials engra add 50¢ per forceps. 


Your 
Initials 

Engraved 
Free! 


Free Initials and Scope Sack 
with your own 


Littmann Nursescope! 


Famous Littmann nurses’ 
diaphragm stethoscope . . 

a fine precision instrument, 
with high sensitivity for 
blood pressures, apical pulse 
rate. Only 2 ozs., fits in 
pocket, with gray vinyl anti- 
collapse tubing, non-chilling 
epoxy diaphragm. 28” over- 
all. Non-rotating angled ear 
tubes and chest piece beau- 
tifully styled in choice of*5 
jewel-like colors: Goldtone, 
Silvertone, Blue, Green, Pink.* 


FREE INITIALS AND SACK! 
Your initials engraved FREE 
on chest piece; lend individ- 
ual distinction and help pre- 
vent loss. Also FREE SCOPE 
SACK included, worth $1. 
(Free sacks not personal- 
ized; add 50¢ if initials de- 
sired.) Note big savings on 
quantity orders. 
No. 216 Nursescope ...13.80 ea. ppd. 
6-11...12.80 ea. 12 or more...11.80 ea. 

Group Discounts include free Initials and Sack! 
*IMPORTANT: New ‘‘Medallion’’ styling includes tubing in 
colors to match metal parts. If desired, add $1. ea. to 
prices above; add ‘‘M’’ to Order (No. 216M) on coupon. 
No. 223 Scope Sack only... 1.00 ea. ppd. 

6 or more 75¢ ea. Gold stamped initials, add 50¢ 


25-99 pins, 15%; 100 or more pins, 20%. 
Precision-made imported forged steel. 
SCISSORS Professional quality. Guaranteed 2 years. 
purse. Choose jewelers Gold or gleaming 
Chrome plate finish on coupon 
As above, but larger for bigger jobs. Chrome finish only 
No. 4500 (412”) or No. 5500 (51”) Scissors . . . 2.75 
points. Beautifully polished finish. = 
No. 705 OR Scissors . . . 2.75 ea. 
. 2.00 ea > 
pulse rate. Chromed head tubes and chest piece with 
14%” bell and 1%” diaphragm, grey anti-collapse 


QUANTITY DISCOUNTS: 10-24 pins, deduct 10%; 
3¥%2” LISTER MINI-SCISSORS 
Tiny, handy, slip into uniform pocket or 
am No. 3500 Mini-Scissors . . . 2.75 ea. 
4¥2" or 5¥2” LISTER SCISSORS 
5¥2" OPERATING SCISSORS 
Stainless steel, with sharp/ blunt 
All scissors above: 1 doz. or more (any style) . 
Your initials engraved, add 50c per scissors 
CLAYTON DUAL STETHOSCOPE ign 
weight imported dual scope; highest sensitivity for apical ee 
tubing. 4 0z., 29” long. Extra ear plugs and 
diaphragm included Two initials engraved free. 


No. 413 Dual Steth........ 17.95 ea. 
i NURSES CHARMS & ~~. 
Finest sculptured Fisher charms, “ae © 4 
Sterling or Gold Filled (specify under COLOR on coupon) 
For bracelet or pendant chain. Add to your collection! g 


No. 263 Caduceus; No. 164 Cap; No. 68 
Grad. Hat; No. 8. Band. Scissors . . 3.49 ea. 


a 
fy“ 
@ } 
iy 14K PIERCED EARRINGS 
Ww Dainty, detailed 14K Gold caduceus, for on or off duty 
wear. Shown actual size. Gift boxed for friends, too. 
¥ No. 13/297 Earrings........ 5.95 per pair. 


PIN GUARD Sculptured caduceus, chained 


to your professional letters, each with pinback/ 
safety catch. Or replace either with class pin for 
safety. Gold finish, gift boxed. Choose RN, LPN 


or LVN No. 3420 Pin Guard... . 2.95 ea. 


ENAMELED PINS Beautifully sculptured status 


insignia, 2-color keyed, hard-fired enamel on gold plate. 


Dime-sized, pin-back. Specify RN, LPN, PN, LVN, NA, or 
RPh. on coupon. 
No. 205 Enam. Pin 1.95 ea., 12 or more 1.50 ea. 


Endura NURSE’S WATCH Fine swiss-made 


waterproof timepiece. Raised easy-to-read white numerals 
and hands on black dial, luminous markings. Red sweep- 


Y} second hand. Chrome finish, stainless back. Includes 
a black velvet strap. Gift-boxed, with 1 year guarantee. 
pet att, Very dependable. Includes 3 initials engraved FREE! 
CNAT No. 1093 Nurses Watch......... .. 19.95 ea. 
PO ; 


Prevent stains and wear! 
— Smooth, pliable pure white vinyl. Ideal 
low-cost group gifts or favors. 

No. 210-E (right), two compartments | 
with flap, gold stamped caduceus... | 
6 for 1.50, 25 or more 20¢ ea. 


° No. 791 (left) Deluxe Saver, 3 compt. 
change pocket & key chain . 
6 for 2.98, 25 or more 35¢ ea. 


Nurses’ POCKET PAL KIT 


* Handiest for busy nurses. Includes white Deluxe. 
Pocket Saver, with 5” Bandage Shear (both shown 
opposite page), Tri-Color ball-point pen, plus 
handsome little pen light . . . all silver finished. 
Change compartment, key chain. 


No, 291 Pal Kit . 49 
3 Initials engraved on ‘shears, add 50¢ per mit 


Bzzz MEMO-TIMER time hot packs, heat ay 2) 


CDA 


lamps, park meters. Remember to check vital signs 
give medication, etc. Lightweight, compact {142” dia.), 
sets to buzz 5 to 60 min. Key ring. Swiss made. A 

No. M-22 Timer....... 4.95 ea. eg 

3 or more 3.95 ea.; 6 or more 3.50 ea. i 


EXAMINING PENLIGHT 


White barrel with caduceus imprint, aluminum 
band and clip. 5” long, U.S. made, batteries included (re- 
placement batteries available any store). Your own light, gift boxed. 


No. 007 Penlight . . . 3.98 ea. Your Initials engraved, add 50¢ per Night. 
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775, a decrease of 176 members com- 
pared to 1972, she said. 

The ad hoc committee to study the 
_ problem is chaired by Fay McNaught, 
_ Winnipeg; other committee members 
; are Appolline Robichaud, Fredericton, 
and Ms. Riley. 

_ Directors appointed CNA board 
_ member, Glenna Rowsell, Fredericton, 
_ to the CNF board, replacing Roseanne 
_ Erickson, Calgary, who resigned. 

CNF directors in 1973-74 will serve 
_ a one-year term, to make CNA and CNF 
boards’ terms of office concurrent. 
(News, August 1973, p.8.) 

The Dr. Katherine E. McLaggan 
Fellowship of $4,500, awarded in June 
1973 to Sister Marie Bonin for doctoral 
study, has been returned for personal 
reasons, and one award for master’s 
level study has been reduced to $2,500 
because the recipient has been partially 
funded through another source. The 
revised statement for awards for the 
1973-74 academic year indicates that 
nine recipients share a total of $26,500. 
(News, September 1973, p.12.) 
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ed nurses have met on separate occa- 
sions with Mr. Drury, Finance Minister 
John Turner, Mr. Lalonde, and others 
to try to “get something done about 
the disastrous award,” Ms. Sear said. 
The arbitration award to the federally 
employed nurses did not give the single 
national increase they had requested; 
the award gave Atlantic region nurses 
an 18.3 percent increase over two years 
and 13 percent in the same period to 
nurses west of the Maritimes. Only in 
Ontario and Saskatchewan do federally 
employed nurses receive pay equal to 
that of nurses working for other 
employers. “At the moment, there is 
| parity in Saskatchewan but the first 
_ collective bargaining contracts are 
4 being negotiated in that province and 
i Se there will not be parity,” Ms. Sear 
said. 
_ Wally Firth, MP from Northwest 
Territories, speaking in the House of 
‘Commons on Nov. 6, supported the 
_ nurses’ requests for increased salaries, 
‘danger pay, and increased sick leave 
and vacation leave for nurses working 
in the North. He also asked that Mr. 
Drury reopen negotiations with “this 
group of people who could have cho- 
en the right to strike as a means of 
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-SpecializationinNursing = 
In keeping with its goal of the promotion of the highest oun si 
nursing care, the association recommends recognition of degrees or 
specialization within the profession. CNA regards specialization as an i 
concomitant of modern nursing that will permit nurses to acquii 
developed knowledge and skills and will facilitate use of manpower 
At the same time, CNA believes that nonspecialist nurses will continue to 
a preponderant role within the profession in virtue of their number, as 
through their influence. : 
It is the responsibility of the professional associations to evaluate the need for 
specialized nurses, to interpret their functions to allied professions and agenci 
— both governmental and private, to assist the specialization process to devel 
in an orderly manner, and to develop norms of competence. 


Education 

Specialization is acquired through academic and clinical instruction following 
a basic nursing course — diploma or baccalaureate (although options might 
be offered at the baccalaureate level). 

Specialized education should be offered by institutions of education. These 
institutions require the cooperation of the nursing profession, allied disciplines, 
hospitals, and health agencies in planning programs and clinical resources, 
as well as identifying future needs and priorities. 


J 


Levels of Specialization 

Two types of program should be offered: postdiploma or postbasic and master’s 
degree level. 

Level | — courses of short duration, leading to the granting of the title “nurse 
specialized in...” (whatever the specialty may be). . ‘ 
Level 2 — courses traditionally offered at the master’s degree level by universi- 
ties, leading to the granting of the title “specialist in clinical nursing.” 


. Areas of Specialization 

Since CNA believes basic nursing education should prepare the nurse to perform 
competently in the fields of health maintenance and primary care, specialization 
in these fields should be acquired at the master’s degree level. (It should be 
noted, however, that in the immediate future, additional courses may be 
necessary for practice in the primary care settings). 

In the area of specialized care and services, priorities can only be established 
after identifying current nursing activities, reviewing health problems in 
Canada, and assessing clients’ needs for nurses’ services. 


Regulation 

Regulation should be assumed by the nursing profession once research has 
determined the proper procedure. Until then, CNA will undertake the prepara- 
tion of voluntary, temporary standards that would determine the requirements 
for the appellation of specialized nurse. 

CNA supports the establishment of a group or society of specialized nurses and 
agrees with the principle of formal liaison between this group and CNA. 


Remuneration 

Existing CNA policy should apply to specialized nurses: remuneration should be 
on the basis of a salary that is adequate; competitive; and reflects respon- 
sibility, experience, educational qualifications, and seniority. 


(Accepted by the CNA board of directors on October | 8-19, 1973) 


contract dispute settlement, but instead 
opted for arbitration.” 

In answer to a question by J.M. 
Forrestall, MP for Dartmouth-Halifax 
East, in the House of Commons on 
Nov. 6, Mr. Drury said that the arbitra- 
tion award is final and binding. But 
the government would be prepared to 
undertake a study to be conducted 


jointly by the departments employing 


nurses — the departments of national 
defence, veterans affairs, health and 
welfare, and the Canadian penitentiary 
service. 

“This study will, in recognition of 
the evolution of the nursing profession, 
review the utilization and professional 
development of nurses, examine the 
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work environment, relationships 
between employees and management, 
and other features and characteristics 
of the nursing group in the public ser- 
vice,” he said. 

In a letter, Mr. Drury told Ms. Sear, 
“The object of the study is to arrive at 
a conclusion that will ensure the high 
motivation of our nursing group on the 
maintenance of efficient nursing care.” 

In a telephone conference on Nov. 6, 
Mr. Drury’s letter was read and discus- 
sed with nurses representing the re- 
gional subgroups of federal nurses in 
Halifax, Montreal, London, Toronto, 
Winnipeg, Regina, Calgary, Edmon- 
ton, Vancouver, Whitehorse, and 
Sioux Lookout. “Nurses will ask for 
representation on the study group,” 
Ms. Sear told The Canadian Nurse. 

Louise Tod, vice-chairman of the 
federal nurses, said: “Members of the 
executive of the federal nurses recog- 
nize that the arbitral award is final 
and binding. Nurses must abide by it. 

“The only way the arbitration award 
could be changed would have been by 
a joint application by both parties (the 
treasury board and the federal nurses of 
Canada), to have the award amended. 
Mr. Drury chose not to consider this 
option, although evidence indicates 
that the award is grossly unfair to nurses 
employed in the federal services. 

“In preparation for future negotia- 
tions, it can be anticipated that federal 
nurses will be considering the strike 
route in preference to arbitration,” Ms. 
Tod told The Canadian Nurse. The 
next nurses’ contract will be negotiat- 
ed in the autumn 1974. 


SRNA Ends All Involvement 

In Collective Bargaining 

After Supreme Court Ruling 

Regina, Sask.—The nine-member 
council of the Saskatchewan Register- 
ed Nurses’ Association has passed a 
resolution ending SRNA’s collective 
bargaining responsibility. 

This decision was taken as a result 
of the October 29, 1973 Supreme Court 
of Canada ruling on the Nipawin and 
District Staff Nurses’ Association 
(News, August 1973, page 9). 

The Supreme Court upheld the 
January 1973 decision of the Saskat- 
chewan Labour Relations Board, which 
dismissed the Nipawin association’s 
application for certification, on the 
grounds that it was assisted in_ its 
formation by a company-dominated 


i gl 


~ positions 


In 
frequently on its council. 
ith its new resolution, the SRNA 
council prohibits any council member, 
representative, or employee of the 
association from becoming involved 
in the formation or administration of a 
labor organization. It also prohibits 
interference, financial support, or any 
other support to such an organization. 

At the same time, the council ap- 
proved a motion that terminated the 
employment of SRNA’s employment 
relations officer, who was responsible 
for the association’s collective bargain- 
ing activities. 

In the past, SRNA has assisted — 
financially and otherwise — those 
groups of nurses who wished to be- 
come certified as bargainin ents 
under the Saskatchewan Trade Union 
Act. It has also assisted a committee of 
general staff nurses, which has bargain- 
ed with a committee of the Sask atche- 
wan Hospital Association for a model 
agreement with respect to salaries and 
working conditions. 

This voluntary form of provincial | 
negotiations has been going on since 
1968. The SRNA and SHA committees 
were to begin negotiations for a 1974 
model agreement the last week of 
November, 1973. The current model 
agreement expires at the end of 1973. 

At the annual meeting of SRNA last 
June, D.K. MacPherson, the associa- 
tion’s legal consultant in labor matters, 
warned that if the Supreme Court up- 
held the labor relations board decision, 
the staff nurses’ associations already 
certified would have to reorganize 
themselves, and a separate provincial 
association would have to be establish- 
ed for collective bargaining. 

The Canadian Nurse has received 
comments from several persons in 
other provinces regarding the Supreme 
Court decision. C.R. Brookbank, a 
professor in the department of com- 
merce at Dalhousie University in 
Halifax, Nova Scotia, said: 

“This decision...has far-reaching 
implications for the future of nursing 
as a profession. It places in jeopardy 
the collective bargaining relationships 
that now prevail between nurses and— 
their employers in almost every prov-— 
ince... ..If it becomes a precedent, the — 
psychological division between senior — 
nurses — many of whom are in admin- 
istration — and their younger col- 
leagues —many of whom are just 
starting out in the ranks — will widen 

As member-at-large for social and 
economic welfare on the board of di: 
rectors of the Canadian Nu 


~ Pampers 


gives 


you both 


a break 


Keeps . 
him drier 


Instead of holding 
moisture, Pampers 
hydrophobic top sheet 
allows it to pass 
through and get 
“trapped” in the 
absorbent wadding 


underneath. The inner | 


sheet stays drier, and 
baby’s bottom stays 
drier than it would in 
cloth diapers. 


Saves 
you time 


Pampers construction 
helps prevent moisture 
from soaking through 
and soiling linens. Asa 
result of this superior 
containment, shirts, 
sheets, blankets and 
bed pads don’t have to 
be changed as often 

as they would with 
conventional cloth 
diapers. And when less 
time is spent changing 
linens, those who take 
care of babies have 
more time to spend on 
other tasks. 


PROCTER & GAMBLE CAR-322 


The new Posey products shown 
here are but a few included in the 
complete Posey Line. Since the 
introduction of the original Posey 
Safety Belt .in 1937, the Posey 
Company has specialized in 
hospital and nursing products 
which provide maximum patient 
protection and ease of care. To 
insure the original quality product, 
always specify the Posey brand 
name when ordering. 


The Posey “Swiss Cheese” Heel 
Protector has new hook and eye 
fasteners for easy application and 
sure fit. Available in convoluted 
porous foam or synthetic fur lin- 
ing. #6121 (fur lining), #6122 
(foam), $4.80 pr. 


a, 


The Posey Foot Elevator protects 


pressure sensitive feet by keeping 
them completely off sheets. A 
washable flannel liner protects the 
ankle. Soft polyurethane foam ring 


The Posey Elbow Protector helps 
eliminate pressure sores and fric- 
tion burns. Three models are avail- 
able. #6220 (synthetic fur w/out 
olastic lining), $5.25 pair. 


with slick plastic shell allows pa- 
tient to move his foot freely. 
#6530 (4 inch width ), $7.80. 


The Posey Ventilated Heel Pro- 
tector helps prevent friction and 


The Posey Foot-Guard with new skin breakdown while allowing 
“T” bar stabilizer simultaneously free movement. The newly devel- 


keeps weight of bedding off foot, oped closure holds heel protector 
helps prevent foot drop and foot on the most restless patient. #6110 
rotation. #6412, $21.00. (w/plastic shell), $7.80 pr. 


Send for the free all new POSEY catalog — supersedes all previous editions. 


Please insist on Posey Quality — specify the Posey Brand name. 


Send your order today! 


POSEY PRODUCTS 
Stocked in Canada 


ENNS & GILMORE LIMITED 
1033 Rangeview Road 
Port Credit, Ontario, Canada 


14 THE CANADIAN NURSE 


news 


(Continued from page 12) 

ciation, Glenna Rowsell told The 
Canadian Nurse this was “an unfor- 
tunate decision.” CNA has always said 
in principle that collective bargaining 
should come under the umbrella of the 
provincial associations, she pointed out. 

“Nurses should be responsible for 
their own social-economic welfare,” 
said Ms. Rowsell. She emphasized 
that all professional associations have 
some responsibilities in protecting the 
social-economic interests of their 
members, even though they may be 
limited in what they can do for certain 
groups by legislation. “That function 
1s always with us,” she added. 

The Supreme Court decision does 
not affect nurses in New Brunswick, 
as their legislation is different, Ms. 
Rowsell noted. In that province, col- 
lective bargaining for nurses is carried 
out by the N.B. Provincial Collective 
Bargaining Councils, which employ 
Ms. Rowsell as employment relations 
officer. She is a consultant on social- 
economic welfare matters to the New 
Brunswick Association of Registered 
Nurses. 

However, the situation in Ontario 
has been similar to that in Saskatche- 
wan. The employment relations depart- 
ment of the Registered Nurses’ Asso- 
ciation of Ontario has helped hospital 
staff nurses’ associations organize. 
These independent associations have 
to be certified as bargaining agents by 
the Ontario labor relations board, as in 
Saskatchewan. 

Anne Gribben,: director of RNAO 
employment relations, said it is “regret- 
table that the Supreme Court has upheld 
the Saskatchewan Labour Relations 
Board.” The board did not make a 
wise decision, she said, because it did 
not prove there was management 
control. 

According to Ms. Gribben, a nurse 
who sits on a professional association’s 
board of directors is not there because 
of the position she holds. She is there as — 
a professional representing nursing as — 
a whole, and is not playing a partisan 
role. 

“This type of ruling should not affect 
our collective bargaining,” said Ms. 
Gribben, because ‘“‘nurses have found- 
ed the Ontario Nurses’ Association” 
(News, December 1973, page 15). 
The ONA is separate from the RNAO, 
but its status as a union has not been 
proven yet. 

Labor legislation in both Ontario ~ 
and Saskatchewan state that decisions — 
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| VD Program Involved Entire City 

_ Symposium On Gonorrhea Told 

Ottawa — The first VD Counterattack 

_ program in Philadelphia resulted in 
; a dramatic increase in the number of 
i persons with gonorrhea who were treated 

in the city and also resulted in the 
_ introduction of VD education into 20 
high schools, Joseph A. Chiappa told 
_ the International Symposium on Gon- 

= pepe October 25. 

_ In his report, the acting executive 
director of the United States Alliance 
for the Eradication of Venereal Disease 

described the organization and effec- 
tiveness of “VD Counterattack — the 

most comprehensive community VD 
involvement program of all time,” 

which was carried out in Philadelphia. 

This ambitious program was based 
on the idea that if masses of people can 

learn to think of VD objectively as a 


—e QO" Be Vee 


can talk about, and that anyone can do 
something about, greater numbers of 
infected persons will seek diagnosis 
and treatment. 

The organization of the VD Coun- 
terattack began in October 1971 and 
culminated in a march through the 
city in April 1972. Some three-quarters 
of the marchers were teen-agers. There 
were also 100 nurses and 200 medical 
students involved in conducting orienta- 
tion sessions for the marchers and 
manning 28 temporary clinics. 

In this Philadelphia Counterattack, 
the city was divided into 10 major 
districts that contained 50 orientation 
depots in the high schools. The goal 
was to recruit 50,000 volunteers who 
would each visit 10 homes to talk about 
VD. Although this goal was not com- 
pletely realized, VD literature did enter 
some 400,000 homes. 

Participation in the Counterattack 
included 25,000 citizens, 60 local busi- 
nesses and civic organizations, and all 
| the local television stations. More than 
$200,000 worth of media time and 
.| Space was donated. 

; Mr. Chiappa noted some of the 
;} results of the VD control program in 
:) Philadelphia: “More than 9,500 cases 
of gonorrhea were treated in the 12- 
month period over and above what 
| could reasonably have been expected. 
| Another almost unique phenomenon is 
ihe among privately-treated cases. .. , 

emales outnumber males by 1.5 to 1. 
| There are few other cities in which 
44 the situation isn’t almost the opposite.” 
_ Asecond Philadelphia Counterattack 
» being planned and Counterattacks 
‘In as many as 150 U.S. cities are being 


Saskatchewan | m 
ght to strike, but nurses in Onta- 


disease that anyone can get, that anyone’ 


VD has be 
ized to expand the ‘Program: thr 
the state. 


Newfoundland Nurses Accept 
New Government Contract Offer 
St. John’s, Nfld. —Members of the 
nurses’ bargaining unit who rejected 
a one-year collective agreement last 
August (News, October 1973, page 7), 
have accepted a new government offer. 
The negotiating team of the Asso- 
ciation of Registered Nurses of New- 
foundland worked out a_ two-year 
agreement with the provincial govern- 
ment. This agreement gives a Nurse I| 
a starting salary of $6,900 retroactive 
to April 1, 1973 —a IS percent in- 
crease over the 1971-73 rate of $6,000. 


On April 1, 1974 a Nurse I will receive: 


$7,452 in step | —an 8 percent in- 
crease over the April 1973 rate. 


In addition, full-time nurses on staff 
1973, who continued on staff 


April 1, 
to August 31, 1973, received a block 
payment of $200. On September 1, 
1974, salary scales for all classifications 
will be increased by $200. 

In the past, nurses in the province 
did not receive recognition for their 
nursing experience. However, the new 
agreement does give recognition for 
previous experience. Nurses who were 
on staff March 31, 1973 will advance 
one step on the revised pay range, ef- 
fective from April 1, 1973. Again on 
March 31, 1974, nurses who are on 
staff will advance one step. 

During the year April 1, 1973 to 
March 31, 1974, one step for each 
two years of experience will be allow- 
ed on appointment. Between April 
1, 1974 and March 31, 1975, nurses 
will be allowed one step for each two 


years of experience, to a maximum of 


three steps, on appointment. 

This collective agreement covers 
some 2,000 RNs who work in hospitals 
and health agencies throughout New- 
foundland. 


Worldwide Gonorrhea Problem 
Brings Researchers Together 

Ottawa — Because of the alarming 
increase in gonorrhea around the world 
since the 1960s, and the difficulty of 
diagnosis and control of this infectious 
disease, the health protection branch 
of Health and Welfare Canada invited 
researchers from various countries to 
an international symposium on gonor- 
rhea October 24 and 25. 

The technical aspects of diagnostic 
testing, the effectiveness of screening 
programs and of different antibiotics, 
and work being done on vaccines were 
among the topics on the program. One 


“atme 
is still penicilli ; 

Describing the seriou 
onorrhea problem in 
tan Acres of the health 
branch noted that with — 
visitors from overseas last 
more was exchanged than to 
lars.” Although gonorrhea > 
not as high as they were ese 
War II, more cases are being id 
now than at any other time, he sai 

Dr. Acres expressed pessimism pe 
the control of the disease. He pointed 
out that only about 10 percent of 
gonorrhea cases are reported and that 
there were approximately one-half 
million cases in Canada last year. Of 
the three methods of control — contact 
tracing, education, and case detection 
— the latter is “one of the few rays of 
hope on the horizon now,” said Dr. 
Acres. 

Most of the invited speakers were 
from the United States. Dr. Arnold 
Schroeter of the Mayo Clinic School of 
Medicine in Rochester, Minnesota, 
explained: “Gonorrhea in the male is 
predominately a symptomatic disease, 
motivating most patients to seek med- 
ical attention; nevertheless, approxima- 
tely 5 to 11 percent of males seen in 
the venereal disease clinics are asymp- 
tomatic. However, 80 percent of fe- 
males with gonorrhea are asymptomatic 
and remain in the population as an 
infectious reservoir . A 

Dr. H. Hunter Handsfield, US: 
Naval Hospital, Long Beach, Califor- 
nia, referred to a study of 100 women 
with acute salpingitis —‘“‘the most 
costly form of gonorrhea” because of 
its prevalence, cost of hospitalization, 
and high rate of resulting infertility. 

Compared with patients seen in a 
Seattle, Washington, VD clinic, 23 per- 
cent of the women in the study had an 
intrauterine device in place when 
salpingitis developed, compared with 
10 percent among patients in the VD 
clinic, Dr. Handsfield reported. He 
said, “This suggests that the presence 
of an IUD is a factor which predisposes 
to acute salpingitis.” 

Dr. Robert Rendtorff, a professor in 
the department of community medicine 
at the University of Tennessee, spoke 
of the cost of uncontrolled gonorrhea in 
women. “It is the female coming to 
the hospital with the onset of an acute 
episode of... pelvic inflammatory 
disease (PID) or with other complica- 
tions of gonorrhea that looms as to- 
day’s number one VD problem.” 

Dr. Rendtorff said PID is the great- 
est complication of gonorrhea in wo- 
men. The sequelae of PID constitute 
a group of conditions that can “add 
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ably not only to the cost of the 

but to the devastating effects 

the patient. These include recur- 
es and relapses of the infection or 


pain and menstrual abnormali- 
. Sterility...is an old and well- 
gnized problem .. . .” 
He told his audience: “It is impor- 
tant to recognize that the majority of 
the serious sequelae of PID often ap- 
pears months to years after the gono- 
coccus has done its damage.” 
_ No mention was made during the 
symposium of basic education for 
_ nurses, although two nurses participat- 
ed in reaction panels. Gail Wright, a 
nurse epidemiologist with the Ontario 
Ministry of Health in Toronto, said 
| the nurse usually has the first contact 
| with the person who wants information 
i on VD and is afraid he has a problem. 


ur 
2 


Nurses must correct misunderstanding 
and misconceptions, she added. 
| Ms. Wright said it is vital for the 
i nurse to understand both her role on 
i the health team and the epidem iological 
implications of infection. She also de- 
scribed the one-day seminars and three 
and a half-day courses for nurses she 
} conducts in health units throughout 
Ontario. 
A young nurse from British Colum- 
\| bia offered interesting observations 
about the problems associated with the 
influx of transient young people in 
Vancouver and the response to their 
needs for housing and health care. 
Trudi Ruiterman, who is with the 
British Columbia department of health 
| services in Vancouver, referred to the 
work nurses are doing in some of the 
| new free clinics in the city. One of 
these is awomen’s clinic, where women 
are motivated to treat themselves and 
learn to do smears and cultures. A 
male nurse from the B.C. health de- 
partment works at a clinic for homo- 
sexuals one night a week. 
“The free clinics in Vancouver see 
800 to 900 kids a month,” Ms. Ruiter- 
man told The Canadian Nurse. She 
also pointed out that British Columbia 
is the only province where VD clinics 
are run by nurses. ‘We rely a lot on 
public health nurses to carry out the 
VD program,” she added. 


HH Alberta Nurses And Hospitals 

| Accept Conciliation Board Award 

i Edmonton, Alta. — Staff nurses’ as- 
. sociations and hospital boards in the 
51 hospitals involved in group bar- 


| 

| 
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of $550 a month. 
The new salary for a staff nurse, 


_ effective April 1, 1973, starts at $605. 


Effective November |, 1973, it is $625 
and April 1, 1974, $665. 

The proposal presented by the Al- 
berta Association of Registered Nurses 
on behalf of the 51 staff nurses’ as- 
sociations was similar to the proposal 
accepted by the nurses at Edmonton’s 
Royal Alexandra Hospital earlier this 
year (News, July 1973, page 12). 

Yvonne Chapman, AARN employ- 
ment relations officer, explained that 
the Royal Alexandra Hospital and its 
staff nurses’ association were not in- 
volved in the group bargaining, which 
began in January 1973, because the 
contract at the hospital expired three 
months before the other contracts. 

According to Ms. Chapman, AARN 
and the Alberta Hospital Association 
developed the system of group negotia- 
tions to avoid duplication of effort and 
to shorten the bargaining process. To 
participate in the group, a collective 
agreement must be in effect, both the 
staff nurses’ association and the indi- 
vidual hospital board must wish to 
Participate, and authority to bargain 
must be given to AARN by the staff 
nurses’ association and to AHA by 
the hospital board involved. 

If either the staff nurses’ association 
or the board of a hospital choose to 
remain outside the group, negotiations 
take place on an individual basis at the 
local level. 

The AHA has recommended that the 
terms of the group award be incorporat- 
ed into the personnel policies of those 
hospitals without a formal collective 
agreement. 


Ont. Red Cross Society 

Offers Bursary To Nurses 

Toronto, Ont.— A $1,000 bursary is 
being offered by the Volunteer Nursing 
Committee of the Ontario division, the 
Canadian Red Cross Society, to grad- 
uate nurses registered in Ontario. 

The award for the 1974-75 academic 
year will enable an Ontario nurse to 
undertake further studies in nursing 
at the degree level. The successful can- 
didate will be selected on the basis of 
training, nursing experience, and 
leadership qualities. Consideration will 
be given to the applicant’s expected con- 
tribution to nursing in Ontario. 

Interested nurses may obtain appli- 
cation forms and further information 
from: Eleanor Mitchell at The Canadian 
Red Cross Society, 460 Jarvis Street, 


Code For Nurses Among Topics 
Discussed By ICN Committee | 
Geneva, Switzerland — The new pro- 
fessional services committee of the 
International Council of Nurses met at 
ICN headquarters September 3 to 5, 
1973. Discussion of the Code for 
Nurses, the ICN definition of “nurse,” 
and career ladder concepts in nursing 
highlighted the meeting. 

At its September meeting, the com- 
mittee finished the wording of the Code 
for Nurses. Last May, the CNR adopted 
the Code with two amendments, one 
noting that aspects of the “spiritual 
environment” should be included. The 
wording adopted for addition to the 
Code is: “The nurse, in providing care, 
promotes an environment in which the 
values, customs, and spiritual beliefs 
of the individual are respected.” 

The Code for Nurses is now available 
in English, French, and Spanish ver- 
sions from ICN headquarters. The cost 
is $.75 (U.S.). 

After receiving information on the 
definition of nursing adopted by the 
CNR in Mexico, the professional ser- 
vices committee decided that terms 
used in the definition will need clari-’ 
fication. 

The definition adopted in May by 
the CNR states: “A nurse is a person 
who has completed a program of basic 
nursing education and is qualified in 
her/his country to provide responsible 
and competent professional service for 
the promotion of health, the preven- 
tion of illness, the care of the sick, and 
rehabilitation. Basic nursing education 
is a planned educational program, 
which provides a broad and sound 
foundation for the effective practice 
of professional nursing and a basis for 
postbasic education.” 

The committee agreed to recommend 
to the ICN board of directors “that the 
definition be examined not only for use 
as a membership criterion, but also as — 
a general statement to be used by 
national associations in identifying 
nursing practice.” This recommendation 
will go before the ICN board in March 
1974. 

Committee members began prelimin- — 
ary discussions of the concepts of the — 
career ladder in nursing. They agreed 
that at their next meeting they would 
concentrate on the movement of nurses — 
from one category to another, on move- — 
ment within the nursing hierarchy, and 
on careers within the health fields. The: 
committee is studying this issue to make 
recommendations to the ICN board ) 
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way to prepare Xylocaine infusions 
for life threatening arrhythmias 
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contains 200 mg/ml Xylocaine and can be 
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_ Mosby’s COMPREHENSIVE 
REVIEW OF NURSING 


A close examination of the entire spectrum of 
nursing, this respected work correlates nursing 
arts and basic science knowledge with clinical 
nursing. Revised to incorporate current ideas 
and developments, it features expanded cover- 
age of medical-surgical, pediatric, and rehabilita- 
tion nursing. A completely updated section on 
fundamentals discusses the changing health care 
system the problem solving process, and more. 


By an editorial panel of 12, September, 1973, 8th 
edition, 645 pages plus FM I-XII, 74%” x 10%”. 
Price, $11.05. 


New Volume IV! 


CURRENT CONCEPTS 
IN CLINICAL NURSING 


Lively articles deal with vital topics in four ma- 
jor nursing fields. The psychiatric section dis- 
cusses the nurse as a therapeutic agent working 
with persons in other health disciplines. Impli- 
cations for individuals in all phases of the life 
cycle are explored in the maternity nursing sec- 
tion. The medical-surgical section features arti- 
cles on patients with specific injuries and pin- 
points legal aspects of nursing. The need to 
work with children in their total family situa- 
tion is emphasized in the pediatric section. 


Edited by EDITH H. ANDERSON, R.N., Ph.D.; 
BETTY S. BERGERSEN, R.N., Ed.D.; MARGERY 
DUFFEY, R.N., Ph.D.; MARY LOHR, R.N., Ed.D.; 
and MARION H. ROSE, R.N., Ph.D.; with 43 con- 
tributors, December, 1973. Volume IV, approx, 448 
pages, 7’’x 10”, 37 illustrations, About $17.60. 


New 2nd Edition! 
Burrell-Burrelll 


INTENSIVE NURSING CARE 


Thoroughly updated, this edition includes two 
new chapters: one on basic anatomy and physiol- 
ogy of the nervous system; the other on burns, 
prepared with the expert assistance of another 
oti author, Florence Jacoby. Further dis- 
Cussions outline: salient points of physical ex- 
amination; mechanisms of shock; new electrode 
placing; and central venous pressure monitoring. 
A reorganization of drug classification makes 
primary and secondary drug effects more easily 
understood. 


By LENETTE OWENS BURRELL, R.N., B.S., M.S.N.; 
and ZEB L, BURRELL, Jr., A.B., M.D., F.A.C.P, June, 
1973, 2nd edition, 360 pages plus FM I-XVI, 7” x 10”, 
84 illustrations with drawings by WEONA WRIGHT. 
Price, $10.25. 


RINGING IN THE NEW 


start off ‘74 with these new books from 
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A New Book! 
Fowkes-Hunn 


CLINICAL ASSESSMENT FOR 
THE NURSE PRACTITIONER 


Recognizing the fact that you face 
increased responsibility for patient 
care, the authors provide an over- 
view of the clinical diagnostic pro- 
cess. Discussions include: the essen- 
tials of patient history-taking; per- 
forming a physical examination; 
keeping meaningful patient records; 
and ordering and interpreting ap- 
propriate laboratory studies. 


By WILLIAM C, FOWKES, Jr., M.D.; and 
VIRGINIA K, HUNN, R.N., B.S.N. Au- 
gust, 1973. 190 pages plus FM I-X, 7” x 
10”, 36 illustrations, Price, $6.30. 


New 3rd Edition! 
Cherescavich 


A TEXTBOOK FOR 
NURSING ASSISTANTS 


As nursing matures into a truly clinical and 
therapeutic profession, the role of the nursing 
assistant similarly matures. This volume focuses 
on the nursing assistant as a team member in the 
health care delivery system, providing practical 
advice on patient needs and how the assistant 
can best meet these needs. Emphasis is placed 
on the use of disposable equipment, with 
material on reusable types deleted. 


By GERTRUDE D. CHERESCAVICH, R.N., B.S., 
M.S. June, 1973. 3rd edition, 442 pages plus FM I-XH, 
7” x 10”, 179 illustrations, Price, $10.00. 


MOSBY 


TIMES MIRROR 
THE C. V. MOSBY COMPANY, LTD. 
86 NORTHLINE ROAD 
TORONTO, ONTARIO 
M4B 3E5 


- DECEMBER 1973 


‘ 


—| 


Independence for 
phocomelic children 


The thalidomide babies in Canada are preteens now, and those who have 
upper-extremity phocomelia need additional skill training. Children who 
earlier accepted help from parents and teachers now want and need to be 
independent. The author describes ways in which these limb-deficient chil- 
dren may be assisted to become more independent. 


Denise Mauger Coté, P/OT Reg. 


Some mothers who took the drug thal- 
idomide during the period of gestation 
when limb buds were being formed had 
children with phocomelia, which is an 
absence of the central elements of the 
limb. This means, literally, “limbs like 
a seal.” All of the deformities seen in 
the thalidomide babies are found in one 
form or another in sporadic cases else- 
where and occur from other causes as 
well.* 

In Eastern Canada the phocomelia 
produced by thalidomide is more prom- 
inent in the upper than the lower ex- 
tremities. The thalidomide babies are 
preteens now, and those with phoco- 
melia need additional skill training. 
Children who earlier accepted help 
from parents and teachers now want 
and need to be independent, especially 
in dressing and toileting themselves. 


Linda 

Linda is a 10-year-old girl who was 
born with short, bilateral, upper-ex- 
tremity phocomelia. On the left side, 


* California, University at Los Angeles, 
Child amputee prosthetics project, The 
Limb-deficient Child, Berkeley and Los 
Angeles, University of Calif. Press, 1963. 


she has one finger attached to her shoul- 
der; the limb measures, from the top 
of the acromion to the distal end of the 
finger, approximately 7/2 cm. On the 
right side, the limb is approximately 9 
cm long and has two little digits at- 
tached to a partial hand. 

When first evaluated at the age of 
12 months, she was not using her upper 
limbs at all, except for sucking the right 
one. At the age of 15 months, she was 
fitted with bilateral upper-extremity 
prostheses, which she has used quite 
regularly since then. Linda wore her 
prostheses only tor specific activities so 
she was also encouraged to use her 
phocomelic hands, to increase their 
function. Prehension of small and light 
objects is possible by adduction of the 
two fingers of her right hand, but limited 
because of the size of the fingers. When 
holding heavier or larger objects, Linda 
stabilizes them between the palmar 


Ms. Coté was assistant head of the occupa- 
tional therapy service at the Rehabilitation 
Institute of Montreal at the time this 
article was written. She is a graduate of 
the physio-occupational therapy program 
at the School of Rehabilitation, University 
of Montreal, Montreal, Quebec. 
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Figure 1; Linda uses the long-handled, double fork covered 
with plastic to push her pants down. 


aspect of her hand and her chin. Move- 
ments at shoulder level are possible, 
but limited and weak. 

Her hand is positioned in adduction 
to the chest, slightly bent and mostly 
supinated. Movements exist in the left 
finger but they are limited. This digit 
can Only be used to hold something light 
by flapping it against her chest. 

Because of the length of her hands, 
Linda cannot reach for objects and must 
compensate by using her mouth or her 
tongue and by using many trunk and leg 
movements. She cannot join her two 
hands, and all bilateral activities are im- 
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possible with her phocomelic hands. 

Linda goes to a regular school where 
she is now in sixth grade. At school, she 
performs most of her activities 
with her prostheses, but at home, when 
not wearing artificial arms, she uses 
only her right hand, whose function is 
limited. 

Until recently, Linda was dependent 
for most activities of daily living. She 
could eat independently with her phoco- 
melic hand, but it was difficult. She 
could undress almost independently, 
using her feet and her mouth to pull 
clothes down and to remove them; 


whenever possible, she used her right 
hand. 

To undress, Linda must first remove 
her prostheses, which she wears over 
a short-sleeved sweater or under a shirt. 
To cover the prostheses, she wears a 
long-sleeved smock, blouse, or dress, 
opened at the front and fastened with 
Velcro, as she cannot do buttons. When 
both the prostheses and the smock are 
removed, she can proceed to undress. 

The only difficulty Linda encoun- 
tered was to pull slacks and panties 
down; Linda said she used a door knob 
at home to push her pants down over 
her hips and then she pulled them off 
with her feet. To dress, she used mainly 
her feet and needed a lot of assistance. 

To make her as independent as pos- 
sible, a long-handled hook was given to 
Linda (Figures ],2). At the beginning, 
she could scarcely handle the hook 
because of the limited strength and 
movement in her right hand, but after 
a few weeks of practice she succeeded. 

Linda was dependent on help to go 
to the bathroom; to avoid problems at 
school, she was trained to go at a specif- 
ic time during the day while at home, 
where she could have help. When she 
is wearing her prostheses, Linda cannot, 
for the time being, go to the bathroom 
alone, as the prostheses inhibit free 
movements of the trunk which are es- 
sential to pull pants down and up. If she 
removes her prostheses, which she can 
easily do without help, she is then able 
to manage by using the hook to pull her 
pants down and up. 

Because of the length of her hands, 
she cannot use toilet paper to wipe 
herself after urinating. She was given 
a plastic spatula, slightly curved, around 
which she wraps the toilet paper (Figure 
4). By holding it with her right hand 
and bending forward with her legs 
apart, she can reach far enough to clean 
herself. 

Linda has reached a degree of in- 
dependence while being trained, but it 
will take time and practice for her to 
become independent. 


Limitations 
A child, born with deformities of © 
one or more limbs, will experience some — 
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limitations during the different phases 
of motor-development and probably 
later, when mastering manual skills 
and functional daily activities. These 
limitations may be minimal if the child 
develops compensations or substitution 
patterns that permit him to follow the 
normal process of development. 

To achieve a certain independence, 
a limb-deficient child must compensate 
for the limitations of his upper limbs 
by using his mouth, legs, feet or move- 
ments of his trunk to reach and to pull 
up and to push down his clothes. 

The child with severe bilateral de- 
formities of the upper extremities who 
has some means of prehension, such as 
partial hands and digits, should be less 
limited than the one who has stumps, 
as he will be able to grasp, hold, pull, 
and stabilize, using adduction or flexion 
of his fingers. 

For the past 18 months, a program 
has been carried out at the Rehabilita- 
tion Institute of Montreal with a group 
of 10- to 12-year-old youngsters with 
phocomelia, including Linda, to help 
them achieve independence in activities 
of daily living (ADL), especially self- 
care: toileting and dressing. 

Although all children in this group 
have bilateral upper-extremity phoco- 
melia, both sides are not equally in- 
volved. The length of the phocomelic 
hand varies from one digit attached to 
the shoulder, to part of an arm and/or 
a hand with fingers, which reaches 
approximately half-way between shoul- 
der and waist level. 

The position of the phocomelic hand 
also varies from one child to another, 
but in most cases the hand is lying 
against the chest in adduction, flat or 
slightly curved in flexion. All fingers 
are not functional, that is, they cannot 
be used for prehension and manipula- 
tion because of limitations in range of 
motion, stiffness of joints, and deviation, 
and also because of muscular weakness. 
The movements (elevation and abduc- 
tion) in the proximal part of the limb 
are, in most cases, limited and weak. 

With a longer phocomelic hand, an 
articulation is present between the hand 
and the shortened arm; movements of 
flexion and extension are possible, but 
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Figure 2; A suction cup at the top of the hook lets Linda 
use her chin for pushing down. 


the child cannot always extend his hand 
and maintain it in this position without 
using his mouth, his chin, or his cheek 
to assist the movement. 


Dependence 

The future problem of dependence 
in ADL, such as dressing, undressing, 
and toileting, was evident at initial 
evaluation when the children were 
babies. The decision at that time was 
not to anticipate those problems but 
to wait until they arose. This happened 
when the phocomelic children entered 
regular school; they were expected by 


their teachers to be able to look after 
themselves as their classmates did. 

A first attempt to search for inde- 
pendence was made at that time with 
a few phocomelics, but without much 
success. We realized that to carry out 
the ADL training, the child has to be 
highly motivated to manage on his own 
and that the cooperation of his parents, 
especially his mother who spends more 
time with him, was important. 

The mother’s attitude toward the 
independence of her child influences, 
his performance greatly. This is why, 
prior to referral to the occupational 
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a nhc or both parents 
the physiatrist and the social 
The parents are informed about 
iild’s condition and about what 
n expect from him, and they are 
to accept him positively, seeing 
m with what he has, and not with 
what he is missing. The importance of 
parental collaboration is stressed, be- 
_ cause whatever the child will learn 
_ while being trained for independence 
_ must be practiced regularly at home, so 
he can perform all activities easily and 
achieve a good functional speed. 
_- -‘The purpose of the evaluation of 
i a limb-deficient child, as it is done in 
| occupational therapy, is to observe how 
____ the child uses the remaining parts of his 
i upper limbs in different activities and 
q to detect substitution patterns, if any 
are present. 
With our group of phocomelic pa- 
| tients, the major problems of depen- 
dence were noted in self-care activities, 
} such as dressing and undressing, hy- 
i giene, and toileting. All children whom 
we evaluated and trained in our recent 
program are attending regular school, 
except for one who is in a special class 
because of hearing and speech problems 
associated with the limb-deficiencies. 
The children were independent for feed- 
ing and for most school activities, such 
as writing, cutting with scissors, manip- 
ulating papers and books, and for play 
activities. 
Their physical limitations in different 
] activities were due to the inability to 
reach waist and hip level because of the 
length of the upper limbs, lack of 
strength and movement to pull up and 
push down with phocomelic hands, 
muscular weakness in finger move- 
ments, and difficulty in using both 
phocomelic hands simultaneously. 


Training 

Knowing the functional limitations 
of each child, we organized a training 
program that aims at maximum inde- 
pendence. 

First, functional and play activities 


i function in both phocomelic hands. 
i We try to increase the range of move- 
i ments at shoulder level and to strengthen 
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the prehension, or the grip, of the 


are done with the child to improve ~ 


fingers. The child is supervised closely 


so he will not use substitute movements. 


The second step toward independence 
is to develop maximum mobility of the 
spine, specifically of the lumbar region, 
and mobility of the hips so the child 
will be able to reach the perineal region 
with his phocomelic hands, for personal 
care. The movements of abduction, 
external rotation, and flexion of the 
hips are encouraged to enable the child 
to use his feet for different activities. 

The use of feet is not specifically 
stimulated for functional activities, but 
the child with severe upper-limb defi- 
ciencies is not discouraged to use them; 
for some activities, such as personal 
care, it is the only way for him to 
become independent. If the child lives 
in a normal milieu and goes to a 
regular school, he will not be accepted 
socially if he uses his feet for activities 
such as eating and writing; but in his 
private life, he should be free to act 
according to what is best for him. The 
important factor is his independence, 
no matter how he achieves it. 


Clothes 

The type of clothes the child wears 
is an important factor when searching 
for independence. If he wears loose- 
fitting pants and underwear, front- 
opened shirts and dresses, he will be 
able to dress and undress independently 
without the use of adaptations. 

Specially designed or adapted clothes 
are avoided as much as possible and 
only recommended to the parents if the 
child cannot manage otherwise. These 
clothes make the child look too different 
from other children and demand time 
and initiative from his mother, who will 
have to make or adapt her child’s 
clothes. If special clothes have to be 
used, the therapist will adapt one sample 
and try it on the child to demonstrate 
to the mother and to practice with the 
child while he is being trained; then the 
mother will adapt other clothes at 
home. 

We have discovered that standard 
clothes, opening in the front, fastened 
with zippers instead of buttons, and 
loosely fitted will facilitate indepen- 
dence. We also suggest that parents 


choose pants with loose elastic at the 
waist instead of a waist band fastened 
with snaps, hooks, or buttons, which 
the child may not be able to manage 
without adaptations. 

Silk or cotton underwear or panties, 
instead of those made of stretchy mate- 
rial, are strongly recommended as they 
will slide up and down the hips easier 
and without rolling. Some simple adap- 
tations that are hardly noticeable can 
be made easily: buttons, hooks, or snaps. 
can be replaced by Velcro (self-adhesive 
material tape); a metal ring can be 
attached to a zipper to provide a better 
grip for the child to pull it up and down. 


Adaptations 

After trying to reduce to a minimum 
his physical limitations, the third step 
of training is to encourage the child to 
use all substitution movements that he 
can when accomplishing activities or 
part of activities with which he needs 
help. 

If, after all, he cannot succeed; adap- 
tations may enable him to reach 
complete independence. But we empha- 
size to the child, and also to the parents, 
that these adaptations will not work 
miracles —the minute the child uses 
them, he will not be automatically 
independent. They will be useless with- 
out daily practice, without the child’s 
motivation to use them, and without 
the parents’ acceptance and coopera- 
tion. 

It is important to avoid the use of 
too many adaptations for self-care 
activities, adaptations that the child 
will have to carry with him wherever 
he goes: home, school, or visiting 
friends and relatives. 

One adaptation has been given to 
every child trained for independence. 
It is a long-handled, double hook cover- — 
ed with Plastisol (liquid plastic cover- i 
ing) that enables the child to reach waist 
and hip level to pull up and to push — 
down panties, pants, and leotards. — 
(Figure 1). The long-handled hook has i 
two or three transverse sticks, inserted 
at different levels, which provide a 
better grip on the handle. 

The suction cup at the top of the 
long handle enables the child to push 
down on the sae ae ee 
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many children do not have enough 
strength to push with their phocomelic 
hands (Figure 2). 

A suction hook on the wall can also 
be used to bring pants down and up; it 
is used by children who cannot use 
their upper limbs to hold and stabilize 
the long-handled hook. Hip, body, and 
leg movements are used to move the 
pants up and down with the suction hook 
(Figure 3). 

For toileting, the dependency of the 
child is mostly caused by his inability 
to push pants down and pull them back 
up, and to use toilet paper. By using 
the long-handled, double hook, the 
child will be able to remove his pants 
and underpants to go to the bathroom; 
an adaptation can be used to hold 
toilet paper with phocomelic hands and 
wipe himself after urinating. A plastic 
spatula, slightly bent at one end, is used; 
toilet paper can be wrapped around it 
(Figure 4). By holding the spatula with 
one phocomelic hand and bending for- 
ward as far as possible with both legs 
abducted, the child can reach the peri- 
neal region and wipe himself (Figure 5). 

To discard the paper, the child slides 
the spatula against the toilet bow! and 
the paper falls down. Some children 
who cannot use both hands simulta- 
neously encounter difficulties in wrap- 
ping the paper. A slit can be made lon- 
gitudinally in the bent part of the spat- 
ula to stabilize the paper when starting 
to wrap it around; it does not make 
discarding the paper more difficult. 

The use of toilet paper to clean them- 
selves after bowel movements is still a 
problem for most children. Attempts 
to render the phocomelic child inde- 
pendent for this activity have been made 
by trying different adaptations. Up to 
now, perhaps because of lack of moti- 
vation or because of the inadequacy 
of those adaptations, only a few children 
are using them and they still need close 
supervision from the mother. 

Even with the use of these adapta- 
tions, the child is not considered func- 
tionally independent unless he achieves, 
by regular practice, a certain speed that 
will enable him to go to the bathroom 
without taking too much time. 

Phocomelic children can manage to 
wash their hands and face and even 
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Figure 3: Hip, body, and leg movements are used to pull the pants up with a 
suction hook fixed on the wall. Linda uses a hook fastened to a mirror. 


brush their teeth, unless the length of 
the upper limbs and the prehension 
are too limited; if so, the child can 
achieve independence by using his feet 
to perform these activities. When tak ing 
a bath, these children wash their face, 
hands, and upper part of the chest with 
the phocomelic hands, and the lower 
part of the body by using their feet. To 
reach their back, either with the upper 
limbs or with the feet, the child must 
use a long-handled brush or sponge. 


Demonstration 

The last step, but not the least, of the 
independence training program is to 
demonstrate to the parents the perform- 


ance of the child and the use of the 
different adaptations given to him. Most 
of the time, the mother will come to 
observe or it may be an older sister who 
usually helps the child at home. 

A home program is discussed and 
planned so it will not be too demanding 
on the family time and energy and, of 
course, on the child. It is important for 
the child to do things for himself, but 
this rule must not be carried so far that 
the child is deprived of a helping hand 
when he gets into difficulties. 

The child is not expected to dress 
independently every morning until he 
can do so within a reasonable time. If 
the child spends half an hour to an hour 
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child uses a slightly bent, plastic spatula wrapped with 


toilet paper. 


dressing in the morning, he will be 
forced to get up too early to be on time 
for school. On the other hand, it must 
be realized that up to recently he relied 
on his mother, or other members of his 
family, for hygiene and dressing, and 
now he has to accomplish these activi- 
ties on his own. If he is pushed too 
much, he may feel neglected. It is essen- 
tial that the child does a bit every day, 
and maybe more on the weekend where 
the schedule is not so rigid, so he keeps 
his mobility, the strength and dexterity 
in his hands, and also increases his speed 
and his working tolerance. 

Following the training program, both 
child and parents must be aware that 
to reach total independence will take 
time, regular practice, a lot of motiva- 
tion from the child, and his parents’ 
cooperation. It is reassuring for both 
the child and his family to realize that 
if one day he is alone, he will be able 
to manage most of the activities of daily 
living, slowly but independently. 

The functional problems that have 
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Figure 4: To wipe herself after urinating, the phocomelic Figure 5: By holding the spatula with her phocomelic hand 
and abducting her legs, Linda can reach the perineal 


region to wipe herself. 


been dealt with up to now are those of 
a 10-year-old child. As he grows older, 
other problems will arise, but if the 
child has already achieved a degree of 
independence, it will probably be easier 
to solve new problems as they come. 

Independence for self-care activities 
has been stimulated without the use of 
prostheses, because most of the children 
evaluated and trained had no artificial 
arms, having good function in their 
upper limbs. However, two children 
with phocomelia are wearing, to school, 
bilateral shoulder disarticulation type 
of prostheses, attached to a Vitrathene 
(soft-plastic sheeting) jacket. Because 
of this jacket, the body motions are 
limited and so are the movements of 
the hands. 

Independence for toileting is almost 
impossible when wearing the artificial 
arms, as the prostheses, due to mechan- 
ical limitations, cannot be of any help 
for this type of activity. Independence 
is encouraged at home, when the child 
does not use his prostheses; other tech- 


niques of training are presently being 
developed to achieve independence 
when wearing upper-extremity pros- 
theses. 


Summary 

Only a small group of limb-deficient 
children has been evaluated and trained, 
but it is evident that the problem of 
independence varies from one child to 
another and also depends a lot on the 
family situation. Each child achieves 
a different degree of independence and 
uses the same adaptation in a different 
way and for different purposes, depend- 
ing on his needs. “ 
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The pandemic influenza 


On November 11, 1918, the First 
World War came to an end. While 
millions danced in the streets, millions 
more were dying of Spanish influenza. 
It was to be the most destructive pan- 
demic ever known on this planet. The 
London Times of that day reported: 
“Never since the Black Death has such 
a plague swept over the face of the 
world. Never perhaps has such a plague 
been so stoically accepted.” 

Sir McFarlane Burnet, an Australian 
virologist who is possibly the most 
eminent authority alive, estimates that 
between 25 and 50 million died of 
Spanish influenza, most in the brief 
period between the beginning of Octo- 
ber and the end of December 1918." 
Beside it the Black Death pales, with 
25 million dead over a period of two 
years, 1348-50.? 

The Encyclopedia Britannica re- 
ports: “In the autumn of 1918 much 
of the northern hemisphere was blank- 
eted in influenza in approximately one 
month.”’* In fact, few places on the 
globe escaped; St. Helena and New 
Guinea were among them.* 


Symptoms 
The incubation period and onset 
of the disease were so short that ap- 
parently healthy people were suddenly 
Overcome, and within an hour could 
become helpless with fever, delirium, 
_and chills. Severe headache, pains of 
_ varying intensity in muscles and joints, 
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of 1918 


Spanish influenza charged swiftly across the world at the close of World 
War I, causing more death and disruption than any plague before or since. 
The author knows few who remember the horror of its suddenness and 
found only scattered records on which to build her account. 


Gladys Morton 


acute coryza, inflammation of the upper 
respiratory tract, accompanied by 
temperatures of 101° to 105°, were 
common but not unusual for influenza.5 
But what was unique, was the often 
fatal viral pneumonia that quickly fol- 
lowed even slight exertion. It could 
occur at any time during the illness — 
a patient could be convalescing one day 
and dead the next. 

During an interview with Dr. Charles 
Mitchell, honorary professor, Depart- 
ment of Microbiology and Immunology, 
University of Ottawa, I asked about 
this phenomenon: “Was there an expla- 
nation for the pneumonia? Did the virus 
behave differently than in other pan- 
demics?” 

“Yes,” he said, “in the majority of 
specimens of Spanish influenza that I 
examined, the virus had attacked the 
parenchyma of the lung. Normally, 
Type A influenza virus infects the 
mucous surface of the lung, but in 1918 
it entered the organ itself. This was 
undoubtedly the cause of tht swift, 
often fatal, pneumonia that frequently 
followed exertion.” 

He continued, “I was a young pathol- 
ogist stationed at Lethbridge, Alberta, 
when flu broke out, and was soon up 
to my elbows in influenza specimens. 


The author, now a free-lance writer, earn- 
ed her R.N. during World War II at the 
Royal Victoria Hospital school of nursing, 
Montreal, Quebec. 


One day the porter brought me a kidney 
and a piece of lung. I asked him if the 
patient had died recently.” 

“Yes,” he said, ‘just this morning.” 

“Do you know his name?” He did. 

“My God,” I said, “that’s my insur- 
ance agent. I called him two days ago 
and I have an appointment with him 
tomorrow.” The man had been sick 
less than a day. 

Wiser than most to the tragedy of 
exertion, Dr. Mitchell and his wife 
took precautions against coming down 
with flu by stocking the shelves with 
fluids, placing their beds in front of 
the fire, and arranging that the caretaker 
look in on them should the inevitable 
day arrive, which it did. And through- 
out their illness, neither budged from 
the bed until their temperatures were 
again normal. 

Not so wise was my own uncle, 
Russell Main of Pincher Creek, Alber- 
ta. While convalescing from flu in 
hospital, he hopped out of bed to assist 
a nurse with a delirious patient and 
died 48 hours later of pneumonia. His 
two brothers arrived home from over- 
seas to face, not the warm welcome they 
expected but the shock of a sudden 
tragedy. 


Age of incidence 
Although influenza has occurred 
in epidemics since recorded time, easily 
diagnosed by its symptoms, it has 
traditionally been considered a minor, 
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n was unique to Spanish influenza 
id has never been explained. 


Where it began 


No one knows where the disease 
started. In his book / Remember Him, 
Hans Zissner suggests that it began 
over the course of several years from a 


_ large number of points of origin.® Or, 


it may have started in an overcrowded 
army camp in Kansas, March 11, 1918. 
On that day, 107 patients were admitted 
to hospital suffering from a sudden 
acute form of flu that quickly enveloped 
the 26,000 personnel, many of whom 
were destined for the war in France.° 

But, for those over 60 who remem- 
ber the event, the harbingers of Spanish 
influenza were the cold, exhausted 
troops in the filthy trenches of France. 

Whatever its origin, the pandemic 
did not begin in Spain. However, since 
the King of Spain was one of the early 
victims, his country, by implication, 
was saddled with the responsibility and 
the name."° 


Canada 

With a population of barely eight 
million, Canada lost 30,000,"' including 
108 doctors from Ontario and the prai- 
rie provinces alone. Deaths in Ontario 
had reached 5,000 by November. '? 

The musty pages of The Ottawa 
Journal of October 1918 report: “Street 
cars rattle down Bank Street with win- 
dows wide open and plenty of room in- 
side. Stores open at 10 A.M. and close at 
4 P.M. Civil servants are let off at 3 
P.M. for last-minute shopping. Schools, 
vaudeville theatres, movie palaces 
are dark; pool halls and bowling alleys, 
deserted.” 

One eager group confronted the 
mayor with a request that liquor prohi- 
bition be eased for those who needed a 
little “nip” to calm the nerves. But the 
only strong thing in Ottawa was the 
formaldehyde used to disinfect the 
street cars. A black-edged notice from 
the Bell Telephone Company urged 
its customers to make emergency calls 
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United States 

Influenza was first reported in Amer- 
ica August 28, at a naval hospital in 
Chelsea, Massachusetts.'? It spread 
rapidly over the entire United States, 
attacking possibly 20 million'* and 
killing 548,000.° Life insurance 
claims from October 1 to December 
24 were $52 million.'® 

Although virulence was constant 
across the nation, it varied widely in 
local areas, with adjacent communities 
reporting enormous differences in death 
rates. Curiously, a change in the weath- 
er at the time of onset affected mortality 
in eastern American cities. When the 
temperature and humidity rose, the 
death rate rose, and when they fell the 
death rate also fell; no change in weath- 
er caused no change in mortality.17 
Philadelphia had the highest mortality 
in the east, with 650 dying in a single 
day, and an overall rate of 210 per 
100,000, as compared to Milwaukee, 
with 21 per 100,000.18 

Schools, churches, and theaters were 


closed. There was public concern about 
isolation techniques in hotels where 


sick and dead were removed from rooms 
that were then cleaned with general 
mops and dusters. 

Teachers became nurses, and doctors 
were run off their feet and into their 
graves. In parts of Wisconsin, every 
doctor was sick. Police and social work- 
ers found entire families helpless, chil- 
dren neglected, and the dead unattend- 
ed. In some cases, whole families were 
found dead. For want of care, healthy 
children were taken to hospital with 
their sick and dying parents. A New 
York City doctor made 50 calls in one 
city block in a day and had to refuse 
more. 

The only protection advised, or in- 
deed known, by the medical authorities 
— isolation and face masks (improvised 
by stretching three layers of butter 
muslin over a tea strainer) — was, ac- 
cording to one doctor, as much use as 
a diver’s suit and handcuffs.'9 

My search for material in the medical 
journals of the day was hampered by 
the absence of volumes for 1918 and 
1919. However, the American Journal 
of Public Health is extant and helped 
fill the gap with such reports as this: 


u fatalities within a 
days, than: is safe to say that morbidity 
preceded mortality by a few days at 
most.” 20 

And then this surprising observation: 
“The cause of the lower incidence of 
flu among colored people during the 
epidemic may have been due to the 
prevalence of tuberculosis among ne- 
groes. There seems to be some unex- 
plained resistance to flu among tuber- 
cular patients.” 2" 

As for those unfortunate enough 
to be pregnant during those few months, 
the American Journal of Medical 
Sciences reports: In a study of 1350 
cases of pregnant patients with influen- 
za, almost half developed pneumonia, 
and of these 50 percent died.?2 

The American Journal of Public 
Health also reported that mortality 
aboard troop ships was twice that on 
land. Possible reasons for this were: the 
food was poor; the men ate little and 
then washed their mess kits in a com- 
munal tub of tepid water, using their 
hands to wipe off the food; they slept 
badly on unfamiliar hammocks in 
brightly lit holds; and, for their two 
compulsory showers during the cros- 
sing, the men were lined up naked on 
deck to await a sloshing of icy sea 
water. Needless to say, when this report 
was made public, future troops fared 
considerably better.?° 

For those who were sick at disem- 
barkation, mortality was in direct ratio 
to the distance from the nearest hos- 
pital. 24 


Europe 

The disease spread just as quickly 
in Europe, with a death rate to match. 
Every member of the tiny Swiss army 
had to take to his bed. American doc- 
tors in France treated 70,000 of their 
own troops, with 32 percent mortality. 
England suffered 150,000 dead in 
November and December. Half the 
population of Manchester became sick, 
with 7.9 percent mortality. 25 

I was fortunate to find an eyewit- 
ness with firsthand experience. Marga- 
ret St. Louis, an articulate senior 
citizen of Ottawa, was, in 1918, an 
18-year-old volunteer army nurse 
stationed at Reading, England. Even — 
today, she remembers with sadness — 
the events of those months, although 
her future husband was one of her pa4 | 
tients. i 

“It happened so suddenly. In the 
morning we received an order to open 
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for flu. and ie nig 

we'd moved into a converted aioe. 
grb before the desks were out the 
stretchers were in — 60 to 80 to aclass- 
room. We could hardly squeeze be- 
tween the cots. And oh, they were so 
sick! 

“They came from a nearby air force 
base, boys from all over the Empire. 
Some had been lying unattended for 
days. They all had pneumonia. We 
knew those whose feet were black 
wouldn't live. 

“Two classrooms were made into 
morgues and they were always full. 
At the time of the Armistice on No- 
vember 11, the epidemic was at its 
height, and between 15 and 20 died 
in each ward every day. It was awful! 

“But we did what we could, and 
they were wonderful patients. We fed 
them beef tea and brandy every two 
hours. They all had to be fed. And we 
applied linseed poultices and gave 
them liquid aspirin every four hours. 
There was only time for a bed bath 
every second day, but we sponged the 
sickest [patients] as often as we could. 

“Pneumonia jackets were so scarce 
that we grabbed them from the con- 
valescent and the dead, washed them 
by hand, and hung them to dry by the 
open fires. My hands were raw from 
washing these jackets. 

“But the sickest boys I have ever 
seen were those who had just been 
burned with mustard gas and then 
took flu. Their eye sockets were burn- 
ed; the insides of their ears were burn- 
ed, and, of course, their lungs. We put 
those poor lads outside for extra oxy- 
gen.” 


_a new unit 


Elsewhere 

Bad though it was in the western 
hemisphere, Spanish influenza was 
many times worse in Asia, although 
records are hard to find. The mortality 
rate for India was six times that of the 
United States, with 12,500,000 dead, 
or 4 percent of the population.26 More 
Indians died than during all the active 
combat of the First World War. Jour- 
nalists reported that bodies littered 
the streets, and cemeteries were piled 
high with corpses. The flu swept like 
a tidal wave through China, but few 
had either time or training to record it. 

The death rate for South Africa 


_ was 27 per 100,000 and, in the ghettos 


of Cape Town, 2,000 children were 
suddenly orphaned and destitute.27 
Tangiers was reduced to the level of 
Starvation, and the roads to the ceme- 
teries were blocked with funeral pro- 
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on the island of Samoa, where 80 per- 
cent of the population was sick at the 
same time, with 25 percent mortality. 
A medical unit from Australia could 
do little more than feed the living and 
bury the dead. 29 


Condusion 

Like the hurricane it seemed, Spanish 
influenza had spun itself out by the 
beginning of March 1919. For those 
who survived it, it took a full year to 
feel entirely well again. But recover 
they eventually did. Dr. Mitchell says 
that for months after he was up and 
around he wore his socks over his pant 
legs to keep out the draft. Extreme 
exhaustion, feelings of weakness, and 
fragility made the work day long and 
tiring. 

The virus itself, Type A influenza, 
was not discovered until 1933. Before 
that time influenza was thought to be 
caused by Pfeiffer’s bacillus. But even 
today, with our advanced knowledge of 
viruses, we have no effective preven- 
tion or cure for influenza. 

Because the virus was most vicious 
in the stratum of population that car- 
ried the greatest responsibility — the 
wage earners and the parents of young 
children — it caused more disruption 
to family life than the war itself. 

For those who remember, Spanish 
influenza was a tragedy of unforgettable 
proportions, vivid forever in their 
minds. But for the rest of us, it is a 
vague name from the past, with no 
poems, no novels, no plays —just a 
few scattered statistics to mark its 
place in history. 
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With gentle, quiet efficiency the nurse 
moved to suction her patient’s trache- 
ostomy, deflate his cuff, and reposition 
him. Her movements were deliberate 
and relaxed. He motioned weakly in a 
prearranged signal and she held a writ- 
ing slate in place. “Weaker — sudden,” 
he scrawled. 

“You're suddenly feeling weaker?” 
She spoke in calm, measured tones. 
“All right. We'll be watching you close- 
ly and give you what you need.” She 
checked his grip and timed the down- 
ward drift of his arms, then moved 
quickly to the telephone. Moments later 
the doctor arrived to inject the edro- 
phonium (Tensilon) she had prepared. 
Immediately the patient opened his 
eyes and smiled broadly. The dramatic 
improvement of myasthenia gravis 
symptoms following the Tensilon test 
was clearly evident, indicating the 
patient's need for increased cholinergic 
medication. 

The myasthenia gravis patient re- 
quires the highest degree of professional 
nursing skill. His condition can fluctuate 
rapidly and with apparent inconsist- 
ency. He is usually alert and therefore 
subject to the emotional trauma of his 
total dependency and the stress of the 
ICU environment. The anger, frustra- 
tion, and fear this patient feels are al- 
most overwhelming. His future life- 
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Myasthenia gravis 


Expert nursing care and thorough teaching enable the patient to weather 
a crisis and cope with this neuromuscular disease. 


Joan Stackhouse 


style and his family’s are very much 
influenced by the quality of teaching 
and counseling he receives in the hos- 
pital. 

Myasthenia gravis is a chronic dis- 
ease characterized by severe weak- 
ness and fatigability of various voluntary 
muscles. It is not a rare disease. Al- 
though myasthenia gravis is now diag- 
nosed more frequently, it is estimat- 
ed that half of all myasthenics are 
undiagnosed and untreated. Suspecting 
the disease is still the most important 
factor in diagnosis. There are an 
estimated 30,000 cases in the United 
States. [The number of cases in Canada 
is unknown.] The female to male ratio 
is six to four. The onset is usually insid- 
ious and tends to begin in women 
between the ages of 15 and 40, and in 
men over 50, although the disease is 
also seen in children. Although its 
etiology is unknown, a defect exists 
at the neuromuscular junction that 
causes inadequate transmission of 
impulses by acetylocholine across the 
synaptic cleft.+ 

Evidence suggests that myasthenia 
gravis is an autoimmune disorder. 
Serum antibodies acting against volun- 
tary muscles and certain thymic cells 
have been identified in myasthenic 
patients. The high incidence of thymic 
hyperplasia, the increased number of 


germinal centers within the thymus, and 
the fact that thymectomy often pro- 
duces a remission of symptoms also 
support the theory that the disease is 


an autoimmune process. Remissions 
and exacerbations are characteristic of 
myasthenia gravis, and it is frequently 
associated with other diseases thought 
to be autoimmune, for example, rheu- 
mathoid arthritis, lupus erythematosis, 
and certain thyroid diseases. Infection 
often causes a worsening of myasthenic 
symptoms, and treatment with immu- 
nosuppressives, corticotropin (ACTH), 
and prednisone is sometimes effective? 

Approximately one-fifth of all myas- 
thenics have ocular myasthenia (see 
table, page 31), and their symptoms do 
not progress to more serious forms of 
the disease. Spontaneous remissions are 
common in this group. On the other 
hand, these patients often respond 
poorly to treatment and some must 
resort to an eye patch to control 
diplopia. 

Persons with generalized myasthenia 


have some weakness of voluntary — 


muscles and experience various levels — 
of fatigue. Some patients have difficulty 


walking, climbing stairs, or rising from — 


a chair, but little or no diplopia or 
severe bulbar symptoms. Oth ; 
their limbs with near-no 
but have such severe b 


i 
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they can barely talk or swallow. Aspira- 
tion and airway occlusion are threats. 
Respiratory arrest secondary to severe 
weakness of the diaphragm and inter- 
costal muscles is also possible. The 
danger of drug toxicity is another 
hazard, especially in brittle myasthe- 
nics. They tend to tolerate only low 
doses of medication and, therefore, to 
go rapidly into either myasthenic or 
cholinergic crisis.3 


Drug therapy 

Cholinergic drugs are the backbone 
of treatment of myasthenia gravis. With 
proper medical management, most 
patients can lead virtually normal lives. 
The disease was usually fatal until, in 
1934, Dr. Mary Walker noted the 
similarity of myasthenia to curare 
poisoning and administered physostig- 
mine, the curare antidote, to her myas- 
thenic patient.4 Improvement was 
dramatic. Since then, analogues of 
physostigmine, neostigmine bromide 
(Prostigmin), and pyridostigmine 
bromide (Mestinon) have been the 
drugs of choice in the treatment of 
myasthenia. Ambenonium chloride 
(Mytelase) is sometimes used. Drug 
dosages are carefully manipulated to 
produce maximum strength with min- 
imal side effects. Most patients prefer 
Mestinon because it has a_ longer, 
smoother action than Prostigmin and 
causes fewer side effects. Mytelase is 
the most toxic of the drugs, but pro- 
duces maximum strength in some pa- 
tients. 

Cholinergic (anticholinesterase) 
drugs enhance the effect of acetylcho- 
line at the neuromuscular junction. 
Normally acetylcholine carries the 
nerve impulse across the junction to 
the muscle end plate, and is then 
destroyed by cholinesterase enzyme. 
The way is then cleared for transmis- 
sion of the next nerve impulse. In 
myasthenia gravis, the impulse is 
transmitted poorly and becomes pro- 
gressively weaker. Various theories have 
been proposed as to the exact location 
and mechanism of the defect, but the 
answer is still unknown. However, we 
do know that inhibiting the action of 
cholinesterase permits acetylcholine to 
accumulate in sufficient amounts to 
transmit impulses more adequately, 
and that this increases muscle strength. 
Cholinergic medications do not enable 
a patient to use his muscles as he did 
before his illness, but he does become 
stronger. Enough medication to permit 
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a full return of strength may constitute 
an overdose, causing extreme weakness 
and threatening life. The symptoms of 
over- and underdosage are similar (see 
list below) and differentiation is some- 
times difficult even for experienced 
persons. 

Tensilon is a valuable tool in diag- 
nosis, dosage adjustment, and dif- 
ferentiation of over- and underdosage. 
It is effective for less than five minutes. 
A one cc. syringe is filled, using a 10 
mg./cc. vial of Tensilon. Initially, 2 mg. 
are injected intravenously. After several 
seconds, the patient is evaluated and 
another 2 mg. are injected. This is 
repeated until 10 mg. have been given. 
The patient is evaluated at 30-second, 
60-second, and 3-minute intervals. 

The patient’s baseline strength should 
be established before Tensilon is given. 
If he improves, the test is positive and 
his symptoms are myasthenic. An in- 
crease in medication may be indicated. 
If the patient becomes worse after 
Tensilon administration, his symptoms 
are cholinergic and medication is 
reduced or temporarily withdrawn. A 
double-blind placebo technique, using 
saline, is frequently employed to insure 
validity. Intravenous atropine should 
be available for use as an antidote when 
a Tensilon test is performed, in case a 
severe cholinergic reaction occurs. 

Atropine sulfate is used to reduce 
cholinergic side effects, such as gas- 
trointestinal hyperirritability, which 
leads to severe cramps and diarrhea. 


CHOLINERGIC SYMPTOMS 


Symptoms similar to myasthenia: 
difficulty in swallowing 
difficulty in chewing 
difficulty in speaking 
generalized weakness 
difficulty in breathing 
ap prehension 


Symptoms peculiar to excessive 
cholinergic therapy: 
abdominal cramps and diarrhea 
nausea and vomiting 
increased, copious secretions: 
Salivation 
sweating 
lacrimation 
bronchial secretions 
fasciculations 
blurred vision 


Ms. Stackhouse prepared this article 
after caring for a group of myasthenia 
gravis patients. ‘‘However,’’ she writes, 
“initial ‘interest’ was thrust upon me in 
1954 when | was diagnosed as having 
myasthenia gravis while | was living in 
Cameroun, West Africa, and working 


for the Presbyterian Church.’ Two 
years later she underwent a thymec- 
tomy which resulted in a complete re- 
mission after six years. During the 
eight years the disease was active, she 
had ‘considerable experience with the 
problems that confront a myasthenic.” 
In 1961, she organized the Kansas City 
Chapter of the Myasthenia Gravis Foun- 
dation. 

After her remission, Ms. Stackhouse 
worked as assistant teacher-therapist 
at a day treatment center for schizo- 
prenic children, but nursing continued 
to hold a strong attraction, and she earn- 
ed an AAS. degree from Rockland 
Community College, Suffern, New York. 
She worked full time as a medical-surg- 
ical nurse and in a coronary care unit 
before studying for her B.S.N. degree 
at Columbia University, New York, N.Y. 
Now a public health nurse with the 
Rockland County Health Department, 
Pomona, N.Y., she also teaches part- 
time at Rockland Community College. 
Her third child, born when Ms. Stack- 
house’s myasthenic symptoms were 
severe, lives at home. One older child 
is in college; the other is with the Peace 
Corps. 


Copyright Sept. 1973. The American 
Journal of Nursing Company. Reprint- 
ed from American Journal of Nursing. 
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ine is “occasionally used to 
de actions of cholinergic 
s, and ACTH is sometimes given 
ients who have not responded 

Il to cholinergic medication. Usually, 
-units of ACTH are administered 
for 10 days. Since ATCH can cause 
initial worsening of myasthenia, it 
should be administered only in an ICU, 
where the patient with a tracheostomy 
_ has access to a positive pressure respira- 
tor. Remissions induced with ACTH 
usually last from three to six months, 
so repeated courses are required. Re- 
cently, oral, high single-dose prednisone 
has produced good results in several 
reported cases. This is still a controver- 
sial treatment, but some people predict 
that prednisone will prove to be the drug 
} of choice in treating myasthenia 

gravis.5 


i Thymectomy 

In 1939, Dr. Alfred Blalock induced 
i} a myasthenic remission by performing 
. a thymectomy, and since then surgery 
has been an increasingly accepted form 
of therapy. The best results occur in 
young women, without thymoma, who 
t have been myasthenic for fewer than 
f five years. However, thymectomy is 
recommended with greater frequency 
for men and women up to age 40 who 
have had the disease more than five 
years and who are not well controlled 
on anticholinesterase medication. The 
thymus is frequently irradiated pre- 
operatively. Results are promising, but 
remission may not occur until long after 
thymectomy. A recent study of 267 
patients indicated that a remission or 
improvement was seen in 76 percent of 
them.§ 

The patient should be prepared pre- 
operatively tor the possibility that re- 
mission may be partial, may not occur 
for months or years following thymec- 
tomy, or may never occur. Since he has 
depended on cholinergic drugs for 
months or years, his fears of being off 
medication during the surgical period 
must be relieved with careful explana- 
tions of how his needs will be anticipat- 
ed and safeguarded. A system must be 
devised, with prearranged signals, so 
that he can communicate his needs, and 
i explanations given that his breathing 
i} and swallowing will be eased by a tra- 
i 
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ane (Demerol) are usually ordered for 


cates d ate doses of meperi- 


Wane dively, the patient should 
be positioned with the aid of a lifting 
sheet to minimize strain on the incision. 
A hemovac or chest tubes may be used. 
Sterile suctioning technique is impor- 
tant to prevent bronchial and wound 
infection. Antibiotics are often given 
prophylactically, and all measures em- 
ployed to prevent atelectasis and pneu- 
monia. Careful monitoring for myas- 
thenic or cholinergic symptoms is 
crucial, especially when cholinergic 
medication is being reintroduced. 

Newly diagnosed myasthenics and 
regulated myasthenics with few symp- 
toms are frequently hospitalized for 
medication adjustment. Staff should 
be prepared for the possibility of a 
crisis. Equipment to manage a respir- 
atory arrest, a spirometer, and intrave- 
nous preparations of Tensilon, atropine, 
and Prostigmin should be readily avail- 
able. 

Either myasthenic or cholinergic 
crisis can be recognized by the patient’s 
ventilatory distress, difficulty in handl- 
ing secretions, and severe weakness. He 
is usually transferred to an ICU. In 
cholinergic crisis, medications are with- 
drawn for at least two to three days. 
Although he is very ill, the patient 
remains alert and terribly afraid. He 
needs the support of a calm, competent 
nurse who constantly reassures him 
that he will weather this storm, that he 
will not be left alone. It is very impor- 
tant that he have his own nurse or 
nurses who care for him consistently. 

A baseline of muscular strength must 
be established and changes closely mon- 
itored. Various methods can be used to 
test the strength of muscle groups, like 
counting the times the patient can blink 
his eyelids, raise his arms, or cross his 
legs, and measuring the degree of ptosis 
with a ruler. Strength of grips can be 
measured using a dynometer, or acount 
made of the times and distances he can 
pump up the blood pressure machine. 
Vital capacity should be measured 
regularly, using the same spirometer 
each time. What can be swallowed and 
how many swallows are tolerated should 
be observed and recorded. Testing is 
done in relation to the times medication 
is given. That is, maximum strength can 
be expected one hour after Mestinon is 
given, and deteriorating strength three 
to four hours later. If the opposite 


Because ‘anfeetiot causes an exacer- — 
bation of the disease, the nurse must do 
everything possible to prevent infection 
by employing sterile techniques and 
promoting pulmonary hygiene. A naso- 
gastric tube is usually kept in place to 
supply fluids and calories. Milk tends 
to stimulate secretions and should be 
avoided when necessary. Careful sched- 
uling of care to allow maximum rest 
should be combined with steps to 
prevent the hazards of immobility. Spe- 
cial skin care is needed to cope with the 
diaphoresis and diarrhea that occur 
with a cholinergic crisis. Constipation 
should be treated with mild cathartics 
and suppositories, not enemas, since 
enemas tend to precipitate a sudden, 
collapse. Weakened cyelids frequently 
prevent complete closure, and methyl- 
cellulose should be used as a conjuncti- 
val lubricant to prevent corneal dam- 
age. 

Of all the stresses confronting these 
patients in crisis, the inability to speak 
is the one they mention most often. 
When they are strong enough to write, 
a “magic slate” or pen and paper may 
be used. If his voice is fairly strong and 
secretions minimal, the patient’s tra- 
cheostomy may be corked periodically 
while the cuff is deflated so he can 
speak. Otherwise the nurse must learn 
to read lips or arrange a series of signals 
to be used when the patient is too weak 
to move. A small hand bell to ring when 
he cannot call for assistance helps him 
feel less vulnerable since he can hear it 
and know that help is being summoned. 


Patient teaching 

The patient’s need for reassurance 
cannot be overemphasized. Conversa- 
tion about the hopeful aspects of myas- 
thenia, and facts about the disease he 
will want to know when at home are 
helpful. Above all, the nurse should 
allow him to express his anger, fears, — 
and frustations. When the crisis lasts for — 
weeks, as it often does, the patient’s — 
despondency deepens. This dependence 
on the nurse grows and can place a great 
strain on her. 

Patient teaching is done best after he 
has left the ICU and is again breathing — 
on his own, eating, and speaking. — 
Although he may have expressed a wish 
to die when he was in crisis, he now 
dares to believe he will survive and feels _ 
it is worth the effort to learn about 
his illness so that he cam eee lage 2 


be told means to be ae They t must 
know exactly whom to call, where to go, 
and what to do in an emergency. If the 
patient is prone to crisis, he should be 
provided with an Ambu bag and suc- 
7 tioning equipment when he is discharg- 
ed. He should carry a medical identifi- 
\ cation card or bracelet. 
' 

: 


Patients should learn the difference 
between myasthenic and cholinergic 
symptoms, and when and how to take 
atropine. Unless he is very experienced 
- and stable, a myasthenic should never 
alter his medication without consulting 
his doctor. He should be encouraged to 
| lead a normal life, with no activities 
restricted if he feels able to do them. 


However, he must maintain a regular 
schedule, take and record medications 


exactly as ordered, and eat his meals 
30 minutes after taking his medication 
for optimal chewing and swallowing. 
Medication taken with a small piece of 
bread, cracker, or milk may help reduce 
gastric irritability and nausea. He can 
avoid excessive fatigue by alternating 
activities with rest periods, getting a 
good night’s sleep, and pacing himself 
carefully toward the end of the day. 
Techniques of self-testing and timing 
his strength can be introduced. He 
should be taught to avoid exposure to 
infection, emotional stress, and activi- 
ties like frequent stair climbing, that 
require considerable effort and repeti- 
tive movements. 

Women should know that menstrua- 
tion may temporarily worsen their 
condition, that pregnancy usually is not 
contraindicated, and that a normal de- 
livery is possible. Some babies born to 
myasthenic mothers develop a transient 
neonatal myasthenia in the first few 
days of life, but it responds readily and 
permanently to treatment within a few 
weeks. Young mothers may feel guilty 
when they are unable to manage all the 
physical care of their young children. 
They can be helped to re-order their 
priorities and to understand that physi- 
| cal care is only one aspect of good 
mothering. 

Many drugs should be avoided or 
used cautiously by myasthenic patients. 
These include morphine, ether, quinine, 
_ succinylcholine, curare, Innovar, strong 
_cathartics, quinidine, procainamide, 
| steroids (unless given as treatment for 
“myasthenia gravis), and antibiotics that 
ie act on the neuromuscular junction, such 
as streptomycin and neomycin. Seda- 
| tiv mie narcotics should be given in 


- Ocular yesienia 


Involves ocular muscles only (ptosis and diplopia) i 


Very mild 
Usually responds poorly to medication 


No mortality; high rate of spontaneous remission 


Generalized myasthenia 
Mild 


Slow onset, usually ocular; gradually spreads to bulbar and skeletal muscles t 


spares respiratory system 
Responds well to medication 
Remission possible 
Low mortality rate 
Moderate 


Gradual onset, usually ocular; progresses to more severe bulbar symptoms and 
generalized involvement of skeletal muscles 
Responds to medication less satisfactorily 


Restricts activity 
Remission possible 
Low mortality rate 

Acute fulminating myasthenia 


Rapid onset of generalized skeletal weakness and severe bulbar symptoms; 


involves respiratory system early 
Rapid deterioration 


Incidence of crises (myasthenic and cholinergic) frequent 


High mortality rate 
Late severe myasthenia 


Severe symptoms develop at least two years after onset of ocular or generalized 


myasthenia 
Marked bulbar involvement 


Progresses gradually or with sudden deterioration 


Responds poorly to medication 
High mortality rate 


Adapted from Osserman, K.E.: Myasthenia Gravis. New York, Grune and Stratton, 


1968, p. 80. 


reduced doses when necessary.3 Patients 
should be cautioned never to take any 
medication unless prescribed by a 
doctor who knows them. 

Help from every source, hospital and 
community, should be enlisted — from 
psychiatry, the chaplaincy, social servi- 
ces, rehabilitation, and others. Many 
patients benefit from the psychological 
support and publications of the Myas- 
thenia Gravis Foundation, 230 Park 
Avenue, N.Y., N.Y., Help Is On Way, 
A Handbook for Patients, newsletters, 
and drug bank information. [There is 
no similar organization in Canada. 
However, anyone wishing information 
should write to: Muscular Dystrophy 
Association of Canada, 387 Bloor St. 
East, Suite 203, Toronto 5, Ont.] 

Most myasthenic patients live full, 
rich lives despite their disability. Many 
of them credit much of their success to 
a particular nurse who nurtured them 
skillfully and taught them well when 
they needed help so badly. 


References 


in) 


. Kinney, 


Merritt. HLH. Textbook of Neurology, 
ded. Philadelphia, Lea and Febiger. 
1967, p. 549. 

A.B., and Blount, M. Systems 
approach to myasthenia gravis. Nurs. 
Clin. North Amer. 6:441, Sept. 1971. 


. Myasthenia Gravis Foundation, Nation- 


al Medical Advisory Board. Myas- 
thenia Gravis: a Manual for the Physi- 
cian. New York, The Foundation, 
1970, pp. 16-17. 


. Greene, Raymond. Myasthenia Gravis. 


Philadelphia, J.B. Lippincott Co., 
p. 7. 


1969, 


. U.S. National Institute of Neurological 


Diseases and Stroke. Myasthenia Gravis 
Research Program. Washington, D.C., 


U.S. Government Printing Office, 
1971\p:'4. 
. Perlo, V.P. et al. The role of thymec- 


tomy in the treatment of myasthenia 
gravis. Ann. N.Y. Acad. Sci, 183:308- 
315, Sept. 15, 1971. 


THE CANADIAN NURSE 31 
. 


cet 


Ottawa winters have not been the same 
since 1970. That was the year the 
National Capital Commission (NCC) 
froze four miles of the water-drained 
Rideau Canal into an unrivaled skating 
rink. Each winter since, a smooth, white 
artery has connected the National Arts 
Centre, in the scenic heart of the city, 
with Hartwell’s Locks at Carleton Uni- 
versity. 

The only variable in the season is 
the weather, which can be counted on 
to provide at least three months of good 
skating a year. When the temperature is 
10 to 15 degrees above zero — consid- 
ered ideal for skating — brightly clad 
figures can be found zigzagging at any 
hour along this icy corridor. The canal 
rink is open 24 hours a day. 

As many as 600,000 persons take 
advantage of the Rideau rink each 
season. Many arrive in buses from other 
cities, such as Montreal, Toronto, and 
Syracuse, New York. On a record week- 
end in February 1973, 52,000 skaters 
turned out. 


Recreation for all 

The NCC, which is responsible for 
the 50 miles of parkways in the national 
capital region, has done a great deal to 
beautify the Ottawa-Hull region and to 
enable its residents to enjoy recreational 
activities all year round. In the winter, 
skating on the canal replaces the sight- 
seeing boats and canoes that are so 
common in summer months. 

Every winter the NCC spends some 
$140,000 for maintenance of the canal 
rink. It has improved the quality of 
the ice and has added services for the 
public each season. To keep the ice in 
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It’s a skater’s show 
on the Rideau 


Carol Dworkin 


top condition, NCC has approximately 
50 men working in three shifts 24 hours 
a day, 7 days a week, with an arsenal of 
equipment: tractors, jeeps with snow 
blades attached, small hand blowers, 
large tractor-driven blowers, water 
pumps, and ice drills. 

Six electrically heated change shel- 
ters, known as “activity centers,” have 
been built along the sides of the canal. 
Each contains washroom facilities. In 
addition, food concessionnaires are 
located in two of the centers, and skate 
sharpening services, operated by uni- 
versity students, in another two. 

As the person in charge of the canal 
rink, W.E. Taylor gets particular en- 
joyment from seeing skaters of all ages 
— toddlers on their first pair of skates, 
parents with babies papoose-like on 
their backs, and even some in their 
80s — on the ice. 

Mr. Taylor, district superintendent 
for the NCC, estimates that between 
75 and 100 persons, many carrying 
briefcases and lunch bags, skate to and 
from work or school each weekday. 
Students and professors on their way to 
the University of Ottawa and to Carle- 
ton University, and businessmen are 
among the morning “rush hour” crowd 
on the canal. According to Mr. Taylor, 
“it is fascinating to see the automobile 
traffic (on the Driveway along canal) 
crawling, and the skaters passing it.” 


Ms. Dworkin is a graduate of the Carleton 
University School of Journalism. She is 
editorial assistant, The Canadian Nurse. 


In contrast, evenings and weekends 
on the canal have more of a carnival 
spirit, complete with music and often 
costumes. At night, strings of grape- 
fruit-shaped lights across each shelter 
and along the canal walls contribute 
bright blues, yellows, reds, and greens 
to the scene. On weekends throughout 
the winter, skate-a-thons, city carnivals, 
and private skating parties are scheduled 
through the NCC. 


Safety precautions taken 

So far there have been no serious 
skating accidents. The NCC does not 
permit snowmobiles on the ice, and 
restricts hockey playing on weekends — 
it is not allowed after 12:00 noon. Also, 
the 37 sets of stairs, which lead to the 
canal from The Driveway, are covered 
with woven, coco matting to prevent 
people from falling on them. 

Although the water is drained out 
of the canal in winter, it can remain 
deep in places. The NCC continually 
tests the ice to make sure it is thick 
enough for safe skating. On warm, 
sunny days the ice tends to soften in 
the afternoon. 

Since the winter of 1972-73, St. 
John Ambulance has been involved in 
training skate patrollers and providing 
first-aid services. University students, 
hired to patrol the rink, receive the 16- 
hour, St. John course. With this senior- 
level training, they take turns patrolling 
the rink from 4:00 P.M. to midnight on — 
weekdays and from 9:00 A.M. to mid- 
night on weekends and holidays. ; 

On the weekends, St. John Ambu- | 
lance members man the posts in the — 
two activity centers, where splints, 


—, 


You don’t have to skate to enjoy 
the scenery and fresh air on The 
Driveway that overlooks the canal. 
From the popular walking paths on 
both sides of the canal, passers-by 
and their pets get a panoramic view 
of the action on the ice. 


There’s nothing like a hockey game 
for many of the boys who skate on 
the canal. The NCC patrols the rink 
to make sure the rules are kept. 
Hockey is not allowed after noon on 
Saturdays and Sundays. 


This is where the skating begins on 
Ottawa’s Rideau Canal. With the 
National Arts Centre on the left and 
the Parliament Buildings providing 
the backdrop, skaters can enjoy the 
charm of the city from the seclusion 
of the ice. This is also a good meet- 
ing place for friends. A few blocks 
further down the canal is CNA 
House. 
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stretchers, and many other supplies 
are kept. The red-uniformed skate pa- 
trollers carry a large first-aid kit with 
them on the ice. 

About 55 accidents were reported 
during the 1972-73 winter. These in- 
cluded sprained ankles, ice cuts, and 
fractured hips, legs, ankles, wrists, and 
arms. Skaters of all ages have accidents, 
although the young tend to get only 
bruises and minor cuts. 


Similar rinks elsewhere 

Mr. Taylor, who has traveled across 
Canada in his work with the NCC, 
points out that two similar rinks exist 
in other parts of the country. One is in 
Wascana Center, Saskatchewan — just 
outside Regina. The other is in St. 
John, New Brunswick. 

For those fortunate to be within 
reach of these rinks, the skating season 
is never long enough. Despite watering 
eyes and running noses, skaters manage 
to forget the cold. As Mr. Taylor says, 
“I often see skaters carrying wine 
casks, and I don’t believe there is ginger 
ale in them.” gh 


Here | come! Well-bundled and 
ready to go, this three-year-old gets 
some help from his parents. Like 
many other children in Ottawa, he 
is learning to skate on the canal. 
Many older children are brought 
to the rink in school groups during 
the week. 
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There are at least 300,000 known diabetics in Canada, and possibly another 
300,000 as yet undiscovered. Success in the treatment of these individuals 

depends on the health teaching they receive. The author devised and tested 
a Diabetic Teaching Tool, which any nurse can use to facilitate her patients’ 


learning. 


Judith M. Skelton, M.Sc.N. 


The prevalence of diabetes mellitus 
is rising throughout the world, accord- 
ing to morbidity and mortality statis- 
tics. A number of reasons have been 
suggested to explain this trend: 
C) Life expectancy in general is in- 
creasing; therefore, more diabetics are 
being diagnosed. 
(Improvements in medical care not 
only have lengthened the lifespan of 
older diabetics, but also have allowed 
younger diabetics to marry and bear 
children, thus increasing the number 
of infants with an inherited predispo- 
sition to the disease. 
C) Obesity, thought to be a predisposing 
factor in the development of diabetes, 
is also increasing. 
(The reported relationships between 
diabetes and other etiological variables 
have led to earlier detection of many 
cases. | 

Whatever the causes, the result is an 
urgent situation. There are at least 
300,000 known diabetics in Canada, 
and possibly another 300,000 as yet 


Ms. Skelton, a graduate of the basic degree 
program at McMaster University school 
of nursing, received a master’s degree in 
nursing from the University of British 
Columbia. She is presently a faculty mem- 
ber of the UBC school of nursing. 


undiscovered. Success in the treatment 
of these individuals depends, to a large 
extent, on the caliber of health teach- 
ing they receive. And the caliber of 
health teaching, in turn, depends on 
effective planning and implementation 
by health professionals. 

Unfortunately, most diabetic health 
education in Canada can still be char- 
acterized as unplanned and hit-or-miss. 
The following quotation illustrates this 
graphically: 

““.,..There’s the old syringe and 
orange bit, and then the supervised 
self-injection, of course —but most 
other aspects like skin care, cutting 
nails, respiratory infection, etc., etc., 
are more or less left to chance. There is 
no organized or even suggested pattern 
of introducing these to the patient — 
or, I might add, of ensuring that they 
are even mentioned...” * 

This type of situation must not be 
allowed to continue! What are the 
alternatives? f 

Over the years many diabetic teach- 
ing aids have been developed. The list 
includes books and pamphlets, record- 


* Excerpt from a letter written to the 
author in response to a request for a des- 
cription of the diabetic health teaching 
program of a metropolitan hospital. 
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_ State: 
_-—s “If the patient is to benefit from 
printed aids, he must be able to un- 
_ derstand them. Unfortunately, all too 


films, and programmed learning 

Much of this material fails 

“ the learning needs of the aver- 
> diabetic. 

The reasons for this have been clear- 

y identified by Thrush and Lanese, who 


often this is not the case. Instructional 
material is misinterpreted, misunder- 
stood, or confused because authors 
fail to write understandably and readers 
are unable to read with adequate com- 
prehension.” 2 

This observation is applicable to 
audio and visual aids, as well as to 
printed matter. 

Organized classes, usually conducted 
in a general hospital setting, are widely 
used for education of diabetic patients. 
Advocates of such classes point out 
that “in addition to practicality... 
group sessions have the advantage of 
group interaction and communication 
among persons with the same condi- 
tion.” 3 One wonders, however, whether 
other variables — such as the size of 
class, the interest and expertise of the 
health professionals doing the teaching, 
and the fact that a patient may miss 
one in the series of classes due to some 
other hospital procedure — may not 
be significant in judging the relative 
merits of class-type instruction. 

“Diabetic clinic” is a rather broad 
term that has been applied to a wide 
spectrum of teaching facilities. Such 
clinics range from sophisticated in- and 
outpatient services, such as those at 
Boston’s New England Deaconess Hos- 
pital, to the more familiar, general hos- 
pital outpatient clinics that serve dia- 
betics by meeting problems as they 
arise. Diabetic clinics may be effective 
vehicles of patient education if they 
are well planned, well funded, and 
competently staffed. 

Diabetic home-care programs — 
geared to make sure that “the patient 
with diabetes and his family know what 
care he will need at home, what precau- 


36 THE CANADIAN NURSE 


TABLE 1 
Comparison of Control and Experimental 
Part-Scores on Test of Diabetic Learning 


Possible Control Experimental 
mar ks range mean range mean 
1. Knowledge Subtests 
a) insulin users 75 30.0-69.5 | 51.75 |44.0-64.5 | 56.95 
b) pill users 70 13.5-57.0 | 31.30 |40.0-62.5 | 52.15 
2. Skill Subtests 
a) diet planning 20 3.0-16.0 | 9.85 |13.5-18.5| 16.30 
b) urine testing 10 0.0-8.0 4.40 | 3.5-10.0] 6.75 
c) insulin injecting 11 3.5-9.0 7.20 | 8.0-11.0} 9.50 


tions he must observe, and what general 
health measures should be followed”¢4 
— are among the services currently 
provided by many public health nurs- 
ing agencies. Here again, planning and 
staffing are the keys to success. 

Diabetic day-care centers, a relative- 
ly new development in Canada, are 
founded on the premise that diabetic 
teaching is best conducted by a coor- 
dinated team of interested and know- 
ledgeable doctors, nurses, and dieti- 
tians. Such centers show real promise 
for comprehensive instruction and fol- 
low-through. 

However, it is important to be real- 
istic. At present, the number of diabetic 
day-care centers in Canada is far from 
adequate to meet the teaching-learning 
needs of 300,000 diabetics. Until this 
situation changes, every doctor, nurse, 
and dietitian must assume responsibility 
for ensuring that diabetic patients have 
knowledge and skills they need to man- 
age their own care on a day-to-day 
basis. 


Teaching tool 

How can this be accomplished? One 
alternative is a “Diabetic Teaching 
Tool.” The tool described in this article 
is a teaching aid that can be used by 
any graduate nurse, in any setting, to 
guide and facilitate the learning of her 


diabetic patients. The two basic com- 
ponents of the tool are: a stand-up 
binder and a carrying case. 

The easel binder is sized for use on 
an overbed table. The materials in the 
binder — posters and nurses’ instruc- 
tions — deal with the 11 major content 
areas of diabetic learning: diet, urine 
testing, action of insulin and other 
hypoglycemic agents, technique and 
sites for insulin injection, care of equip- 
ment, symptoms of hypoglycemia, 
symptoms of uncontrolled diabetes, care 
of the feet, what to do in case of acute 
complications, when to consult health 
professionals, and how to balance exer- 
cise and activity with insulin.>® 

The carrying case contains Kardex 
slips, lists of diabetic supplies, consent 
forms, meal-planning booklets, urine- 
testing kits, patient take-home folders, 
and a supply of 84” x 11” pages with 
content corresponding to that presented 
in the easel binder. Prescription-type 
format is incorporated on several of 
these pages to allow information to be — 
individualized to the patients’ interests, — 
needs, and level of clinical control. : 

In developing the Diabetic Teaching — 
Tool, every attempt was made to gear 
it to the learning needs of the average — 
diabetic patient. The Dale-Chall read-_ 
ability formula’ was used, in conjunc-— 
tion with Thrush and Lanese 


unfamiliar words relating to diabetes 
to keep the reading level at or about 
Grade Six. Abundant use was made of 
illustrations and diagrams. 


Evaluation 

To evaluate the effectiveness of the 
Diabetic Teaching Tool, I conducted 
an experimental study that compared 
the knowledge and skills of two groups 
of diabetic patients admitted to a subur- 
ban general hospital. The 20 subjects 
who comprised the control group of the 
study were taught in an unplanned man- 
ner, based on whether and/or what 
instructions were deemed pertinent by 
their nurses. 

The Diabetic Teaching Tool that | 
designed was used by each patient's 
own nurse(s) to instruct the 20 patients 
in the experimental group. I visited 
each of the 40 subjects after his dis- 
charge from hospital and administered 
a test of diabetic learning, consisting of 
a number of short-answer questions and 
a three-part skill test. 

Demographic and diabetic data 
were recorded for each patient: age, sex, 
marital status, occupation, education, 
reason for current hospital admission, 
time elapsed since most recent previous 
hospital admission, age at onset of 
diabetes, duration of diabetes, and type 
of clinical control. In all these respects 
there was a high degree of similarity 
between the control and experimental 
patient groups. 

The differences between control and 
experimental scores on the test of dia- 
betic learning are given in Tables /] 
and 2. 

Almost all these differences are 
Statistically significant at the .05 level 
or better. 


Implications 

These findings have several impli- 
cations for nurses likely to be inter- 
acting with diabetic patients. 

The low test scores achieved by pa- 
tients in the control group of this study 
suggest that the unplanned, hit-or-miss 
diabetic teaching provided in many set- 
DECEMBER 1973 


The two parts of the diabetic teaching tool are an easel binder and a carrying case 
for lesson material. 


. for 


sugar 


Weight Loss 


e- & & @ 


symptoms 


Thirst 


eS @¢- & 
os 


Posters from the diabetic teaching tool illustrate symptoms of diabetes, lett, and 
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joes not satisfy patients’ learning 
for self-care at home. Therefore, 
currently employed in such set- 
would do well to consider other 
ins of diabetic patient teaching. 

1€ test scores achieved by patients 
the experimental group suggest 
that the Diabetic Teaching Tool is a 
useful aid to nurses in providing in- 


: Gbtection for diabetics. 


Therefore, nurses currently employed 
in settings giving an unplanned type 


of instruction might consider this tool 
as one alternative in their search for 


more successful methods of diabetic 
Patient education. 

Patients in this study appeared to 
benefit from the planned type of in- 
struction provided by the Diabetic 
Teaching Tool, regardless of the dura- 
tion of their diabetes. So, nurses cannot 
safely assume that patients with long- 
standing diabetes are knowledgeable 
and/or skillful in managing their dia- 
betes at home. Rather, each contact 
with a diabetic patient ought to be view- 
ed and used by the nurse as a teaching 
opportunity. 

The level of learning demonstrated 
by patients in the control group showed 
a high negative correlation with age 
at the time of teaching and testing, that 
is, the older the patient, the lower the 
score. This was not true of the experi- 
mental group, suggesting that nurses 
may have internalized society’s bias 
against the learning ability of older 
individuals. Nurses should be aware of 
this bias, and of the fact that it has not 
been substantiated in adult education 
research.? They should, therefore, make 
a wholehearted effort to provide in- 
struction to all diabetic patients, regard- 
less of age. 

The level of learning demonstrated 
by patients in the control group showed 
a high positive correlation with pre- 
vious education, that is, the higher the 
education, the higher the score. This 
was not the case in the experimental 
group, suggesting that nurses may act 
on the assumption that patients with 
little formal education are less able to 
learn adequate diabetic management 
than patients with more schooling. 
Rather than omitting or diluting dia- 
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TABLE 2 


Com 


parison of Control and Experimental 


Total Percentage Scores on Test of Diabetic Learning 


Insulin Users Antidiabetic Pill Users 
Control Exper. Control Exper. 
low 37.2 65.4 20.5 5720 
Percentage high 86.6 87.1 115 84.5 
mean| 64.79 77.88 43.40 74.05 
betic teaching for patients with little References 


formal education, nurses should attend 
to alternate ways in which the know- 
ledge and skills could be presented. 

The level of learning demonstrated 
by patients in the control group showed 
a high negative correlation with age at 
onset of diabetes, that is, the younger 
the patient was when his diabetes was 
diagnosed, the better his score. This 
effect was much less marked in the 
experimental group, suggesting that 
nurses may put forth a greater effort 
to teach patients whose diabetes is 
diagnosed at an early age than those 
diagnosed later in life. Nurses must 
be aware of this tendency and strive 
to overcome it by increasing the effort 
expended on the diabetic teaching of 
older individuals. 

It is important to emphasize that 
the Diabetic Teaching Tool is not 
proposed as a miracle solution to the 
problems facing the prospective teacher 
of diabetic health. Other variables — 
teacher, learner, and environment — 
must be considered in making diabetic 
patient education a success. Although 
I was well aware of this fact, it was 
beyond the scope of this study to con- 
trol these factors. It was hoped the 
results of this research might indicate 
the utility of such a tool for settings 
where more highly organized diabetic 
programs do not exist. 


The writer wishes to acknowledge the 
research grant provided by Miles Labora- 
tories, which funded this investigation. 
Sincere thanks are also extended to Dr. 
Margaret Campbell and Ms. Mary Cruise, 
the researcher’s thesis committee. 
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ur plants toxic? 
lodendron, poinsettia, and dieffen- 
lia have more in common than be- 
popular house plants. They are a 
‘of the more familiar toxic plants 
can harm a person by causing 
nach and intestinal irritation, sys- 
temic poisoning, mouth and_ throat 
_ lining irritation, and skin irritation. 
__ This cheerful news comes from the 
federal department of consumer and 
__ corporate affairs. The May issue of its 
' publication Consumer Contact carried 
the following advice: 
e Teach children how to recognize the 
| most common poisonous plants, such as 
} ison ivy. Tell them not to eat un- 
nown plants or suck plant nectar, and 
not to play with plants. Keep plant 
seeds and bulbs away from small 
children. 
e Learn about the plants in your area 
that could cause harm. 
e Dont eat wild plants, including 
mushrooms, unless you are sure of their 
identity and safety. 
e Don't brew home-made medicines 
from plants. 


Many of the forest and field plants 
listed as toxic sound dangerous. Who 
would knowingly collect a “deadly 
amanita,” a “death camas,” or a “poison 
hemlock”? It’s much harder to imagine 
that the buttercup, lily-of-the-valley, 
hyacinth, sweet pea, or daffodil can 
be poisonous. 

Even the vegetable garden has its 
hazards: the potato (new shoots) and 
rhubarb (leaf blade) appear on the com- 
mon toxic plant list. 


Travelers warned 

Canadians who travel abroad should be 
extremely cautious about buying med- 
icines in other countries. 

Health and Welfare Minister Marc 
Lalonde advised Canadians in July 
that some remedies sold in other coun- 
tries without a prescription contain 
drugs that can harm the user and dam- 
age the fetus in a pregnant woman. 

Even prescription drugs can be 
dangerous, as they often vary in potency 
and quality in different countries. Trav- 
elers should carry an adequate supply 


“That’s Nurse Simpson — She was in charge 
of the children’s Christmas party.” 
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and a typewritten prescription giving 
the brand and generic name of the 
medicine they use, including the dosage. 
In some countries, injections are 
given in pharmacies; Canadians are 
advised to refuse these because the 
equipment might not be sterile. 


New technique helps children 

Doctors at The Hospital for Sick Chil- 
dren in Toronto have developed a new 
technique that makes test procedures 
safer and simpler for children with 
heart defects. 

The technique involves injecting 
a harmless radioactive substance into 
the patient’s bloodstream. The patient 
lies under a gamma camera, which 
converts radioactive particles into 
visible, measurable flashes of light. 
The camera is connected to the hospi- 
tal’s computer system and can follow 
the pattern of the circulation, perform 
calculations, and produce data on a 
television screen. 

In many cases, this test will replace 
cardiac catheterization, which involves 
the hazards of any invasive technique, 
is particularly difficult to perform on 
a newborn child, and can only be done 
a limited number of times on a patient. 

This new application of nuclear med- 
icine and computer science has taken 
two years of research and preparation. 
By the end of 1973, heart patients at 
the hospital will be taking the gamma 
camera test. Some 7,000 to 8,000 pa- 
tients are handled by the cardiology 
department each year. 


Inside dope 
The Canadian registry for prenatal 
diagnosis of genetic disease, located 
in the department of pediatrics at — 
Queens University, has reported infor- — 
mation collected ‘in its first year. The — 
reasons for amniocenteses performed | 
from April 1, 1972 to March 31, 1973 
were: maternal age 69, Down’s syndro- — 
me 55, other chromosomal abnormali- 
ties 13, biochemical deficiencies and — 
known enzyme abnormalities 7, sex — 
linked conditions 8; 12 cases were 
not coded in the 180 questionnaires — 
returned to the registry. 
The findings are reported in the 
June 1973 Prenatal Diagnosis News- 
letter, put out by the Medical Research 
Council. :! 
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Jean E. Browne Thomson, a leader in 
nursing and education, died October 
7, 1973, after a long lifetime of service. 

Ms. Thomson, who had studied nurs- 
ing in Toronto and London, England, 
became the first director of school 
health work for the Regina School 
Board in 1911. She organized the 
first school hygiene branch for the 
Saskatchewan department of educa- 
tion in 1917. She served as the first 
president of the Saskatchewan Register- 
ed Nurses’ Association from 1917 to 
1919, and again from 1921 to 1922. 
She was president of the Canadian 
Nurses’ Association from 1922 to 
1926. 

Ms. Thomson had a lasting interest 
in the Red Cross Society, in 1922 be- 
coming the first director of the Cana- 
dian Junior Red Cross. She enjoyed 
international recognition, and received 
many honors, including the Florence 
Nightingale medal. 


Allan Rosky (R.N., St. Boniface Gen- 
eral Hospital school of nursing; B.N., 
U. of Manitoba), has been appointed 
associate employment relations ad- 
viser of the Manitoba Association of 
Registered Nurses. 

Mr. Rosky has included general duty 
and intensive care nursing and teach- 
ing in his nursing career. He has been 
involved in collective bargaining, has 
been vice-president of District 1, 
MARN, and president of the registered 
nurses’ association of St. Boniface Gen- 
eral Hospital. 


The Registered Nurses’ Association of 
Ontario has reorganized its employ- 
ment relations department. Among its 
new members are: Larry Robbins (M.A., 
U. of Toronto) who will negotiate con- 
tracts and serve associations in East- 
ern Ontario; Rita Kohan, research offi- 
cer, who will prepare model contracts 
and research material and organize 
the department’s reference library; 
Dan Anderson, grievance officer, who 
will advise and assist nurse representa- 
tives regarding grievances, in addition 
to his association treasury work; and 
Yvonne Trower, education ofticer, who 
will develop an employment relations 
educational program and be responsi- 
ble for the newsletter of the RNAO em- 
ployment relations department. 
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Middlesex County health unit in 1969. 


Lenna Richardson Honored At Retirement 


The Middlesex-London District health unit held a dinner in honor of Lenna 
Richardson on her retirement as supervisor of public health nursing of the unit. 
Ms. Richardson, center, accepts a presentation from Elizabeth F indlay, right, 
as Dorothy Mumby, /eft, director of public health nursing, looks on. Ms. 
Richardson, a graduate of the Hamilton General Hospital school of nursing, 
with diplomas in public health nursing and in supervision and administration, 
has devoted her career to the public health field. She served in Trail, B.C.; 
Wellington County, Stratford, and Owen Sound, Ontario, prior to joining the 
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Several new members have been ap- 
pointed to the teaching staff of the 
school of nursing of Queen’s Universi- 
ty, Kingston: 

Ann Brown (R.N., Royal Victoria 
Hospital school of nursing, Montreal; 
B.N., McGill), as lecturer, half-time, 
in medical-surgical nursing. Ms. Brown 
has been a staff nurse, assistant and 
head nurse at the Royal Victoria Hos- 
pital. 

Sally Chestnut (R.N., Victoria Gen- 
eral Hospital school of nursing, Halifax; 
B.N., McGill) as lecturer in medical- 
surgical nursing. Ms. Chestnut has 
been staff nurse at the Isaac Walton 
Killam Hospital, Halifax, The Mont- 
real General Hospital, and the Child 
Health Association in Montreal. 

Heather Locking (R.N., Toronto 
General Hospital school of nursing; 


BNSc., U. of New Brunswick), as lec- 
turer in medical-surgical nursing. Ms. 
Locking has been on staff at the Toron- 
to General Hospital since graduation. 


Barbara Martin (R.N., Wellesley 
Hospital school of nursing, Toronto; 


BNSc., U. of Western Ontario), as 
lecturer in psychiatric nursing. Ms. 
Martin has been a staff nurse at the 
Clarke Institute of Psychiatry in To- 
ronto. 

Wendy McKnight (R.N., Ottawa 
Civic Hospital school of nursing; B.N., 
McGill), as lecturer in nursing. Ms. 
McKnight has been a staff nurse at the 
Ottawa Civic Hospital. 

Ellen McCarthy (B.Sc., St. Francis 
Xavier U.; B.D., U. of New Brunswick; 
M.Sc. (Nutrition), U. of Guelph), as 
lecturer in nutrition, half-time, at 
Queen’s University and dietitian in the 
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ambulatory clinics at Kingston General 
Hospital. 

Heather Ogilvie (R.N., The Hospital 
for Sick Children school of nursing; 
BNSc., U. of Western Ontario; M.Sc.N. 
_ candidate, U. of Buffalo, N.Y.), as 
~~ lecturer in nursing of children. Ms. 
Ogilvie has taught at Timmins Hospi- 
| tal school of nursing and has been a 
flight sister in the Armed Services. 

Allison Sayers (R.N., Atkinson 
School of Nursing, Toronto Western 
Hospital; BNSc., U. of Western Onta- 
rio), as lecturer in community nursing. 
Ms. Sayers’ experience includes staff 
nurse with the Victorian Order of 
Nurses and Department of Health in 
Toronto; staff nurse at Toronto West- 
ern Hospital; clinical instructor at 
Atkinson School of Nursing; research 
assistant in the School of Hygiene, 
University of Toronto; and supervisor, 
Canadian National Institute for the 
Blind in Newfoundland. 

Lola Zagrodney (R.N., Atkinson 
School of Nursing, Toronto Western 
Hospital; BNSc., Queen’s U.), as lectur- 
er in Community nursing. Ms. Zagrod- 
ney was previously public health liaison 
nurse at Rockwood division of the 
Kingston Psychiatric Hospital. 


Pat Dalenger (R.N., Winnipeg General 
Hospital school of nursing; B.N., U. of 
Manitoba), is nursing consultant in 
family planning with the Alberta De- 
partment of Health. 

Ms. Dalenger, currently working 
toward her bachelor of pedagogy, has 
taken courses in education and in human 
sexuality. Her nursing career has been 
devoted to public health and teaching. 


Dorothy Lambeth (Reg.N., B.Sc.N., 
M.A.) has been appointed chairman of 
the new department of nursing at 
Mohawk College, Hamilton, Ontario, 
effective October 1, 1973. 
Ms. Lambeth, for- 
merly coordinator 
of academic and 
applied arts part- 
time programs at 
Scarborough’s 
Centennial College, 
will head a depart- 
ment comprising 
ip #4 more than 800 stu- 
dent nurses and nearly 200 staff of the 
four area schools of nursing, which 
became part of Mohawk September 1. 
The Hamilton Civic Hospitals school 
of nursing, the St. Joseph’s school of 
nursing, the Hamilton and District 


42 THE CANADIAN NURSE 


0 Fay 
school of nursing, and the Brantford 
General Hospital school of nursing will 
be known as Mohawk College campuses 
within the department of nursing. 

The four campuses of the department 
of nursing of Mohawk College are head- 
ed by: Mary C. Howey at Brantford 
General Campus; Virginia Frere at St. 
Joseph’s Campus: Elisabeth M. Maus 
at Chedoke Campus, and Margaret P. 
Morgan at Hamilton Civic Campus. 


Bessie Lucas (Reg. 
N., Psychiatric Hos- 
pital, London; Cert. 
Nursing Educ., U. of 
Toronto) has recent- 
ly retired from the 
staff of the Psychiat- 
ric Hospital in North 
bay, Ontario. Her 
$00 Oe ' career has largely 
been devoted to teaching nursing assist- 
ants and affiliate nursing students at 
the psychiatric hospitals of London, 
Kingston, and Port Arthur, Ontario. 

Ms. Lucas plans to resume active 
participation in music and_ studies 
in philosophy and psychology. 


4 Sie a 
Margaret Francis 


New appointments to the school of 
nursing, Dalhousie University, Halifax, 
Nova Scotia, have been announced: 

Margaret Rose Francis is associate 
professor. Dr. Francis has for serveral 
years been assistant professor at the 
school of nursing, University of British 
Columbia, Vancouver, B.C. 

Louise Leffert Bristow is assistant 
professor. She has recently completed 
her course work toward a doctorate 
in education at Teachers College, 
Columbia University, New York City. 

Mona June Horrocks is assistant 
professor. During the past 10 years she 
has studied and worked in a variety of 
settings, and along the way earned an 
M.S. in both psychiatric nursing and 
community health nursing at the Uni- 
versity of California, San Francisco. 

Sister Frances McKiernan is assistant 
professor. Her most recent position has 
been that of director of nursing service 
at the Halifax Infirmary, Halifax. 

Denise Mary Power is assistant pro- 
fessor. Her most recent appointment 
has been that of supervisor of clinical 


nursing at Victoria General Hospital, 
Halifax. 

Eileen Dauphinee Irwin is community 
health nursing clinical instructor. For 
several years prior to resuming her 
recent studies, Ms. Irwin was with the 
Victorian Order of Nurses in Halifax. 

Susan Elizabeth MacNeill, who earned 
her bachelor of nursing degree at Dal- 
housie University in 1972, is clinical 
instructor in pediatrics. 

Ann Margaret Winter Nielsen is clin- 
ical instructor. Ms. Nielsen has been 
psychiatric nursing instructor at the 
Nova Scotia Hospital in Dartmouth. 


The New Brunswick Association of 
Registered Nurses has announced that 
nursing scholarships valued at $500 
each have been awarded to: Louisa Jane 
Armstrong, R.N., Saint John (NBARN 
St. John Chapter scholarship) for study 
in the degree program for registered 
nurses at U. of New Brunswick; Des 
Ange McGraw, Tracadie (NBARN 
scholarship) for basic nursing program 
at U. of Moncton; Rosa McGraw, 
Robichaud (NBARN scholarship) for 
basic nursing program at U. of Monc- 
ton; Tina Orser McLellan, R.N., Hart- 
land (Muriel Archibald Scholarship) 
for the degree program for registered 
nurses at UNB; Susan Plume, Stanley 
(Dr. Katherine MacLaggan Memorial 
Scholarship) for basic nursing program, 
UNB; and Noella Simard, Moncton 
(Muriel Archibald Scholarship) for 
basic nursing program, U. of Moncton. 


The Division of Tuberculosis Control, 
Department of Health and Social De- 
velopment of Alberta, has announced 
the appointment of A. Viola Flanagan 
to the position of nurse consultant. 

Ms. Flanagan (R.N., Medicine Hat 
General Hospital school of nursing; 
B.Sc.N., U. of Alberta) will provide 
liaison with provincial health units, 
municipal nurses, federal government 
nursing stations, and other field units. 
She will also assist in organizing and 
conducting educational programs in 
tuberculosis and respiratory diseases. 


Laura Smith (R.N., St. Paul’s Hospital, 
Saskatoon; R.P.N., Saskatchewan Hos- 
pital, North Battleford) has joined the 
staff of the North Okanagan Mental 
Health Centre in Vernon, B.C. As 
mental health nurse, she will act as 
consultant to other professional agencies 
and will work closely with the depart- 
ment of human resources and the Cana- 
dian Mental Health Association. 

Ms. Smith’s career has embraced 
psychiatric, public health, and office 
nursing, as well as teaching psychiatric — 
nursing. 

DECEMBER 1973 


ee eth SI — All rea 


Se oe 


ments: Viola Aboud as assistant execu- 


% “ “he v ' 4 ; °F 5 
has an- eral Hospital school of 
Public Health Btn ed 


ospital, C 
administrative appoint- 


tive director, and Patricia Valeriote as 
director of patient services. 


Viola Aboud Patricia Waletiote 


Ms. Aboud (R.N., Montreal General 
Hospital school of nursing; Dipl. teach- 
ing and supervision, McGill U.; Dipl. 
H.A., School of Hygiene, Toronto) 
was, for several years, special assistant 
to the director of nursing and chairman 
of the nursing procedure committee at 
the Montreal General Hospital and, 
later, director of nursing at the Toronto 
General Hospital. 

Ms. Valeriote (B.Sc.N., U. of Western 
Ontario) previously held positions of 
administrative assistant and director 
of nursing at St. Joseph’s Hospital, 
Guelph. 


Alma Elizabeth Reid was appointed 
acting director of the nursing school 
at Laurentian University, Sudbury, 
following the resignation of Dr. Marga- 
ret Lee. Professor Reid had been direc- 
tor of the school of nursing at McMaster 
University, Hamilton, for 21 years prior 
to retiring in 1970, and has served a 
term of office as president of the Regis- 
tered Nurses’ Association of Ontario. 

More recent appointments to the 
faculty are: Carolyn O’Connor, former- 
ly of Sudbury Regional School of Nurs- 
ing; Audrey Pickard, a former lecturer at 
Laurentian; and Mary Donato, who is 
with the Sudbury and District Health 
Unit. The latter two are serving on a 
part-time basis. 


Phyllis M. Robinson has been named 
director of nursing education and Lucin- 
da Broadbent, assistant director of 
nursing education, for the final year of 
operation of the Calgary General Hos- 
pital school of nursing. 

Ms. Robinson (R.N., Calgary Gen- 
eral Hospital school of nursing; Dipl. 
Teaching and Supervision, U. of To- 
ronto; B.S.N., U. of British Columbia, 
Vancouver; M.N., U. of Washington, 
Seattle) has worked at the Calgary 
General Hospital during most of her 
career. She has been staff nurse, super- 
visor, teacher in maternity nursing, 
and assistant director of nursing edu- 
cation. 

Ms. Broadbent (R.N., Calgary Gen- 
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Columbia; B.Sc.N., U. of Alberta) ae 
worked with the Victorian Order of 
Nurses in Prince Albert and in Bramp- 
ton, Ontario, and has been on the fac- 
ulty of the Calgary General Hospital 
school of nursing since 1964. 


New faculty appointments at the Uni- 
versity of Alberta School of Nursing, 
Edmonton, have been announced: 

Amy Elliott Zelmer is coordinator of 
continuing education for nurses. Dr. 
Zelmer has been engaged in public 
health and health education in Yar- 
mouth and Halifax, N.S., and in Ed- 
monton. More recently, she has been 
with the department of extension of the 
U. of Alberta. 

Kay A. Dier is assistant professor 
(nursing director of nurse practitioner 
program). Ms. Dier has been with 
northern medical services in Edmonton, 
Northwest Territories, and Yukon; on 
the faculty of U. of Saskatchewan; and 
with the World Health Organization 
in Iran, Ghana, and Malawi. 

Jeanette Thelma Funke is assistant 
professor. Ms. Funke has been lecturer 
at the U. of Alberta school of nursing. 

Gillian L. Brown is lecturer in ad- 
vanced practical obstetrics. Ms. Brown 
has been in charge of the nursing sta- 
tion at Island Lake, Man., and has been 
head nurse, obstetrics, at Fort Churchill 
General Hospital. 

Mary Wood Cannings is lecturer 
(postbasic). Ms. Cannings has been 

istrict nurse with the City of Edmonton 
health department. 

Eileen Creasey Crane is lecturer. 
She has worked in Calgary at the pro- 
vincial cancer clinic, the Southwood 
Nursing Home, the City Health Depart- 
ment and, as inservice coordinator, at 
the Bethany Auxiliary Hospital. 

Darlene Pollock Forrest is lecturer. 
She has been instructor at the school 
of nursing for the past two years. 

Linda Isabel Reutter is lecturer in 
medical-surgical nursing. She has been 
a clinical instructor at the University of 
Alberta Hospital and a part-time clini- 
cal supervisor in the basic degree pro- 
gram at the U. of Alberta. 

Janet Hersberger Smith is sessional 
lecturer. Ms. Smith has worked at the 
Royal Alexandra Hospital and the 
Misericordia Hospital in Edmonton. 


Sylvia Thompson (R.N., St. Paul’s Hos- 
pital, Vancouver) has been appointed 
director of nursing at Mills Memorial 
Hospital in Terrace, British Columbia. 
Prior to joining the hospital staff ir 
1971, Ms. Thompson had nursed at 
Queen Charlotte City, Bella Coola, and 
Bella Bella, British Columbia. 


ing 
where a two-year “dip 
nursing began in Septer 
Ms. Mercier (R.N., 
pital school of nursing, | 
B.Sc.Inf. and M.A.S., U. of | 
can call on her wide experi 
public health nurse and professo 
nursing in her present position. 


Margaret Risk has been appointed | as- 
sistant director of nursing at the Bo- i 
rough of East York Health Unit. 
Associated with these duties, she is ii 
developing the role of clinical nurse 
specialist in a generalized public health 
program. . 
Ms. Risk (Reg.N., Toronto Western 
Hospital; B.Sc.N. and M.Sc.N., Univer- 
sity of Toronto) has worked in a gener- 
alized public health nursing program 
with the City of Toronto. She has also 
been a clinical instructor for the Uni- 
versity of Toronto school of nursing and 
a field investigator with Connaught 
Laboratories. 


Sister Cecile Gauthier, has been ap- 
pointed counsellor to the Mother Gen- 
er ! of the Grey Nuns of Montreal. 


Sr. Gauthier was 
assistant executive 
director — nursing 
at St. Boniface 
General Hospital, 
Winnipeg, and a 
member of _ the 
board of directors 
of the Manitoba 


~ Association of Reg- 
istered Nurses at the time of her ap- 
pointment. 


Hazel White has just retired as matron 
of Blunt’s Nursing Home at Leduc, 
Alberta, having nursed for 50 years in 
Alberta. 

Ms. White graduated from the Royal 
Alexandra Hospital School of Nursing 
in 1921, and her nursing career has 
brought her to such places as Innisfail, 
Lloydminster, Banff, | Whitecourt, 
Hanna, Magrath, Jasper, Mayerthorpe, 
and Wainwright. 


E. Susan Wilson, (R.N., Ottawa Civic 
Hospital school of nursing; B.Sc.N., 
University of Alberta), has been ap- 
pointed charge nurse in family planning 
for the City of Edmonton local board 
of health. 

Ms. Wilson has had a number of 
years of experience in hospital nursing 
and, prior to her appointment, was 
public health nurse at the Jasper Place 
Clinic for the City of Edmonton. 
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new products 


Descriptions are based on information 
supplied by the manufacturer. No 
endorsement is intended. 


| 
Folding Wheelchair 


Utility Tray 


Aids from Everest & Jennings 

Everest & Jennings Canadian Ltd., 111 
Snidercroft Road, Concord, Ontario, 
has announced that its model 1890-S 
walking aid now has a utility tray 
available at no extra cost. This grey 
plastic tray, which measures 17 5/8 x 
4 1/8 x 4 1/8 inches provides a handy 
storage area for small items. 

The walker is made from lightweight, 
chrome-plated steel tubing and is ad- 
justable in one-inch increments from 
32 inches to 36 inches high. Anti-rattle 
sleeves on the legs eliminate clatter, 
and a high cross brace allows the walker 
to straddle standard toilets. Heavy duty 
nonmarking, nonskidding rubber feet 
provide maximum safety. 

Also available from this company 
is a folding wheelchair for those who 
y require a wheelchair but still want to 
travel. Available in standard and nar- 
row adult models, the wheelchair folds 
to 954 inches wide. It is sturdy and can 
be stored in a car, bus, train, or air- 
plane. Standard features include 24-inch 
wheels with 5- or 8-inch casters, protec- 
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tive side panels, hubcaps, removable 
foot plates, padded armrests, safety 
brakes, and contoured legrest panels. 


Kidney equipment 

Milton Roy Company, Florida, has 
announced a new line of home and 
hospital artificial kidney equipment 
and supplies. 

The equipment, which was displayed 
in Boston April 8 and 9, includes a 
new coil batch system for dialyzing one 
or two patients, and a continuous prep- 
aration system for economically treat- 
ing up to 30 patients simultaneously. 

Features of the new batch-type sys- 
tem, which will accept any coil dialyzer, 
include a modular concept to conserve 
floor space, a low canister volume to 
reduce starting time, and a simplified 
design for ease of operation, training, 
and maintenance. 

The basic model of the multiple 
patient system can supply dialysate 
for up to five patients. Increasing 
the system’s capacity to handle 10 or 
20 patients is easy because of its modu- 
lar design. A backup proportioning sys- 
tem prevents interruption of dialysis 
schedules. 

Accessories for dialysis include a 
new infusion pump for injecting medi- 
cation into the blood stream during 
dialysis, and a fistula training arm for 
use in home dialysis training programs. 

A copy of the new catalog of Milton 
Roy dialysis equipment and supplies 
is available on request from Milton 
Roy Co., P.O. Box 12169, St. Peters- 
burg, Florida 33733, U.S.A. 


Recording Resusci Anne 

The Recording Resusci Anne is a self- 
contained multisensory manikin with 
an automatic recording system that 
provides the learner with immediate 
corrective feedback. Colored lights 
instantly show the student’s progress 
inlearning correct ventilation, sufficient 
compression, and accurate hand posi- 
tion. An audio rhythm counter helps 
the student practice a constant and 
effective rhythm. 

A computer-type tape printout shows 
the student’s mistakes; both the amount 
of ventilation and cardiac compression 
exerted are signified. The printout also 

(Continued on page 46) 
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Need extra protection against slippage when 
you're handling slippery metal, glass and plastic 
surgical instruments? Try Perry’s Double-Tex* 
sterile, surgical gloves with light, velvet-textured 
palms. 

You'll also get another exclusive Double-Tex 
feature. A special textured interior surface. De- 
signed to protect against “in-the-glove slippage” 
caused by perspiration build-up during long 
procedures. 


F ES ton 


Textured surfaces, 
inside and out... 


Double-Tex’s strong, but thin, palm prevents 
binding. In addition, specially designed, curved 
fingers make Double-Tex a comfortable glove 
that is not fatiguing during long procedures. 
Available in white and brown latex. Sizes 
5¥2 through 9. Packaged in convenient peel- 
down, nonresealable outerwrap. Innerwrap 
provides a 276 square inch sterile field. Double- 
Tex. Just what you asked for and just from 
Perry. 


Ry gloves 


A PRODUCT OF 
AFFILIATED MEDICAL PRODUCTS LIMITED 


90 Commercial Avenue, Ajax, Ontario 


new products 
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ives the number of times the student 
aulted on hand placement pressure, 
and indicates a simulation of the carotid 
pulse. 

The Recording Resusci Anne diag- 
noses lack of pulse, and dilatation and 
constriction of the pupils. This battery- 

owered, life-size manikin is available 
rom Safety Supply Company, 214 King 
Street East, Toronto, Ontario. 


Posey vest 

A new product has been introduced by 
Posey Company. It is a Posey vest with 
a waist adjustment that the patient 
cannot change. The waist belt can be 
adjusted to fit the patient comfortably 
and can be secured under the bed. 

This vest comes in small, medium, 
and large sizes in cotton or Breezeline. 
More information is available from 
Enns & Gilmore Ltd., 1033 Rangeview 
Rd., Port Credit, Ontario. 


Steriie specimen container 

A sterile specimen container with a 
pouring spout, screw-top lid, and con- 
venient handle has been developed by 
Sage Products, Inc. This clear plastic 
container for collecting urine speci- 
mens, sputum, stools, and tissue, and for 
storing microscope slides is marked 
with a graduated measure in milliliters 
and ounces. The container’s squat 
design provides stability, prevents tip- 
ping, and makes the containers easy to 
store. It is completely disposable. 

The container’s screw-top jar closure 
prevents spilling or accidental contami- 
nation; its wide mouth and handle make 
it convenient to use. 

For further information, write to 
Ingram and Bell Limited, 20 Bond 
Avenue, Don Mills, Ontario. 


Sterile Specimen Container 
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Sterilizing Envelopes 


Metric fever 

With conversion to the metric system 
close at hand, La Barge Inc. has 
announced the availability of an elec- 
tronic thermometer, which reads a 
person’s temperature in both fahrenheit 
and centigrade degrees. 

According to the company, this is 
the first and only thermometer that 
gives both readings simultaneously. It 
is for use in hospitals, clinics, physi- 
cian’s offices, nursing homes, and family 
homes. In the conversion of a person’s 
temperature from 98.6 degrees fahren- 
heit, the centigrade temperature is 37.0 
degrees. 

For more information about this 
thermometer, write to La Barge, Inc., 
500 Broadway Building, St. Louis, 
Missouri 63102, U.S.A. 


Hemotogene-Sachet 

ICN Canada has announced that Hema- 
togene-Sachet is available in a new, 
reusable plastic box. The box comes 
with a sliding cover and is divided to 
contain 24 sachets. 

Hematogene-Sachet is a hematinic 
tonic indicated in cases of iron 
deficiency anemia and__ nutritional 
deficiencies. All data on the product 
are printed on a sleeve, which can be 
removed when a pharmacist dispenses 
this prescribed tonic. 

Each sachet contains 10 ml of Hema- 
togene elixir. Further information is 
available from ICN Canada Ltd., 675 
Montée de Liesse, Montreal 377, 
Quebec. 


Sterilizing envelopes 

A new line of sterilizing envelopes, 
which offer positive heat-sealed bond 
and no shrinking or curling, has been 
introduced by Sparta Instrument Cor- 
poration. 

Called “Asepti-Pak,” the envelopes 
are made of extra heavy plastic lami- 
nate. It is clear for ready identification 
of contents and heat-sealed to high 
grade, wet strength paper on three 
sides. The envelopes, available in a 
wide range of sizes, include a chevron 
for aseptic removal of sterilized con- 
tents. 

Asepti-Pak sterilizing envelopes may 
be used for steam or gas sterilization. 
Each envelope is provided with indica- 
tor stripes which change color after 
autoclaving. 

Additional information may be 
obtained from Sparta Instrument Cor- 
poration, 305 Fairfield Avenue, Fair- 
tield, N.J. 07006, U.S.A. 


Dopamet 
ICN Canada Limited has announced 
that Dopamet (Methyldopa tablets 
U.S.P.) is available in Canada. It is 
indicated in the treatment of sustained, 
moderate to severe hypertension. 

This 250 mg film-coated tablet, which 
is yellow, comes in bottles of 50 and 500 
tablets. One to two tablets, taken two to 
four times daily, is the recommended 
dosage. 

For more information, write to ICN 
Canada, 675 Montée de Liesse, Mont- 
real 377, Quebec. e 
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January 14-18, 1974 

Workshop on “Coronary Care and 
Cardiopulmonary Resuscitation,” for 
nurses who are working in a hospital 
that has cardiac monitoring equip- 
ment, U. of Saskatchewan, Saskatoon. 
This course is designed to provide 
instruction in the principles and prac- 
tice of coronary care and resuscita- 
tion. The program will not qualify a 
nurse to be a specialist without further 
training. For further information, write 
to: Norma J. Fulton, Continuing Nurs- 
ing Education, College of Nursing, U 
of Saskatchewan, Saskatoon, Sask. 


January 21-25, 1974 

Workshop on “Tomorrow’s Family — 
Implications for Health,” Saskatoon. 
This workshop is for nursing personnel 
from community agencies and from 
obstetric and pediatric units in hospi- 
tals, who are working in a coordinating 
role in group medical practice, and in 
the nurse practitioner role. The work- 
shop will center on the discussion of 
the family of the future and implica- 
tions for achanging response by nurses 
who have a central role in delivering 
health care to families. For further 
information, write to: Norma J. Fulton, 
Continuing Nursing Education, College 
of Nursing, U. of Saskatchewan, Saska- 
toon, Saskatchewan. 


February 2-9; February 8-15, 1974 

Two Cultural and professional trips to 
Portugal, sponsored by the Association 
of Nurses of the Province of Quebec. 
ANPQ believes this trip will combine 
interesting experiences and a restful 
holiday. Visits to hospitals are included 
in the program. Cost of the tour is $299 
per person (all inclusive). For further 
information, contact: Professional 
Seminar Consultant, Vanier Medical 
Center, 261 Montreal Rd., Suite 204, 
Ottawa, Ontario K1L 8C7. 


February 18-22, 1974 

Occupational health nursing program 
for registered nurses employed in 
the field of occupational health nurs- 
ing. Fee: $95. For further information, 
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write to: Continuing Education Pro- 
gram for Nurses, Faculty of Nursing, 
University of Toronto, 50 St. George 
St., Toronto, Ontario. 


March 1-3, 1974 

Orthopedic Nurses’ Association, first 
national congress, Atlanta, Georgia. 
For further information, write to: Clara 
A. Donahoo, Executive Director, Suite 
705, 1938 Peachtree Rd., N.W., Atlan- 
ta, Ga. 30309, U.S.A. 


April 5-6, 1974 

Annual Stewart Research Conference 
and celebration of the 75th anniversary 
of the department of nursing education, 
Teachers College, Columbia Universi- 
ty, New York. Fee: $25. For information 
and reservations, write to: Dr. M. Louise 
Fitzpatrick, Chairman, Stewart Re- 
search Conference, Box 150, Dept. 
of Nursing Education, Teachers Col- 
lege, Columbia U., 525 W. 120th, New 
York, N.Y. 10027, USA. 


April 29-30, 1974 

Ambulatory Pediatric Association, 14th 
annual meeting, Sheraton-Park Hotel, 
Washington, D.C. Abstracts are invited 
to be considered for presentation at 
the scientific sessions. For further in- 
formation, write to: E.S. Hillman, M.D., 
Montreal Children’s Hospital, 2300 
Tupper St., Montreal 108, Quebec. 


May 2-4, 1974 

Vancouver General Hospital 75th anni- 
versary, gala celebration and alumni 
banquet, Regency Hyatt Hotel, Van- 
couver, B.C. For further information, 
write to: Executive Secretary, VGH 
Alumni Association, 2851 Heather St., 
Vancouver 9, B.C. 


May 5-10, 1974 

Third Canadian Operating Room 
Nurses’ convention, The Queen Eliza- 
beth Hotel, Montreal, Quebec. For 
additional information, write to: Ms. 
Peggy Iton, c/o Jewish General Hospi- 
tal, 3755 Cote St. Catherine Road, 
Montreal 249, Quebec. 


May 7-9, 1974 ; 
Reunion of all Saskatoon City apie | 
graduates in Vancouver, Sheraton- — 
Landmark Hotel, Vancouver. For further . 
information, write to: Saskatoon City | 
Hospital Reunion, Box 46355, Vancou- — 
ver, B.C. V6R 4G6. 


May 29 - June 1, 1974 

Association for the Care of Children 
in Hospitals, 9th annual conference, 
Sheraton-Chicago Hotel, Chicago, Ill- 
inois. Children’s Memorial Hospital of 
Chicago is the sponsoring institution. 
Conference theme: “Who puts the 
pieces together?” A pre-conference 
seminar on play therapy will take place 
on May 29, 1974. For registration and 
program information, write to: Myrtha 
Sice, Recreational Therapy Dept., Chil- 
dren’s Memorial Hospital, 2300 Chil- 
dren's Plaza, Chicago, Illinois 60614. 


June 16-21, 1974 
Canadian Nurses’ As- 
sociation annual 
meeting and conven- 
tion, to be held in the 
Manitoba Centennial 
Centre Concert Hall, 
Winnipeg, Manitoba. 
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June 18-21, 1974 

Canadian Public Health Association, 
65th annual meeting, St. John’s, Nfld. 
Theme: ‘‘Patterns of Health Delivery — 
Rural and Urban.’”” CPHA members and 
non-members wishing to participate in 
the scientific sessions should submit 
abstracts of proposed papers to: Lowell 
W. Gerson, Ph.D., Chairman, Scientific 
Program Planning Committee, Faculty 
of Medicine, Memorial University of 
Newfoundland, St. John’s. Deadline for 
submission of abstracts is January 15, 
1974. 


June 23-28, 1974 

Canadian Medical Association, annual 
meeting, Toronto, Ontario. For further 
information, write to: CMA House, 
1867 Alta Vista Dr., Ottawa, Ontario. 
K1G 0G8. 
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Child Care: A Client Ap- 
+. Nursing by Janet Miller 

illian Gatlin Stokes, and 
McGovern Billings. 
St. Louis, Mosby, 1973. 
ewed by Audrey DeBlock, Lec- 
College of Nursing, University 
Skatchewan, Saskatoon, Sas- 
atchewan. 
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his book presents the traditional 
_ patient as a client in a variety of settings 
_and situations where nurse involvement 
‘is both episodic and distributive. This 
_ orientation to the client model and to 
the health concept places the focus 
on a growth and development continu- 
um of life and wholeness, as well as 
on the assets and active involvement of 
individual and group clients. 

The framework for the units is in 
relation to the recognition and further 
perception of basic needs, the normal 
development and meeting of basic 
needs, the factors that affect the basic 
needs and cause interferences to occur, 
and the nursing management that assists 
the client to a return to the continuum 
of wholeness. 

Though the client approach isn’t 
unique to all nurses, it is unique to the 
nursing text. The text includes medical- 
| surgical material, and appropriately 
integrates pediatrics and_ geriatrics. 
_ This is most meaningful for it stimulates 

the perception of client wholeness where 

client parts are no longer in the way, 

obstructing the total view of life. Ilus- 

trations show a variety of settings and 
| style. 
: The charts throughout the text and 
the appendix, for example those on in- 
fectious diseases, can be of great value 
for ready reference to assist in decision 
making regarding appropriate nursing 
intervention. The risk charts lend 
appeal to the trend to specific problem 
approaches, such as SOAP. The sugges- 
ted reading lists at the end of each unit 
appear to be a wide sampling of authors 
and subjects, representative of up-to- 
date, quality articles that are profes- 
sionally recognized. 

This text would be a good acquisition 
to any professional library. The beauty 
of its simplistic framework comple- 
ments the wealth of comprehensive 
material at hand in one basic reference. 
A search for item information through 
the use of the index will produce the 
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desired information or provide a basis 
for a further search in depth. 

I would highly recommend Adult and 
Child Care to the contemporary nurs- 
ing student in particular, tor it will 
definitely assist her “to become,” and 
to all nurses in general, for it will lend 
direction for nurse involvement in a 
realistic total health care system. 


Intensive Nursing Care, 2ed., by Lenette 
Owens Burrell and Zeb L. Burrell, 
Jr. 360 pages. St. Louis, Mosby, 
1973. 

Reviewed by Cheryl Doiron, Assist- 
ant Director of Nursing, St. Joseph's 
Hospital, Saint John, N.B. 


This book was written with the intention 
of providing essential information for 
the critical care nurse, physicians out- 
side their area of specialty, medical 
students, and technicians in ICU, CCU, 
and the emergency department. It does 
just that. 

It is well organized in its coverage of 
critical conditions affecting every major 
system of the body. The reader is 
provided with a point summary of 
typical initial treatment, which would 
be valuable for quick review in emerg- 
ency situations. The writers then elabo- 
rate concisely on clinical findings, pa- 
thogenesis, treatment, and patient ed- 
ucation. 

In spite of the fact that the reader 
has quick information at his fingertips, 
this is not a book to be skimmed; no 
words are wasted on irrelevant or non- 
essential material. Although brevity is 
a keynote of this presentation, a ready 
link is established between nursing 
action and underlying principles. The 
authors never instruct the reader to 
note an observation without telling 
him, in capsule form, exactly what he is 
looking for, how it could be interpret- 
ed in terms of the patient’s condition, 
and what action should be taken. 

Awareness of the total person is 
evident throughout the book. It is a 
pleasure to read a text that does not 
neglect the human element in_ its 
attempt to summarize theory. The 
emotional needs of the patient and his 
family are stressed as being an import- 
ant aspect of nursing care; considera- 
tion is also given to the reactions of 
nurses working in critical care areas. 


The chapter on electrocardiography 
and peritoneal dialysis are particularly 
well done. The authors have also re- 
organized the section on drugs, so the 
reader is able to understand their ac- 
tion more clearly in terms of the sys- 
tem affected. The additional chapters 
on anatomy and physiology of the 
nervous system and burns present 
pertinent material, but, like the rest of 
the book, it is basic in its content, 
giving simplified explanations of com- 
plicated mechanisms. 

The authors have not covered any 
subject in depth, but have accomplished 
their objective of providing essential 
information. The text is an excellent 
source of quick reference and would 
no doubt act as a stimulus for further 
investigation. 


Psychosocial Nursing Care of the Aged 

edited by Irene Mortenson Burnside. 
214 pages. Toronto, McGraw-Hill 
Ryerson, 1973. 
Reviewed by Peggy Saunders, Assis- 
tant Professor, School of Nursing, 
University of British Columbia, 
Vancouver, B.C. 


In this book the editor has selected 
and organized 19 nursing papers on 
psychosocial care under four timely 
topics. These include communications, 
the aged patient in the institution, the 
aged individual in the community, and 
group work with the elderly person. 
Ms. Mortenson points out common- 
alities of the authors: each places em- 
phasis on psychosocial care of the aged 
person, all are nurses, and the papers 
are rich in clinical data. These factors 
hold great significance in the task of 
providing individualized health care. 
The purpose of the book is to en- 
courage other nurse practitioners to 
share their findings in this complex 
field of psychosocial nursing of the — 
aged person, and to gain support — 
through sharing. 4 
A theme running through all the — 
papers is the need for individuals to — 
have some control over the kind of 
health care they receive, as well as the 
manner in which it is provided. The 
editor directs the reader to consider — 
the monumental adjustments the elderly 
person must make in daily living. Fur- 
thermore, the adjustments are 
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"> getime’in life when the individual has. 


fewer physical, emotional, and social 
resources than ever before. 

The section on communication in- 
cludes some particularly pertinent 

roblems encountered in interviewing. 
ince the elderly person is subjected 
to much questioning and may doubt 
the value of the interview or the sincer- 
ity of the interviewer, unique problems 
arise that require special skills to 
overcome. 

Group work with aged persons is 
described in the last five papers. 
This section is of the utmost interest 
at a time when nurses are becoming 
more and more involved with groups. 

Each section of the book contributes 
to an understanding of the many areas 
of concern in psychosocial nursing care 
of the aged. Nursing students and prac- 
titioners alike should benefit from this 
collection of papers. 


Intravenous Medications; A Handbook 
for Nurses and Other Aliiied Health 
Personnei by Betty L. Gahart. 176 
pages. St. Louis, Mosby, 1973. 
Reviewed by Mary C. Stewart, Su- 


pervisor, Nurse Technician Depart- 


ment, Ottawa Civic Hospital, Ot- 
tawa, Ontario. 


The author states in the preface that 
nursing today embodies many respons- 
ibilities that were once the sole respons- 
ibility of the physician. One of the new 
roles is the administration of intrave- 
nous medications. 

Intravenous medications are poten- 
tially dangerous with incorrect use; 
as a result it is important that all nurses 
have a clear, concise, and simple form 
of quick reference. 

The drugs in this book are cross- 
indexed by generic and trade names. 
Each drug has the following informa- 
tion: usual dose, dilution, rate of ad- 
ministration, actions, indications and 
use, precautions, contraindications, 
drugs with which it is incompatible, 
side effects, and antidote. 

One advantage of the book is the 
quick review it affords the nurse, which 
is particularly valuable for medications 
that are used infrequently. Another 
area of value is “Incompatible with’; 
these are rarely found in the package 
inserts supplied by the manufacturer, 
or in the pharmacology books. 

A great many factors determine in- 
compatibilities, such as temperature 
of solutions and rooms, pH of solutions, 
dilution, and the length of time the drug 
has been mixed. As a result, there are 
not always specific incompatibilities 
listed in this book; the nurse must be 
alert for signs of incompatibilities. 

The information in the book is per- 
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tinent only to the intravenous use 
of the drug and is not necessarily 
pertinent to intramuscular, subcutan- 
eous, oral, or other means of adminis- 
tration. 

This book constitutes a well-plan- 
ned, well-written, accurate working 
manual for all nurses who are involved 
with intravenous therapy and the ad- 
ministration of intravenous medication. 
It can be easily adapted to the require- 
ments of each hospital, specialty area, 
and allied personnel, as each has a 
definite protocol regarding administra- 
tion of intravenous medications. On 
most pages there is a blank space where 
pertinent information or special re- 
quests of attending physicians could 
be written, so the book could be in- 
corporated into any existing program. 


The Group Approach in Nursing Prac- 

tice by Gwen D. Marram. 220 pages. 
St. Louis, Mosby, 1973. 
Reviewed by Thelma I. Potter, As- 
sistant Professor, Faculty of Nursing, 
The University of Western Ontario, 
London, Ontario. 


The purpose of this book is to enhance 
the nurse’s ability to function effectively 
as a group leader, therapist, or co-ther- 
apist; to increase the nurse’s under- 
standing of groups and group work, 
enhancing consequences for individuals; 
and to examine the roles of co-leaders 
and group members. 

No questions are raised in the re- 
viewer’s mind about the value of the 
group interactive process in growth, 
learning, and change. Nurses are cons- 
tantly engaged in bringing about ways 
in thinking, being, and doing among 
patients with a variety of health-illness 
problems. Therefore, nurses are active 
Participants in growth-promoting func- 
tions. 

The author of this book has re- 


searched group process as it applies 
to nursing. The references are impres- 
sive. Major aspects of the book deal 
with co-leaders; leader intervention; 
various kinds of groups, such as psycho- 
therapeutic, therapy, and _ self-help 
groups; and techniques in groups, as 
well as typing of group behavior. 

The author brings together success- 
fully, in conceptual terms, the roles of 
leader and co-leader; she differentiates 
distinctively between leadership func- 
tions and leadership intervention. She 


- advocates the use of games, improvisa- 


tions, and exercises to resolve inter- 
personal problems; these provide a 
practical base for learning by doing. 

She believes the nurse has an active 
role in therapeutic groups in medical- 
surgical nursing, in preoperative pre- 
paration, in kidney transplant units, in 
work with schools, unwed mothers, and 
delinquents. The aged, who have prob- 
lems of social disengagement and sen- 
sory impoverishment, can be helped 
through group therapy to regain self- 
respect, to reawaken intellectual pur- 
suits, and to develop capabilities for 
resuming community life. 

The author has achieved the objective 
of examining co-leader and member 
roles. Certainly, she has increased the 
nurse-reader’s understanding of the 
value of group work and group process 
in nursing practice. 

I question, however, whether the 
third objective has been achieved, that 
is, to enhance the nurse’s ability to 
function effectively as a group leader. 
To achieve this last objective would 
require involvement in skill-practice 
as a group leader. In other words, theo- 
retical understanding does not ensure 
ability in practice; this is particularly 
true in group work and learning through 
group process. 

One other critical comment is in 
order. I question the need for and the 
extent of use of a book such as this one, 
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orocess. Most professionals 
refer to seek out original sour- 
rather than another’s interpreta- 
of them. 
1e author does impress the reader 
the fact that the basic principles 
components of group process can 
_ be usefully applied in helping patients 
to cope with adaptation and adjustment 
needs. 


Nursing the Open-Heart Surgery Patient 
by Mary Jo Aspinall. 303 pages. 
New York, McGraw-Hill, 1973. 
Canadian Agent: McGraw-Hill Ryer- 
| son, Scarborough, Ontario. 
I Reviewed by Joan A. Royle, Lecturer, 
i McMaster University School of Nurs- 
ing, Hamilton, Ontario. 


ul 
The author’s stated purposes in this 
book are to assist the nurse practitioner 
to render skillful nursing care to the 
| patient with open-heart surgery, and to 
encourage the nurse researcher to ex- 
plore, test, and evaluate new approaches 
to nursing care. Although the second 
purpose cannot be readily evaluated by 
the reader, the format of this text facil- 
itates the achievement of both objec- 
tives by discussing the nurse’s role in 
assessment, intervention, and evaluation 
of care in relation to underlying theo- 
retical concepts. 
| Using the nursing process as a frame- 
_ work, the author deals comprehensively 
with fluid and electrolyte balance and 
respiratory and circulatory functioning. 
Assessment of physical symptoms and 
___ lab indexes are discussed in relation to 
their significance for the postopera- 
tive cardiac surgical patient. Nursing 
interventions with underlying ration- 
ale are described and summarized at the 
end of each chapter. Consideration is 
also given to major complications that 
may develop following open-heart 
surgery. 

Throughout the book, the author 
has illustrated the fact that patients’ 
physical and psychological responses 
are interrelated and of equal importance 
to the nurse in her assessment and care 
of the individual. 

Basic physiology, electrocardiology, 
and surgical techniques are briefly out- 

lined to permit understanding of the 
__ underlying rationale for nursing care. 
__ Nurses functioning in cardiac surgical 
i units would need to refer to other 
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limited, information on an area 


crucial to the patient's and family’s 


ability to cope with the impact of illness 
and el on their subsequent life- 
styles. The importance of continuity of 
care is recognized by the author, but 
is not well exemplified in the body of 
the text. Only token recognition is given 
to the role and specific needs of the 
family during each stage of illness. 

The material in this book is well 
documented and is directed to nurses 
and nursing. It would be of value in 
assisting nurses caring for open-heart 
surgical patients in the hospital setting, 
to further their knowledge, and to en- 
hance their ability to provide purpose- 
ful nursing care that meets both the 
psychological and physiological needs 
of the individual. 


Nursing Care of the Cancer Patient, 
2ed., by Rosemary Bouchard and 
Norma F. Owens. 290 pages. St. 
Louis, Mosby, 1972. 

Reviewed by Bonny Hoyt, Lecturer, 
Faculty of Nursing, University of 
New Brunswick, Fredericton, N.B. 


The second edition of this book has 
been updated and several new chapters 
added, but it still remains a book for 
nurses written by nurses. The authors 
see the book as arising from the need 
of all nurses and related health pro- 
fessionals to have an understanding 
of the care needed by cancer patients. 

The first four chapters cover the 
history, prevention, detection, and 
psychological significance of cancer. 
A good table classifies neoplasms 
according to their parent tissue and 
whether they are benign or malignant. 
In this first part, as throughout, the 
nurses’ role to support the patient and 
the family receives appropriate em- 
phasis. 

In the following three chapters the 
various types of therapy —surgery, 
radiation, and chemotherapy — are 
discussed. The latter two areas are 
covered in depth with emphasis on new 
techniques and drugs. The remainder of 
the book takes various body areas and 
systems and shows how these can be 
affected by cancer and outlines the nurs- 
ing care involved. These chapters are 
authenticated by actual patient photo- 
graphs and many excellent diagrams. 

Each chapter is in itself a unit and 
includes detailed information on the 
topic. One chapter, for example, “The 
Nursing Care of the Patient with a 
Gastrointestinal Disorder,” covers such 
areas as signs and symptoms of dys- 


erapy, 


types of gastrectomies, colostomies, 
and various methods of colostomy irri- 
gations. 

This book is well written and infor- 
mative and covers an area many nurses 
find hard to face —the nursing care 
of the cancer patient. It should be a 
useful book for all levels of nurses 
involved with the care of cancer pa- 
tients. 


Elements of Research in Nursing by 

Eleanor Walters Treece and James 
William Treece, Jr. 284 pages. St. 
Louis, Mosby, 1973. 
Reviewed by Sheila Creeggan, As- 
sistant Professor, Faculty of Nursing, 
The University of Western Ontario, 
London, Ontario. 


As the volume of published research 
increases and more courses are offer- 
ed to assist nurses in carrying out 
studies and in critically evaluating and 
implementing published findings, good 
reference texts are vital. The present 
publication represents just such a text, 
though it is stronger in the area of 
process than in critical evaluation of 
published reports. 

The authors’ stated intention was 
to write a basic text “aimed particularly 
at the student enrolled in a baccalaure- 
ate nursing program, but appropriate 
for the graduate student and interest- 
ed nurse practitioner.” 

The style is excellent, terminology 
familiar to the selected audience is us- 
ed, and most terms and concepts are 
defined clearly and concisely. The 
chapter summaries are succinct and 
done with a masterful touch. These 
summaries should serve as references 
and evaluative tools for the neophyte 
and others using the book. 

The preface states that the book is 
organized “in the same sequence as a 
topic would be researched.” The book 
is divided into five parts and, when the 
scientific method is discussed, it is 
considered to follow five steps. It would 
have provided strength to the discussion 
of scientific method as “process of 
investigation” if the divisions of the 
book had been worded as the steps of 
the process. 

Chapter one provides an excellent 
introduction to purposes and charac- 
teristics of research, but the latter half 
of the chapter, with its review of nursing 
history and perspectives, adds nothing 
new. ANAL ha, 

The chapter on ethics in resea’ 
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athering provide a good focus for 
iscussion. Some facets are not cover- 
ed, such as the place of peer review, 
third coh consent, and rights of 
minors and incompetent persons. 

One chapter is devoted to hypothe- 
ses, and, though it is stated that “it is 
not absolutely necessary to have a 
hypothesis in order to carry out a re- 
search study,” this section seems in- 
complete. No assistance is given to 
stating the research purpose in the 
form of a declarative statement or 
question if the investigator has insuf- 
ficient information on which to make 
a hypothesis. 

Sampling and data collection are 
adequately covered with both advan- 
tages and disadvantages of instruments 
and approaches discussed. In the part 
on data analysis, descriptive measures, 
descriptive and inferential statistics, 
and parametric and nonparametric 
methods are discussed simply. The 
Statistical tests referred to are those 
covered in most introductory statistics 
courses and should be of assistance to 
beginning students and to those planning 
research without a background in sta- 
tistics, encouraging all to seek guidance 
about analysis before collecting data. 

Emphasis is placed on report writing 
and publication as a responsibility of 
the investigator. Many useful hints are 
provided, including a superb section 
on table construction, but there is only 
a brief reference to charts and graphs. 

This is a useful addition to the avail- 
able nursing research texts, and one 
that will provide valuable guidance 
for any nurse wanting to learn and 
begin doing research in nursing. 


The Practice of Mentai Heaith Nursing: 
A Community Approach by Arthur 
James Morgan and Judith Wilson 
Moreno. 211 pages. Toronto, Lip- 
pincott, 1973. 

Reviewed by Jean Bragg, Follow-up 
Coordinator, Allan Memorial Ins- 
titute, Montreal, Quebec. 


In the introduction, the authors set 
forth “to think and to interact with 
the student, to anticipate questions 
and hesitations, to encourage the 
student to press ahead where it is safe 
to do so.” They succeed admirably in 
this venture. 
In addition, they manage to dispel 
the mystique that tends to surround 
mental and emotional disorders and 
_ their treatment. The first chapter on 
_ “Professional Jargon” does this with 
| pleasant humor. 
I found this text clear, concise, and 
accurate. Of particular value to the 
student is the chapter on “The Psychia- 
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between patient and nurse. 

The format of the interview is pre- 
sented in such a way that the nurse 
knows exactly what to ask and how to 
ask difficult questions (for example, 
those related to sex, suicidal thoughts, 
etc.). It also encourages the nurse to 
consider her patient as a total person 
who interacts with many others outside 
the interview situation and to consider 
these others in terms of their influence 
and as a source of information. 

“Crisis Intervention” deals with the 
historical background of crisis and how 
to deal with a person in crisis. The four 
stages of crisis development give an 
excellent picture of what happens to a 
person. 

“Interviewing in Crisis Situations” 
and the succeeding areas of considera- 
tion during such an interview are sum- 
marized in point form. This is a useful 
tool for a fledgling interviewer to. re- 
member and use when faced with an 
upset person. 

The discussion of the various dis- 
orders in “Diagnostic Impressions” 
could perhaps have been more detailed, 
especially involutional melancholia. 
The references and suggestions for 
further reading are ample and the nurse 
should avail herself of them. Psycho- 
therapy and psychopharmacology cer- 
tainly require more extensive study. 


Considering the expanding horizons: 


in nursing and the move toward com- 
munity care of patients, this is a useful 
and significant work. It should become 
required reading for all those involved 
in treating patients with mental 
disorders, whether they work within 
the traditional setting or in community 
centers, we 
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only. 

Request for loans should be made 
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Canadian Library Association, 1973. 18Sp. 
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Countdown 1972 
Countdown 1972, a book of Cana- 
dian nursing statistics, has recently 
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Nurses’ Association. Copies are $5.50 
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sity of Laval Press, 1973. 329p. 

29. Progress in pediatric surgery, v.4 and 
v.5. Baltimore, Md., University Park Press, 
1973. 
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HUMBER MEMORIAL 
HOSPITAL 


Telephone 249-8111 (Toronto) 
200 Church Street, 
Weston, M9N-1M8, Ont. 


Registered Nurses and Registered Nursing Assistants seeking 
employment in an active treatment hospital in NORTH WEST 
METROPOLITAN TORONTO, are requested to write to the Di- 
rector of Nursing concerning employment opportunities. 


Orientation and Staff Development Programmes are provided. 


Competitive salaries offered to qualified personnel. Registered 
Nurses are urgently required for temporary employment July, 
August and September. 
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2 Pigs y 12, East Central Alberta. Please 
dministrator, CORONATION MUNICIPAL 
GORONATION, ALBERTA, TOC 1CO. Tele- 


, REGISTERED NURSES required immediately for 72- 


scredited, active treatment hospital. Also 1 R.N. 
0-bed Nursing Home. AARN-AHA contract in 
for 3 Refund of fare after one year of service. Apply: 
High Prai- 


te, Alberta TOG 1£0. 


BRITISH COLUMBIA 


HEAD NURSE required for Cardio Vascular ward in 
400-bed acute care referral hospital with expansion 
Program. Baccalaureate Degree and coronary care 
nursing experience required. Apply to: Director of 
Nursing, Royal Columbian Hospital, New Westminster, 
British Columbia. 
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RATES 
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CLASSIFIED ADVERTISING 


$15.00 for 6 lines or less 
$2.50 for each additional line 


Rates for display 
advertisements on request 


Closing date for copy and cancellation is 
6 weeks prior to Ist day of publication 
month. 


The Canadian Nurses’ Association does 
not review the personnel policies of 
the hospitals and agencies advertising 
in the Journal. For authentic information, 
prospective applicants should apply to 
the Registered Nurses’ Association of the 
Province in which they are interested 
in working. 


Address correspondence to: 
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REGISTERED NURSES AND LICENSED PRACTICAL 
IURSES WANTED FOR FULLY ACCREDITED HOS- 
PITAL EXPANDING TO 190 BEDS IN JANUARY 1974. 
GENERAL DUTY POSITIONS IN MEDICAL-SURGICAL 
PSYCHIATRIC AND ICU-CCU AREAS. MUST BE 
orca Bes B.C. REGISTRATION. BASIC SALARY 


ED) APPL HOSPITAL, COMOX, BRITISH COLUMBIA. 
VON 481. 


REGISTERED NURSES, PSYCHIATRIC NURSES AND 
CERTIFIED NURSING ASSISTANTS. General staff 
Fears 4 available in this modern, 270-bed psychia- 
ic hospital, located in the Annapolis Valley. 
Orientation and Inservice provided. Excellent per- 
sonnel policies. Salary according to scale. For 
further information direct inquiries to: The Director 
s wee Kings County Hospital, Waterville, Nova 
icotia. 


OPERATING ROOM NURSE wanted for active mo- 
dern acute hospital. Four Certified Surgeons on 
attending staff. Experience of training desirable. 
Must be eligible for B.C. Registration. Nurses 
residence available. Salary $687 per month starting. 
Apply to: Director of Nursing, Mills Memorial Hospi- 
tal, 2711 Tetrault St., Terrace, British Columbia. 


EXPERIENCED NURSES required in 409-bed acute 
Hospital with School of Nursing. Vacancies in 
medical, surgical, obstetric, operating room, pediat- 
ric and Intensive Care areas. Basic salary $672. — 
$842. B.C. Registration required. Apply: Director 
of Nursing, Royal Columbian Hospital, New West- 
minster, British Columbia. 


GENERAL DUTY AND OPERATING ROOM NURSES 
for modern 450-bed hospital with School of Nursing. 
RNABC policies in effect. Credit for past experience 
and postgraduate training. B.C. Registration required. 
For particulars write to: Acting Director of Nursing 
Service, Victoria General Hospital, Victoria, British 
Columbia. 


GENERAL DUTY NURSES, for modern 35-bed hospi- 
tal located in southern B.C.'s Boundary Area with 
excellent recreation facilities. Salary and personnel 
policies in accordance with RNABC. Comfortable 
Nurses’s home. Apply: Director of Nursing, Boundary 
Hospital, Grand Forks, British Columbia. 


GENERAL DUTY NURSES for modern 41-bed 
hospital, located on the Alaska Highway. Salary and 
personnel policies in accordance with RNABC 
Accommodation available in residence. Apply: 
Director of Nursing, Fort Nelson General Hospital, 
Fort Nelson, British Columbia. 


ONTARIO 


Applications for the position of: NURSING ADMINIS- 
TRATIVE SUPERVISOR and HEAD NURSE for the 
Paediatric Department of a 143-bed General Hospital 
are now being accepted. Preference will be given to 
applicants with formal preparation in Nursing Service 
Administration, but those with administrative exper- 
ience will be considered. Completely furnished apart- 
ments with balcony and swimming pool adjacent to 
hospital and lake are available, and the location is 
within easy driving distance of American and Cana- 
dian metropolitan centres. Apply: Director of Nursing, 
General Hospital, Port Colborne, Ontario. 


SUPERVISOR OF PUBLIC HEALTH NURSING: for 


progressive Health Unit with generalized program. | 


Nursing degree essential, supervision and adminis- 
tration preferred. Excellent personnel policies. Apply: 
Dr. V. Soudek, Medical Officer of Health, Leeds, 
Grenville & Lanark District Health Unit, Box 130, 
Brockville, Ontario. 


REGISTERED NURSES for 34-bed General Hospital. 
Salary $646. per month to $756. plus experience = 
lowance. Excellent personnel policies. Apply t 
Director of Nursing Englehart & District Hospital 
Inc., Englehart, Ontario. 


REGISTERED NURSES required for a new 79-bed 
General Hospital in bilingual community of North- 
ern Ontario. French language an asset, but not 
compulsory. Salary is $645. to $758. monthly with 
allowance for past experience, 4 weeks vacation 
after 1 year and 18 sick leave days per year. Unused 
sick leave days paid at 100% every year. Master 
rotation in effect. Rooming accommodations available 
in town. Excellent personnel ciapchny opply to: con. 
sonnel Director, Notre-Dame Hospital, Box 8! 
Hearst, Ont. 


GENERAL DUTY NURSES required immediately for 
hospital in central B.C. This is a new hospital opened 
in May or this year. Residence accommodations 
available. RNABC policies in effect. Apply to: 
Director of Nurses, St. John Hospital, Vanderhoof, 
British Columbia. 


MANITOBA 


Required immediately — 3 REGISTERED NURSES and 
3 LICENSED PRACTICAL NURSES for a new 60-bed 
Personal Care Home. Salary in accordance with the 
recommendations of the MARN. Apply: Director of 
Nursing, Swan River Valley Personal Care Home 
Inc., SWAN RIVER, Manitoba ROL 1Z0. 


NOVA SCOTIA 


REGISTERED NURSES required immediately for 30- 
bed general hospital. Salary range $650 — $760 with 
allowance for experience. Residence accommodation 
available. Apply: Mrs. M. Simmonds, R.N. Director 
of Nursing, Bingham Memorial Hospital, Matheson, 
Ontario. Phone: (705) 273-2424. 


REGISTERED NURSES AND REGISTERED NURSING 
ASSISTANTS for 45-bed Hospital. Salary ranges 
include generous experience allowances R.N.'s 
salary $645. to $745. and R.N.A.'s salary $445. to $530. 
Nurses’ residence — private rooms with bath — $40. 
per month. Apply to: The Director of Nursing, Gerald- 
ton District Hospital, Geraldton, Ontario. 


REGISTERED NURSES and REGISTERED NURSING 
ASSISTANTS for 83-bed Home for Mentally Retarded 
and Physically Handica nad Children. 40 Hour Week. 
Accommodation availa RN's salary $600 — 

and RNA's $520 —- $620. plus allowance for experi- 
ence. Apply 
Huntsville, Ontario. POA 1KO. 
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REGISTERED NURSES (3) for general duty and (1) 
with Operating Room experience required for 22-bed 
hospital in Sheet Harbour, Nova Scotia (situated on 
the scenic Eastern Shore). Apply to: Administrator, 
Eastern Shore Memorial Hospital, Sheet Harbour, 
Nova Scotia. 
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REGISTERED NURSES for General 
.C.U. Unit required for 162-b eae 

hospital. Starting salary $645.00 with regular scene 

increments. Excellent personnel policies. 

residence accommodation available. 

Director of Nursing, Kirkland and Distri 

Kirkland Lake, Ontario, vf ee 


to: Lakewood Nursing Home, Box 1830, — 
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Au-Vid learning system, 50 (Jan) 

Barnet, 55 (Mar) 

Being, 55 (Mar) 

Better than it was before, 50 (Jan) 

Bilingual film catalog from WHO, 50 
(Sep) 

Bitter wind, 55 (Oct) 

Casual ties, casualties, 45 (Jun) 

Catalog of Canadian resources on the 
family, 51 (May) 

Child behaviour equals you, 45 (Jun) 

Closed circuit TV, 51 (May) 

Death and mourning, 55 (Mar) 

Drug dependence other than alcoholism, 
50 (Sep) 

The effects of error modeling on the learn- 
ing of a complex procedure in nursing, 
(Parker), (abst), 50 (Feb) 

Every thirty seconds, 55 (Mar) 

Films available from CHA, 50 (Sep) 

Generation, 45 (Jun) 

Get fit — keep fit, 50 (Sep) 

A handbook of Canadian film, 50 (Sep) 

Health begins at home, 50 (May) 

Hearing conservation, 50 (May) 

Help is, 55 (Mar) 

Listen while you can, 50 (May) 

Mediascience, 55 (Oct) 

Methods of family planning, 55 (Mar) 

Multimedia catalogue for education, 55 
(Mar) 


Public health currents, Nov./Dec. 1972, 
51 (May) 

Publications and films on health and safe- 
ty, 50 (Jan) 


Purposes of family planning, 45 (Jun) 
Skin welfare — your action, 50 (May) 
Smoking: it’s your choice, 45 (Jun) 
Tape cassettes, 50 (Sep) 

Tapes on telephone, 51 (May) 

The third eye, 51 (May) 


Heart” Foundation offers fellow- 
for master’s degree, 17 (Feb) 

| Cross bursary available to Ontario 
nurses, 19 (Mar) 


AYOTTE, William Alexander 

Assistant director of nursing at Prince 
George Regional Hospital in Prince 
_ George, B.C., 49 (Mar) 


B 
BAHRO, Lydia 
Mildred I. Walker Bursary Fund award. 
17 (Jul) 
i BAILEY, Donald 


Physical fitness of children leaves much 
i to be desired physician tells audience, 
rf 11 (Jan) 
i 


BAIZLEY, Lesley 
Whose baby is this? 27 (Mar) 


BALLANTYNE, Wilma 
Member emeritus of RNAO, 16 (Jul) 


f BARR, Laura 

Canadians on ICN committees ready 
i, reports for 1973 congress, 11 (Mar) 

i 

i BARRETT, Phyllis 

Executive secretary ARNN, (port), 36 
! (Nov) 

BATRA, Carol 

Bk. rev., 52 (Oct) 

id 

__ BAUMGART, Alice J. 

t Canadian nurse awarded 3M_ nursing fel- 
li lowship, (port), 9 (May) 


Elected to senate of UBC, (port), 48 (Mar) 


BEARDALL, Peter J. 
Laparoscopy, 34 (Apr) 


BELL ARE, Raymond 
Reception in honor of new Jeanne Mance 
stamp, (port), 6 (Jun) 


BENNETT, Margaret D. 
Bk. rev., 55 (Sep) 
Staff at McMaster University School of 
Nursing, 46 (Jan) 


Iv 
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BERGIN, Jane 
Nurses, smoking, and schoolchildren, (et 
al), 19 (Jul) ! 


BESWETHERICK, Margaret A. 
Bk. rev., 53 (Feb) 


BEZAIRE, Bernadette, Sister 
Elected to SRNA council, 44 (Sep) 


BIEBER, Otillia 
Saskatchewan workshop asks how nurses 
rate as educators, 14 (Feb) 


BIETTE, Gayle 
Street nurses in blue jeans, (Ruiterman), 
34 (Jan) 


BIGUE, Claire 
Reception in honor of new Jeanne Mance 
stamp, (port), 6 (Jun) 


BIOLOGY 
Work is a basic biologic need Selye tells 
fitness conference, 10 (Feb) 


BIRTH CONTROL 

CNA research officer heads FP research 
advisory group, 9 (May) 

Needed: a change in attitudes toward 
elective sterilization. (Fortier), 21 
(Jan) 

A new method of tubal ligation, (McBride), 
32 (Apr) 

Street nurses in blue jeans, (Ruiterman, 
Biette), 34 (Jan) 


BLOOD AND BLOOD DISEASES 
World-wide hypertension is hidden epide- 
mic — WHO, 20 (Apr) 


BLOOR, Dianne 
Bk. rev., 48 (Jan) 


BODNAR, Danin 
Staff at Grant MacEwan Community 
College, (port), 45 (Jan) 


BONIN, Marie, Sister 
CNF scholarship, 12 (Sep) 


BOOK REVIEWS 

Adams, J. Crawford, Arthritis and back 
pain, 53 (Sep) 

Alexander, Edythe L., Nursing adminis- 
tration in the hospital health care sys- 
tem, 53 (Feb) 

Altschul, Annie T., Patient-nurse interac- 
tion, 43 (Jul) 

American College of Surgeons, Committee 
on Trauma, Early care of the injured 
patient, 51 (Mar) 


Aspiralt; Mary Jo, Nursing the open-heart 
surgery patient, 50 (Dec) 

Auld, Margaret E., The challenge of nurs- 
ing: a book of readings, (Birum), 55 
(Oct) 

Bahn, Anita K., Basic medical statistics, 
58 (Sep) 

Bailey, Rosemary E., Mayes’ midwifery: 
a textbook for midwives, 43 (Aug) 

Ballinger. Walter F.. Alexander's care of 
the patient in surgery, (et al), 41 (Jul) 

Barber, Janet Miller, Adult and child care: 
a client approach to nursing, (et al), 48 
(Dec) 

Barnard, Kathryn E., Teaching the mental- 
ly retarded child: a family care ap- 
proach, (Powell), 54 (Mar) 

Barrett, Irene, Saunders tests for self- 
evaluation of nursing competence, 
(Gillies), 54 (Oct) 

Bergersen, Betty S., Pharmacology in 
nursing, 43 (Jul) 

Birum, Linda Hulthen, The challenge of 
nursing: a book of readings, (Auld), 55 
(Oct) 

Bouchard, Rosemary, Nursing care of the 
cancer patient, (Owens), 50 (Dec) 

Bower, Fay Louise, The process of plan- 
ning nursing care: a theoretical model, 
42 (Jul) 

Burgess, Ann C., Psychiatric nursing in 
the hospital and the community, (La- 
zare), 57 (Sep) 


Burnside, Irene Mortenson, ed., Psycho- 
social nursing care of the aged, 48 
(Dec) 

Burrell, Lenette Owens, Intensive nursing 
care, (Burrell), 48 (Dec) 


Burrell, Zeb L., Intensive nursing care, — 
(Burrell), 48 (Dec) 
Bushnell, Sharon Spaeth, Respiratory 


intensive care nursing, 53 (Oct) 

Byrne, Marjorie L., Key concepts for the 
study and practice of nursing, (Thomp- 
son), 51 (Mar) 

Cable, James Verney, Principles of medi- 
cine, 51 (Mar) 

Campbell, Alastair V.. Moral dilemmas 
in medicine, 41 (Jul) 

Canadian Council on Social Development, 
Day care —report of a national study, — 
55 (Mar) 

Canadian Council on Social Development. i 
Proceedings — Canadian Conference © 
on Day Care, Jun. 20-23, 1971, 55 (Mar) — 

Canadian Council on Social Development, — 
The one-parent family, 56 (Mar) ;_ 

Clausen, Joy Princeton, Maternity nurs 1g 

today, (et al), 53 (Sep) : ; 

Conover, Mary H., Understanding 

peered! phaigiols i c 
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education, (Hornback), 54 (Oct) 

Dally, Peter, Psychology and psychiatry 
for nurses, (Farnham), 46 (Jun) 

Davis, Phyllis E., Quick medical termino- 
logy, (Smith), 53 (Feb) 

Dawson, Rosemary B., Parents and chil- 
dren in the hospital: the family’s role in 
pediatrics, (Hardgrove), 54 (Mar) 

Dept. of National Health and Welfare, 
Drugs — handle with care, 56 (Mar) 

Du Gas, Beverly Witter, Introduction to 
Patient care: a comprehensive approach 
to nursing, 42 (Jul) 

Eisenhauer, Laurel A., The pharmacologic 
basis of patient care, (Asperheim), 43 
(Jul) 

Elliott, Hazel, Venereal diseases: treat- 
ment and nursing, (Ryz), 40 (Jul) 

Family planning publications from NHW, 
56 (Mar) 

Farnham, Susan, Psychology and psychia- 
try for nurses, (Dally), 46 (Jun) 

Foley, Archie R., Challenge to community 
Psychiatry, 56 (Sep) 

Fotheringham, John B., The retarded 
child and his family, (et al), 49 (Jan) 

Gahart, Betty I., Intravenous medications; 
a handbook for nurses and other allied 
health personnel, 49 (Dec) 

Gardner, Alvin F., Paramedical pathology: 
fundamentals of pathology for the allied 
medical occupations, 48 (Jan) 

Gillies, Dee Ann, Saunders tests for self- 
evaluation of nursing competence, 
(Barrett), 54 (Oct) 

Goligher, J.C., ed., The care of your co- 
lostomy, (Pollard), 38 (Nov) 

Gottesfeld, Harry, The critical issues of 
community mental health, 56 (Sep) 

Griffin, Gerald J., Fundamentals of pa- 
tient-centered nursing, (et al), 49 (Jan) 

Hamessley, Mary Lou, Handbook for 
camp nurses and other camp _ health 
workers, 42 (Aug) 

Hamilton, William P., Decision making 
in the coronary care unit, (Lavin), 48 
(May) 

Hardgrove, Carol B., Parents and children 
in the hospital: the family’s role in 
pediatrics, (Dawson), 54 (Mar) 

Hoddinott, Bernard A., The retarded child 
and his family, (et al), 49 (Jan) 

Hogan, Alice E., Fundamentals of patient- 
centered nursing, (et al), 49 (Jan) 

Hornback, May Shiga, Continuing nurs- 
ing education, (Cooper), 54 (Oct) 

Hurtado, Arnold V., Home care and ex- 
tended care in a comprehensive pre- 
payment plan, (et al), 44 (Jul) 

Illingworth, R.S., The development of the 
infant and young child, 51 (Mar) 

International Council of Nurses, 1973 
national reports of ICN member asso- 
ciations, 42 (Jul) 

Jackson, Sheila M., Anatomy & physiolo- 
gy for nurses, (Armstrong), 54 (Apr) 

Jones, R.S., Care of the critically ill child, 

(Owen-Thomas), 42 (Aug) 
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Cooper, Signe Skott, Continuing nursing 


Kent, Donald Peds hiseatei planning 
and action for the elderly, tet al), 49 
(May) 

Kilpatrick, S. James, Statistical principles 
in health care information, 58 (Sep) 

Kolb, Lawrence C., Modern clinical 
psychiatry, 46 (Jun) 

Korones, Sheldon B., High-risk newborn 
infants: the basis for intensive nursing 
care, 54 (Feb) 

Lange, Crystal M., Autotutorial tech- 
niques in nursing education, 48 (Jan) 

Lavin, Mary Ann, Decision making in 
the coronary care unit, (Hamilton), 48 
(May) 

Lawrence, Seymour, Pregnancy, birth and 
the newborn baby, 52 (Mar) 

Lazare, Aaron, Psychiatric nursing in the 
hospital and the community, (Burgess), 
57 (Sep) 

McLaren, Donald S., Nutrition and_ its 
disorders, 49 (May) 

McVay, Joan Wilcox, The clinical nurse 
specialist: interpretations, (Riehl), 38 
(Nov) 

Marram, Gwen D., The group approach in 
nursing practice, 49 (Dec) 

Matheney, Ruth V., Fundamentals of pa- 
tient-centered nursing, (et al), 49 (Jan) 

Mayers, C.P., Pathology, 40 (Jul) 

Miller, James H., Orthopaedics and acci- 
dents, (Miller), 43 (Aug) 

Miller, Margaret, Orthopaedics and acci- 
dents, (Miller), 43 (Aug) 

Mitchell, Pamela Holsclaw, 
basic to nursing, 52 (Oct) 

Moore, Margaret L., Form and function 
of written agreements in the clinical 
education of health professionals, (et al), 
54 (Sep) 

Moore, Mary Lou, The newborn and the 
nurse, 53 (Feb) 

Moreno, Judith Wilson, The practice of 
mental health nursing: a community 
approach, (Morgan), 51 (Dec) 

Morgan, Arthur James, The practice of 
mental health nursing: a community 
approach, (Moreno), 51 (Dec) 

Mosteller, Sue, Sister, My brother, my 
sister, 52 (Apr) 

Murphy, T.R., Jamieson’s illustrations of 
regional anatomy, (Walmsley), 41 (Jul) 
Nolan, Breda T., Fundamentals of patient- 

centered nursing, (et al), 49 (Jan) 

Nursing Development Conference Group, 
Concept formalization in nursing: pro- 
cess and product, 55 (Sep) 

Nursing studies index, 48 (Jan) 

Owen-Thomas, J.B., Care of the critically 
ill child, (Jones), 42 (Aug) 

Owens, Norma F., Nursing care of the 
cancer patient, (Bouchard), 50 (Dec) 

Pickering, Edward A., Report of the spe- 
cial study regarding the medical pro- 
fession in Ontario, 52 (Oct) 

Pollard, Muriel, ed., The care of your 
colostomy, (Goligher), 38 (Nov) 

Powell, Marcene L., Teaching the mental- 


Concepts 


“comm unity response: ! S 
Riehl. Joan P., The clinical 


biindt Lisa, Psychiatric 
human experience, 46 (Jun) 

Roper, Nancy, Man’s anatomy, physiol 
health and environment, 52 (Sep) 

Rose, Harry, Cardiovascular disorde 
patient care, (Ashworth), 52 (Oct) 

Rowe, Joyce W., Anatomy and physi 
gy applied for orthopaedic nurses, 
(Wheble), 52 (Apr) i 

Ryan, Thomas J., Poverty and the child: 

a Canadian oiady: 54 (Sep) 

Ryz., Kurt, Venereal diseases: treatment 
and nursing, (Elliott), 40 (Jul) 

Sanderson, Richard G., The cardiac pa- 
tient: a comprehensive approach, 54 
(Mar) 

Satir, Virginia, Peoplemaking, 54 (Apr) 

Sherwood, Sylvia, ed., Research planning 
and action for the elderly, (et al), 49 
(May) 

Shneidman, Edwin S., ed.. Death and the 
college student, 53 (Apr) 

Skelton, Mora, The retarded child and 
his family, (et al), 49 (Jan) 

Smith, Genevieve Love, Quick medical 
terminology, (Davis), 53 (Feb) 

Spencer, James H., The hospital emergen- 
cy department, 42 (Aug) 

Spencer, Roberta T., Patient care in endo- 
crine problems (Saunders monographs 
in clinical nursing), 56 (Sep) 

Squire, Jessie E., Basic pharmacology 
for nurses, (Welch), 52 (Oct) 

Stahl, William M., Supportive care of the 
surgical patient, 52 (Sep) 

Stimson, David H., Operations research 
in hospitals: diagnosis and prognosis, 
(Stimson), 49 (May) 

Stimson, Ruth H., Operations research in 
hospitals: diagnosis and prognosis, 
(Stimson), 49 (May) 

Stryker, Ruth Perin, Rehabilitative aspects 
of acute and chronic nursing care, 49 
(Jan) 

Thompson, Lida F., Key concepts for 
the study and practice of nursing, 
(Byrne), 51 (Mar) 

Treece, Eleanor Walters, Elements of re- 
search in nursing, (Treece), 50 (Dec) 

Treece, James William, Elements of re- 
search in nursing, (Treece), 50 (Dec) 

Vinsant, Marielle Ortiz, A commonsense 
approach to coronary care: a program, 

(et al), 40 (Jul) 

von Baeyer, Renata, The hotplate cook- 
book, 52 (Sep) 

Walmsley, Robert, Jamieson’s illustrations 
of regional anatomy, (Murphy), 41 (Jul) 

Watson, Luke S., Child behavior modi- 
fication: a manual for teachers, nurses, 
and parents, 38 (Nov) 

Weisman, Avery D., On dying and de- 
nying: a psychiatric study of termina- 

Vv 


h, Behavior and illness, 53 (Apr) 

-Toronto Tuberculosis & Respiratory 
e Association, Willy and the 
e, 55 (Mar) 


___ cardiography: "physiological and _ inter- 

A: ae pretive concepts, (Conover), 52 (Mar) 
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hs 48 (Jan), 53 (Feb), 51 (Mar), 52 (Apr), 
48 (May), 46 (Jun), 40 (Jul), 42 (Aug), 
52 (Sep), 52 (Oct), 38 (Nov), 48 (Dec) 


BOURGEOIS, Antoinette 
Awarded NBARN scholarship, 44 (Jun) 


BOURQUE, Lorraine 
Testing specialist with CNA _ Testing 
Service, (port), 45 (Jan) 


4 
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BRAYTON, Margaret A. 
Secretary of Commonwealth 
Federation, 48 (Apr) 


BRAZEL, Jo 
National chairman of CUNSA, 47 (May) 


= 


Nurses’ 


ae 


BRIDGES, Daisy Caroline 
Editorial, (Lindabury), 3 (Feb) 
Obit, 47 (Feb) 
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Faculty Dalhousie University school of 


| . BRISTOW, Louise Leffert 
| nursing, (port), 42 (Dec) 


} BROADBENT, Lucinda 

| Assistant director of nursing education, 
| Calgary General Hospital school of 
! nursing, 43 (Dec) 


BROWN, Ann 
| Staff at Queen’s University school of nurs- 
ing, 41 (Dec) 


{ 4 
BROWN, Gillian L. 

Faculty U. of Alberta school of nursing, 
; 43 (Dec) 


BRUIN, Evelyn de 
| Health care at Toronto International Air- 
port, (port), (Starr), 32 (Feb) 


BUDGETS 
Financial statement CNA, 23 (Mar) 
1 Financial statement CNATS, 26 (Mar) 


i BUZZELL, E. Mary 
i] Changing nursing practice through educa- 


i 


Canadian nurses with CARE help injured 
in Nicaragua, 14 (Feb) 
Christine Emrich joined, (port), 49 (Apr) 
Eileen Greenwood serving in Surakarta, 
(port), 26 (Oct) 
Winifred McLean Sutherland and William 
Sutherland to serve, (port), 47 (May) 


CAHOON, Margaret C. 
Bk, rev., 58 (Sep) 


CALLIN, Mona 
Bk. rev., 54 (Mar) 


CAMERON, Cynthia 
Director of Vanier School of Nursing, 
Ottawa, 49 (Apr) 


CANADIAN ASSOCIATION OF 
NEUROLOGICAL AND 
NEUROSURGICAL NURSES 
Neuro nurses sponsor contest for student 

nurses in Canada, 14 (Jan) 


CANADIAN ASSOCIATION OF 
UNIVERSITY SCHOOLS OF 
NURSING 
Dr. Helen Naum honorary membership 
in Atlantic region, 17 (Jul) 
E.A. Electa MacLennan life membership 
in Atlantic region, 17 (Jul) 


CANADIAN COUNCIL OF 
CARDIOVASCULAR NURSES 
Founding meeting, 18 (May) 


CANADIAN COUNCIL ON HOSPITAL 
ACCREDITATION 
CNA directors at work... 11 (Jun) 
Changes fee formula for hospital survey 
Visits, 12 (Oct) 
Ferne Trout nurse consultant, 
(Oct) 


(port), 26 


CANADIAN FEDERATION OF 
UNIVERSITY WOMEN 
Monica D. Angus received Alice E. Wil- 
son award and was elected to UBC 
Senate, (port), 48 (Feb) 


CANADIAN HOSPITAL ASSOCIATION 
CNA/CMA/CHA committee favors con- 
trol of drug advertising, 9 (May) 
CNA, CMA, CHA joint committee pre- 
sents brief to health minister, 9 (Apr) 


CANADIAN INTERNATIONAL 
DEVELOPMENT AGENCY 
Nancy Garrett on assignment, 

43 (Jun) 


(port), 


CANADIAN LABOUR CONGRESS 
CHADFOC will help finance community 


9 (May) 
CNA, CMA, CHA joint committee pre- | 
___ sents brief to health minister, 9 (Apr) 
Bette M. Stephenson president, 44 (Sep) 
The expanded role of the nurse: a joint 
statement of CNA/CMA, 23 (May) 
“Mediscope”™ launched, 10 (Jul) 


CANADIAN MOTHERCRAFT SOCIETY. 
OTTAWA BRANCH 
Frances Sikora director, 24 (Oct) 


THE CANADIAN NURSE 
CNA directors at work ..., 18 (Mar) 
The Canadian Nurse one of six nursing 
journals indexed, 11 (Jan) 


CANADIAN NURSES’ ASSOCIATION 

CNA/CMA/CHA committee favors con- 
trol of drug advertising, 9 (May) 

CNA, CMA, CHA joint committee pre- 
sents brief to health minister, 9 (Apr) 

CNA and provincial associations support 
federally employed nurses who protest 
salaries below peers, 7 (Dec) 

CNA directors at work... policy state- 
ments, 18 (Mar) 

Anne Hanna writer-editor, 44 (Sep) 

Annual meeting dates, 11 (Mar) 

Countdown 1972, 15 (Sep) 

Demonstration nursing school celebrates 
25th anniversary, 7 (Aug) 

English visitor meets clinical specialists 
at CNA House, (port), 48 (Mar) 

Executive director advises school of nurs- 
ing in Uruguay, 7 (Oct) 

The expanded role of the nurse: a joint 
statement of CNA/CMA, 23 (May) 

Financial statement, 23 (Mar) 

Gets ready for the day when Canada goes 
metric, 10 (Jul) 

Honors Jean Leask on her retirement, 
(port), 46 (Mar) 

In favor of ICN Committee on Library 
Resources for Nursing, 11 (Mar) 

Membership increases, 8 (Sep) 

Membership reverses decision on eligibility 
for CNATS board, 5 (Jun) 

Message from President, (Schumacher), 
(guest edit), 3 (Mar) 

1972-74 biennium priorities, 12 (Mar) 

Pay for nurse in expanded role should 
be salary, not fee: CNA, 11 (Mar) 

Policy statement on smoking, 15 (Jun) 

Policy statements on the primary care 
nurse, 13 (Jun) 

Preparing nurses for community is topic — 
of fall conference, 10 (Jun) 

Pres.-elect tells RNAO society needs 
coping resources, 10 (Jul) :. J 

Research officer heads FP research — 
advisory group, 9 (May) - 4 

Statement on specialization in nursing, 
11 (Dec) 

Supports RNAO statement onn 

wifery, 7 (Dec) : 


CNA directors at work... 12 Jun) 


_ CANADIAN NURSES’ ASSOCIATION. 
BOARD OF DIRECTORS 
CNA directors at work... 
(Jun) 
i A capsule account of some issues being 
examined, 17 (Mar) 
Change eligibility for CNATS Board 
and committees, 11 (Mar) 
Cigarettes butted, ashtrays gone and CNA 
board meeting ends early, 8 (Dec) 
Research committee appointed, priorities 
ranked by directors, 7 (Dec) 
Special committee on research continued 
by CNA directors, 5 (Jun) 


17 (Mar), 11 


CANADIAN NURSES’ ASSOCIATION. 
CONVENTION 1974 
Fees, 7 (Dec) 


It's Winnipeg in *74, 8 (Aug), 12 (Sep), 
16 (Oct) 
CANADIAN NURSES’ ASSOCIATION. 


EXECUTIVE COMMITTEE 
Approves responses to school health re- 
commendations, 7 (Feb) 


CANADIAN NURSES’ ASSOCIATION. 
TESTING SERVICE 
CNA directors at work... 12 (Jun) 


CNA directors change eligibility for 
CNATS Board and committees, 11 
(Mar) 

Financial statement, 26 (Mar) 

Lorraine Bourque, testing specialist, (port), 
45 (Jan) 


CANADIAN NURSES’ ASSOCIATION. 
TESTING SERVICE. BOARD OF 
DIRECTORS 
CNA membership reverses decision on 

eligibility for CNATS board, 5 (Jun) 


CANADIAN NURSES’ FOUNDATION 

Directors elect officers, study administra- 
tion costs, 8 (Dec) 

How CNF scholars are selected, (Hender- 
son, Archibald), 33 (May) 

Members elect directors and delete com- 
mittees, 8 (Aug) 

$31,500 in CNF scholarships awarded to 
10 Canadian nurses, 12 (Sep) 


CANADIAN PUBLIC HEALTH 
ASSOCIATION 
Delegates adopt policy opposing fee-for- 
service, 7 (Jul) 
E. Margaret Bentley president of Nova 
Scotia branch, (port), 48 (Feb) 
New tropical medicine group 
; nurses’ membership, 18 (Mar) 


invites 


h CANADIAN RED CROSS SOCIETY 

Beverley M. McCann received bursary 
from Ontario division of Volunteer 
Nursing Service Committee, 36 (Nov) 

Bursary available to Ontario nurses, 19 
(Mar) 


r of fess Kan 


nursing services, Ontario sides wt 360 
(Nov) 
Elizabeth Lorraine Holder swalded Vo- 
lunteer Nursing Services Bursary, 47 
(Mar) 


CANADIAN TEACHERS’ FEDERATION 
Teachers’ brief to government urges 
revision in copyright act, 11 (Jul) 


CANADIAN UNIVERSITY NURSING 
STUDENTS ASSOCIATION 
Jo Brazel chairman, 47 (May) 


CANDAU, M.G. 
Retired as director-general of WHO, 26 
(Oct) 


CANNINGS, Mary Wood 
Faculty U. of Alberta school of nursing, 
43 (Dec) 


CAPLIN, Alice E. 
Bk. rev., 56 (Sep) 
Correction, 8 (Oct) 
Speaker at SRNA meeting focuses on 
women’s work problems, 7 (Sep) 


CARIGNAN, Therese, Sister 
Executive director MARN, 
(Feb) 


(port), 47 


CARNEGIE, M. Elizabeth 
Acting editor of Nursing Research, 26 
(Oct) 


CARROLL, Marjorie 
Bk. rev., 57 (Sep) 


CASTONGUAY, Thérése 
Staff at Grant MacEwan Community 
College, (port), 45 (Jan) 


CATHOLIC CHILDREN’S AID SOCIETY 
Three Toronto institutions unite to help 
prevent child abuse, 18 (Jan) 


CEREBRAL PALSY 
Talking exerciser for children, 22 (Apr) 


CHARTERS, Margaret R. 
President of Council of College of Nurses 
of Ontario, 26 (Oct) 


CHARTING 
Problem-oriented charting—a nursing 
viewpoint, (Howard, Jessop), 34 (Aug) 


CHECKELY, Kenneth Lloyd 
The influence of a human relations labo- 
ratory on the effectiveness of third-year 
psychiatric nurses, (abst), 50 (Mar) 


CHESTNUT, Sally 
Staff at Queen’s University school of nurs- 
ing, 41 (Dec) 


CHILDREN AND CHILD HEALTH 
Child safety week — for everyone, 42 (Jun) 


to be desired pays 
11, Jan) 

Three Toronto institutions. uni 
prevent child abuse, 18 (Jan) 


CHILDREN’S AID SOCIETY OF 
METROPOLITAN TORONTO 
Three Toronto institutions unite to help | 

prevent child abuse, 18 (Jan) : 


; 
CHISHOLM, Catherine, Sister 


Associate director of nursing service at 
Halifax Infirmary, 16 (Jul) 


CHRONIC ILLNESS 
Myasthenia gravis, (Stackhouse), 28 (Dec) 
Ontario RNs attend workshop to improve 
long-term care, 12 (Jan) 


CLEGG, David J. 
Trace elements in food, (Sandi), 38 (Feb) 


CLEVELY, Dorothy V. 
Bk. rev., 54 (Mar) 


COLLECTIVE BARGAINING 

RNABC seeks bargaining rights for RNs 
in civil service, 10 (Apr) 

RNAO school teaches nurses collective 
bargaining techniques, 7 (Sep) 

RNAO sponsors summer school on 
collective bargaining 18 (Jan) 

RNAO supports central union to replace 
bargaining units, 8 (Jul) 

SRNA ends all involvement in collective 
bargaining after Supreme Court ruling, 
12 (Dec) 

Alberta nurses and hospitals accept con- 
ciliation board award, 16 (Dec) 

Dental plan for nurses included in Mani- 
toba hospital agreement, 15 (May) 

First nurses’ strike in Alberta ends with 
24.7 percent pay increase, 8 (Aug) 

Nfld. hospital nurses reject new collective 
agreement, 7 (Oct) 

Newfoundland nurses accept new govern- 
ment contract offer, 15 (Dec) 

Nipawin Nurses’ Association case argued 
before Supreme Court, 9 (Aug) 

Nova Scotia nurses make gains in 1973 
collective agreements, 8 (Nov) 
Nurses employed by N.S. Govt. 

new contract offer, 8 (Oct) 

Nurses in B.C. civil service receive salary 
increases, 8 (Aug) 

Ont. Nurses’ Association formed for pro- 
vince-wide bargaining, 15 (Dec) 

Wage settlement in Alberta averts nurses’ 
strike, 12 (Jul) 


accept 


COLLEGE OF NURSES OF ONTARIO 
First RNAs elected to Council of Ontario 
College of Nurses, 8 (Aug) 
Officers elected to Council, 26 (Oct) 


vul 
. 


” 


ne als prevents 


10 Jul) 
I pees com- 


"determine 6 perceptions 
ted group of head nurses and 
isors concerning the channels of 
nunication existing within a hos- 
(Hoeffler), (abst), 50 (Apr) 


[UNITY HEALTH 

ATIONS DEVELOPMENT 
FOUNDATION OF CANADA 

Will help finance community health 
- centers, 15 (Sep) 


_ COMMUNITY HEALTH SERVICES 
_ B.C. nurses discuss report on community 
health centers, 10 (Feb) 
CHADFOC will help finance community 
health centers 15 (Sep) 
CNA directors at work ..., 17 (Mar) 
Changing nursing practice through edu- 
cation, (Kergin et al), 28 (Apr) 
i, Community health center opens in high- 
iD rise apartment complex, 16 (Oct) 
| 85 health and welfare centers closed in 
i} Quebec since fall, 1970, 15 (Aug) 
} Health and community information ser- 
i _Vices, (Kibzey), 39 (Mar) 
} Nurses will be most affected by community 
| health centers professor tells SRNA 
i meeting, 12 (Aug) 
| Preparing nurses for community is topic 
i of fall conference, 10 (Jun) 
Street nurses in blue jeans, (Ruiterman, 
| Biette), 34 (Jan) 
. Travels with a nurse in rural Nova Scotia, 
I 20 (May) 


CONFERENCE ON THE CLINICAL 
NURSE SPECIALIST 
Spotlight on the clinical nurse specialist, 
(Dworkin), 40 (Sep) 


CONFERENCES AND INSTITUTES 
CNA executive approves responses to 
; school health recommendations, 7 (Feb) 
SRNA, SMA, SHA conference supports 
i joint health planning, 17 (Jun) 
Basic health care changes needed nurse 
| tells physicians’ meeting, 7 (Nov) 
i Fitness and health conference aims at 
ih fitness for all Canadians, 8 (Feb) 
| Founding meeting of Canadian Council 
} of Cardiovascular Nurses, 18 (May) 
; Latin American nurses consider middle 
level nursing education, 14 (Jan) 
Neurology, neurosurgery course proposed 
for working nurses, 12 (Oct) 
it Neurosurgical nurses of world federate, 
It vlan 1973 meeting, 14 (Mar) 
ii Ont. nursing education, service well 


| vill 


on the eithioad nurse ipecidliet 

- (Dworkin), 40 (Sep) 

"Sunt from where you are directors of 

nursing told, 12 (Jul) 

Work is a basic biologic need Selye tells 
fitness conference, 10 (Feb) 

Workshop on nurse practitioner shows 
cooperation in N.B., 15 (Aug) 

World-wide gonorrhea problem brings 
researchers together, 15 (Dec) 


CONSULTANTS 
A conceptual model for the provincial 
nursing consultant in Alberta, (Har- 
rison), (abst), 50 (Apr) 


CONSUMER SATISFACTION 
Textile care and labeling, 40 (Aug) 


CONTAGIOUS DISEASES 
A glimpse of nursing in Cuba, (Mussal- 
lem), 23 (Sep) 


COPYRIGHT 
Teachers’ brief to government urges revi- 
sion in copyright act, 11 (Jul) 
Xerox solution, 48 (Oct) 


CORBETT, Dawn 
Student nurses share in clinical learning, 
21 (Nov) 


CORNELIUS, Dorothy 
President of ICN, (port), 16 (Jul) 


CORONARY CARE 
Coronary patients and their families re- 
ceive incomplete care, (Royle), 21 Feb) 


COTE, Denise Mauger 
Independence for phocomelic children, 
19 (Dec) 


COUTTS, Roberta 
English visitor meets clinical specialists 
at CNA House, (port), 48 (Mar) 


CRAIG, Phyllis M. 
CNF scholarship, 12 (Sep) 


CRANE, Eileen Creasey 
Faculty U. of Alberta school of nursing, 
43 (Dec) 


CRAWFORD, Myrtle E. 
Bk. rev., 55 (Oct) 


CREEGGAN, Sheila 
Bk. rev., 50 (Dec) 


CREELMAN, Lyle 
Canadians on ICN committees ready re- 
ports for 1973 congress, 11 (Mar) 


"CURRICULA 
_ Students on a curriculum revision com- 
mittee, (Weinstein), 38 (Mar) 


DALENGER, Pat 
Nursing consultant in family planning with 
Alberta Dept. of Health, 42 (Dec) 


D 


DALHOUSIE UNIVERSITY 
School of nursing faculty, 42 (Dec) 


University schools of nursing in Canada, 
23 (Jan) 


D’AMOUR, Louise 
Director of infant nutrition and family 
planning services Wyeth Ltd., (port), 
48 (Apr) 


DANCAUSE, Ola 
Retired, 26 (Oct) 


DARCOVICH, Olga 
BK. rev., 38 (Nov) 
Spotlight on the clinical nurse specialist, 
(Dworkin), 42 (Sep) 


DARICHUK, Marie 
SRNA bursary, 47 (Mar) 


DARRAH, Florence, Sister 
Life membership is NBARN, 16 (Jul) 


DATES 
44 (Jan), 45 (Feb), 44 (Mar), 44 (Apr), 
44 (May), 41 (Jun), 15 (Jul), 41 (Aug), 
43 (Sep), 46 (Oct), 15 (Nov), 47 (Dec) 


DAVD, Nicole 
Appointed to council of social affairs 
for province of Quebec, 17 (Jul) 


DAVIDSON, Doris 
Bk. rev., 54 (Feb) 


DAVIES, Betty 
Staff at Grant MacEwan Community 
College, (port), 45 (Jan) 


DAVIS, J.E. 
Changing nursing practice through edu- ~ 
cation, (et al), 28 (Apr) ; 


DeBLOCK, Audry 
BK. rev., 48 (Dec) 


DELANEY, Sheila } 
Staff at McMaster University Seba of 
Nursing, 47 (Jan) 


DeMARSH, Kathleen G._ 


~ SRNA bursary, 48 (Mar) 


DEPT. OF NATIONAL HEALTH AND 
WELFARE 
See Health and Welfare Canada 


DEPT. OF VETERANS AFFAIRS 
Grace Johnson retired as consultant in 
nursing services, 39 (Aug) 


| 

DERHAM, Pat 
i BK. rev., 41 (Jul) 
7 

} 


DIABETES 

A diabetic teaching tool, 
(Dec) 

y An experimental study to evaluate the 
effectiveness of a diabetic teaching 
tool, (Skelton), (abst), 48 (Sep) 

Gestational diabetes — when teaching is 
important (Laugharne, Duncan), 34 
(Mar) 


(Skelton), 35 


—— 


rae hee ae 


DIER, Kay A. 
Faculty U. of Alberta school of nursing, 
43 (Dec) 


DIETEL, Mervyn 
Intravenous hyperalimentation, 38 (Jan) 


DIRKSEN, Wendy S. 
Surgical separation of conjoined twins. 
(Meilicke), 26 (May) 


_ DISASTERS AND EMERGENCIES 
Canadian nurses with CARE help injured 
in Nicaragua, 14 (Feb) 
Help in a hurry: the crisis clinic, (Mary 
Mona), 35 (Oct) 
Judy Hill, DNHW, died in wreckage of 
a chartered aircraft, 47 (Feb) 


Pegboard as space saver, (Wendril), 43 
(Feb) 
DOIRON, Chery! 
BK. rev., 48 (Dec) 
DOLPHIN, Maude 
, Maple Ridge 


_ Director of nursing at 
G Hospital, Maple Ridge, B.C., 36 (Nov) 


‘DONAHUE, Robert R. 

Employment relations department AARN. 
36 (Noy) 

Public relations officer’ AARN, (port), 


(Cété), 19 (Nec) 

Members at NBARN annual meeting 
support various recommendations, 8 
(Sep) 

Travelers warned, 40 (Dec) 


DU GAS, Beverly Witter 


Chief of health manpower planning divi- 


sion, health programs branch, Health 
and Welfare Canada, (port), 44 (Jun) 


DU MOUCHEL, Nicole 
Elected to 11-member board of directors, 
(port), 16 (Jul) 
Major in Canadian Forces Reserve, (port), 
36 (Nov) 


DUNCAN, Felicity 
Gestational diabetes —— when teaching is 
important, (Laugharne), 34 (Mar) 


DWORKIN, Carol 
It’s a skater’s show on the Rideau, 32 (Dec) 
Spotlight on the clinical nurse specialist 
40 (Sep) 


E 


ECONOMIC COUNCIL OF CANADA 
Guess who’s coming to lunch? 7 (Nov) 


EDEMA 
Idiopathic edema, (McKendry), 41 (May) 


EDUCATION 

ANPQ committee working on plan for 
nursing education in Quebec, 8 (Nov) 

CNA directors at work..., 17 (Mar), 
11 (Jun) 

Committee on education of nurses named 
to advise NBARN council, 12 (Aug) 

Freedom: an outmoded tradition, (Gil- 
christ), 25 (Apr) 

How to make microbiology interesting 
for students, (Murray), 37 (Jul) 

Latin American nurses consider middle 
level nursing education, 14 (Jan) 

The nurse in a student physician’s “prac- 
tice,” (Valberg), 17 (Nov) 

Problems of teachers, students discussed 
at RNAO meeting, 8 (Jul) 

Student nurses share in clinical learning, 
(Corbett), 21 (Nov) 


EDUCATION, BACCALAUREATE 
Changing nursing practice through edu- 
cation, (Kergin et al), 28 (Apr) 
University schools of nursing in Canada, 
23 (Jan) 


Pere.) ae Oo 


EDUCATION, GRADUATE _ 
Master of health sciences | 
Ontario Heart Foundation offers. rs | 

ship for master’s degree, 17 a 


(Apr) 


EDUCATION, HIGHER : reli 
RNANS wants a commission to finance 
postsecondary education, 18 (Jan) 


ELLIOTT, Ruth 
Bk. rev., 51 (Mar) 


ELLIS, Patricia 
Bk. rev., 53 (Feb) 


EMBURY, Sheila B. 
Bk. rev., 52 (Oct) 
Faculty University of Calgary, School of 
Nursing, (port), 47 (May) 


EMRICH, Christine 
Joined MEDICO, (port), 49 (Apr) 


ENDOCRINOLOGY 
Hypoglycemia, (Wolfe, Powers), 38 (Oct) 


EPIDEMIOLOGY 
The pandemic influenza of 1918, (Morton), 
25 (Dec) 


ETCHES, Merry! 
Bk. rev., 46 (Jun) 


ETHICS 

ICN code for nurses: ethical concepts 
applied to nursing, 9 (Aug) 

U.S. Senator responds to ANA during 
Watergate hearings, 12 (Nov) 

Code tor nurses among topics discussed 
by ICN committee, 16 (Dec) 

Genetic manipulation: now is the time to 
consider controls, (Siminovitch), 30 
(Nov) 

Members at NBARN annual meeting 
support various recommendations, 8 
(Sep) 


EVALUATION 
A study to develop instruments to evaluate 
the effectiveness of a post-diploma pro- ¥ 
gram in nursing, (Rivett), (abst), 52 } 


(Feb) 
K a 


ms i 


changes fee formula for hospital 
survey visits, 12 (Oct) 
HA delegates adopt policy opposing 
Nos ‘fee-for-service, 7 Jul) 
1974 convention fees, 7 (Dec) 


aia 


- Foot mirrors diseases, 48 (Oct) 


FIELD, Helen L. 

i" Acting director of St: Clair Regional 
oo School of Nursing, Sarnia, Ont., (port), 
ii 49 (Mar) 


Lenna Richardson honored at retirement, 


} FINDLAY, Elizabeth 
; (port), 41 (Dec) 


B.C. senior citizens receive instruction in 
home nursing, 7 (Nov) 

Editorial, (Lindabury), 3 (Jul) 

First aid for drivers, (Pacy), 23 (Jul) 


| FIRST AID 
fF 
|i 


i FITZGERALD, Doris 
it Bk. rev., 42 (Aug) 


FLAHERTY, M. Josephine 
; Dean of faculty of nursing at University 
of Western Ontario, (port), 48 (Feb) 


FLANAGAN, A. Viola 
Nursing consultant for Alberta, Dept. of 
Health, Division of Tuberculosis Con- 
trol, 42 (Dec) 


q FOOTE, Ida M. 

i} Health care at Toronto International air- 
h port, (port), (Starr), 32 (Feb) 
f 

hi 


FORD, Ann 
Assistant director University Hospital, 
te London, Ont., (port), 49 (Apr) 


i FORREST, Darlene Pollock 
| Faculty U. of Alberta school of nursing, 


43 (Dec) 


FORTIER, Lise 
Needed: a change in attitudes toward 
elective sterilization, 21 (Jan) 


Reception in honor of new Jeanne Mance 
stamp, (port), 6 (Jun) 


FRANCIS, Margaret Rose 
Faculty Dalhousie University school of 
nursing, (port), 42 (Dec) 


FREEMAN, Lorene Bard 
Bk. rev., 40 (Jul) 


FRENCH, Frances 
Honored by Middlesex-London District 
Health Unit, (port), 45 (Sep) 


FRENCH, Susan E. 
Bk. rev., 52 (Apr) 


FRERE, Virginia 
Campus head at Mohawk College dept. 
of nursing, 42 (Dec) 


FRY, Jean E. 
Bk. rev., 53 (Oct) 


FRYE, Christine 
Viral hepatitis —a risk to nurses, (port), 
33 (Jul) 


FUNKE, Jeanette Thelma 
Faculty U. of Alberta school of nursing, 
43 (Dec) 


FUNSTON, Frederick D. 
Detoxification: an alternative in transi- 
tion, 27 (Nov) 


GARDE, Dianne E. 
Bk. rev., 38 (Nov) 


GARDENER, Marjorie, G. 
English visitor meets clinical specialists 
at CNA House, (port), 48 (Mar) 


GARDNER, Janie 
Weekend program for tubal ligation, 37 


(Apr) 


GARRETT, Nancy 
CNA research officer heads FP research 
advisory group, 9 (May) 
Bk. rev., 58 (Sep) 
On assignment with CIDA, (port), 43 
(Jun) 
Smoking now and then, 22 (Nov) 


GAUTHIER, Cecile, Sister 
MARN Board of Directors, 39 (Aug) 


GENETICS ) 
Genetic sienipulationt now is ite’ time to 
consider controls, (Siminovitch), 30 
(Noy) 
Inside dope, 40 (Dec) 


GERIATRICS 


B.C. senior citizens receive instruction in 
home nursing, 7 (Nov) 

VON coordinates health care for seniors, 
(Prime), 44 (Feb) 

Ontario RNs attend workshop to improve 
long-term care, 12 (Jan) 

Perceptual style and the adaptation of the 
aged to the hospital environment, 
(Steels), (abst), 50 (Mar) 


GIESBRECHT, Edith 
MARN Board of Directors, 39 (Aug) 


GILCHRIST, Joan M. 
Freedom: an outmoded tradition, 25 (Apr) 


GIRARD, Alice 
Retired, (port), 46 (Sep) 


GODARD, Jean 
Bk. rev., 52 (Sep) 


GODFREY, Madeline 
Alberta nurse honored, (port), 38 (Aug) 


GOTTLIEB, Laurie Naomi 
CNF scholarship, 12 (Sep) 


GOWER, Philip 
Bk. rev., 54 (Apr) 


GRAHAM, Lois E. 
Dean of nursing at U. of New Brunswick, 


(port), 45 (Sep) 


GRANT MacEWAN COMMUNITY 
COLLEGE 
Appointments, 45 (Jan) 


GREENWOOD, Eileen 
Serving with CARE-MEDICO in Sura- 
karta, (port), 26 (Oct) 


GUPTA, Anna 
Bk. rev., 43 (Aug) 


GUTHRIE, Margaret 
Cardiac surgery in the first person, 31 
(Sep) 


a oe 


HANDICAPPED 


, Anne ” 

Tiilverediter for CNA, 44 (Sep) 

HARDY, Margaret 

Vice-president of Permanent Commission 
and International Association of Occu- 
pational Health, 47 (May) 


HARRISON, Fernande P. 
A conceptual model for the provincial 
nursing consultant in Alberta, (abst), 
50 (Apr) 


HARRISON, Kay 
Staff at McMaster University School of 
Nursing, 47 (Jan) 


HARRISON, Mary K. 
Bk. rev., 53 (Apr) 


HART, Dorothy 
Honored by Middlesex-London District 
Health Unit, (port), 45 (Sep) 


HAY, Patricia 
Director of nursing service at Women’s 
College Hospital, Toronto, (port), 49 
(Mar) 


HEALTH ACTION °72 
CNA directors at work... , 18 (Mar) 
HEALTH AND WELFARE CANADA 
CNA, CMA, CHA joint committee pre- 
sents brief to health minister, 9 (Apr) 
Beverly Witter Du Gas appointed chief 
of health manpower planning division, 
health programs branch, (port), 44 
(Jun) 
Elizabeth McCue retired, (port), 45 (Sep) 
Health care at Toronto International air- 
port, (Starr), 32 (Feb) 
Huguette Labelle principal nursing offi- 
cer, (port), 47 (Feb) 
Judy Hill died in wreckage of a chartered 
aircraft 47 (Feb) 
Nurses model latest fashion, 16 (May) 
Rose Imai nursing consultant, health man- 
Power services, (port), 26 (Oct) 


HEALTH CARE 

CNA, CMA, CHA joint committee pre- 
sents brief to health minister, 9 (Apr) 

MARN responds to government white 
paper on health policy, 16 (May) 

SRNA, SMA, SHA conference supports 
joint health planning, 17 (Jun) 

Basic health care changes needed nurse 
tells physicians’ meeting, 7 (Nov) 

A glimpse of nursing in Cuba, (Mussal- 
lem), 23 (Sep) 

Health and community information ser- 
vices, (Kibzey), 39 (Mar) 


HEALTH EDUCATION 

_ Physical fitness of children leaves much to 
be desired physician tells audience, 11 
Wan) 


"HEALTH FACILITIES — ae, : 
B.C. regional ignite districts — Witne: 


RNs to advisory committees, 12 (Oct) 


HEALTH MANPOWER 
CNA directors at work... 11 (Jun) 
RNABC statement urges halt to unplan- 
ned proliferation of health workers, 
15 (May) 


HEALTH SCIENCES CENTRE. 
WINNIPEG 
New appointments, 24 (Oct) 


HEART AND HEART DISEASES 

Cardiac surgery in the first person, (Guth- 
rie), 31 (Sep) 

Coronary patients and their families re- 
ceive incomplete care, (Royle), 21 (Feb) 

New technique helps children, 40 (Dec) 

Pegboard as space saver, (Wendril), 43 
(Feb) 


HENDERSON, Jane 
CNA gets ready for the day when Canada 
goes metric, 10 (Jul) 
Basic health care changes needed nurse 
tells physicians’ meeting, 7 (Nov) 
How CNF scholars are selected, 
bald), 33 (May) 


(Archi- 


HENRY, Avis 
Director of nursing for Firestone Planta- 
tions Company nursing service in Libe- 
ria, West Africa, (port), 48 (Mar) 


HEPATITIS 
Viral hepatitis — a risk to nurses, (Frye), 
(port), 33 (Jul) 


HERLIHY, Catherine Gerard, Sister 
Honorary LLD from Saint Mary’s Uni- 
versity, 17 (Jul) 


HIBBERT, Jessie 
Appointed to mental health advisory 
council of Alberta, 36 (Nov) 


HILL, Judith 
Memorial fund set up in name of Judith 
Hill, 10 (May) 
Obit, 47 (Feb) 


HILTON, Barbara Ann 
CNF scholarship, 12 (Sep) 


HINDLE, Judit 
Bk. rev., 41 (Jul) 


HOEFFLER, Deborah Margaret 
A survey to determine the perceptions 
of a selected group of head nurses and 
supervisors concerning the channels 
of communication existing within a 
hospital (abst), 50 (Apr) 


HOFFMEYER, Chery! 
Staff at Grant MacEwan Community 


HOLDER, Janet Margaret ie ie 
CNF scholarship. 12 (Sep) ia 
wart 


HOLLAND, Gillian VAN Ee 
Drink up a tune, 39 (Sep) 


HOOD, Phyllis M. 
CNF scholarship, 12 (Sep) 


HOOTON, Margaret 


Bk. rev., 49 (May) aie 


HORROCKS, Mona June 
Faculty Dalhousie University school of 
nursing, 42 (Dec) 


HORTON, Leslie 
What will happen to Mr. Lang? 39 (May) 


HOSPITAL EMERGENCY SERVICE 
Help in a hurry: the crisis clinic, (Mary 
Mona), 35 (Oct) 


HOSPITAL FOR SICK CHILDREN, 
TORONTO 
Children’s hospital opens units for pa- 
tients and their mothers, 15 (Oct) 
New technique helps children, 40 (Dec) 
Three Toronto institutions unite to help 
prevent child abuse, 18 (Jan) 


HOSPITAL NURSING SERVICE 

Staff nurse involvement in research — 
myth or reality? (Stinson), 28 (Jun) 

A survey to determine the perceptions 
of a selected group of head nurses and 
supervisors concerning the channels of 
communication existing within a hos- 
pital, (Hoeffler), (abst), 50 (Apr) 


HOSPITALS 
ANPQ_ recommendations included in 
Quebec hospital regulations, 8 (Feb) 
B.C. regional hospital districts name RNs 
to advisory committees, 12 (Oct) 


HOWARD, Frances 
Problem-oriented charting —a 
viewpoint, (Jessop), 34 (Aug) 


nursing 


HOWEY, Mary C. 
Campus head at Mohawk College dept. of 
nursing, 42 (Dec) 


HOYT, Bonny 
Bk. rev., 50 (Dec) 


HUMAN RELATIONS 
Bill of rights for patients to be established 
in N.S., 19 (Mar) 

Crisis intervention after the birth of a 

defective child, (Stanko), 27 (Jul) 
Patients’ representative humanizes hospi- 
xX! 
s ; 


(Wolfe, Powers), 38 (Oct) 
ai | 


g consultant, health manpower ser- 
ices, Health and Welfare Canada, 
(port), 26 (Oct) 
‘ Y 


1 IZATION 
Health care at Toronto 
Airport, (Starr), 32 (Feb) 


International 


IN A CAPSULE 
46 (Feb) 46 (Apr), 42 (Jun), 39 (Jul), 40 
(Aug), 48 (Oct), 40 (Dec) 


_ INDEXES AND INDEXING 
The Canadian Nurse one of six nursing 
journals indexed 11 (Jan) 


INFANTS 
Whose baby is this? (Baizley), 27 (Mar) 


L’INFIRMIERE CANADIENNE 
CNA directors at work... 18 (Mar) 


INFLUENZA 
The pandemic influenza of 1918, (Morton), 
25 (Dec) 


INFORMATION SERVICES 
Health and community information ser- 
vices, (Kibzey), 39 (Mar) 


INJECTIONS 
Acupuncture, (Armstrong), 26 (Feb) 
Intravenous hyperalimentation, (Deitel), 
38 (Jan) 


INSERVICE EDUCATION 


Hold a fair, stock a cart: for inservice edu- 
cation, (Allen), 38 (Sep) 


INTENSIVE CARE UNITS 
Daily ICU conference improves patient 
care, 37 (Mar) 


INTERNATIONAL ASSOCIATION FOR 
MEDICAL ASSISTANCE TO 
TRAVELLERS 
Hometown medical care provided around 

the world by IAMAT, 12 (Oct) 


INTERNATIONAL COUNCIL OF 
NURSES 
ICN code for nurses: ethical concepts 
applied to nursing, 9 (Aug) 


xil 


es” ray ciate on 8 

~ environment, 9 (May) 

NEW. board and committee elected at ICN 
Congress, 9 (Jul) 

Nicole Du Mouchel elected to 11-mem- 
ber board of directors, (port), 16 (Jul) 
Plans celebration for 75th anniversary in 

1974, 8 (Oct) 
South Africa Nursing Association must 
try to change law by °75: ICN, 7 (Jul) 


INTERNATIONAL COUNCIL OF 
NURSES. BOARD OF DIRECTORS 
Officers elected, 16 (Jul) 


INTERNATIONAL COUNCIL OF 
NURSES. COMMITTEE ON LIBRARY 
RESOURCES FOR NURSING 
CNA in favor, 11 (Mar) 


INTERNATIONAL COUNCIL OF 

NURSES. CONGRESS 1973 

ICN meets in Mexico, (Starr), 17 (Aug) 

Canadians on ICN committees ready re- 
ports for 1973 congress, | 1 (Mar) 

Editorial, (Starr), 3 (Aug) 

Nurses across Canada plan four panels 
for ICN Congress, 9 (Apr) 

Preparing for ICN, 46 (Feb) 


INTERNATIONAL COUNCIL OF 
NURSES. CONGRESS 1977 
Next ICN Congress in Japan, 12 (Jul) 


INTERNATIONAL NURSING INDEX 
The Canadian Nurse one of six nursing 
journals indexed, 11 (Jan) 


INTERNATIONAL NURSING REVIEW 
Merren Tardivelle editor, (port), 46 (Mar) 


INTERVIEWING 
The nurse in a student physician's “prac- 
tice,” (Valberg), 17 (Nov) 
Student nurses share in clinical learning, 
(Corbett), 21 (Nov) 


IRVING, Mary 
Director of nursing service, Hotel Dieu 
Hospital, Chatham, N.B., 38 (Aug) 


IRWIN, Eileen Dauphinee 
Faculty Dalhousie University school of 
nursing, 42 (Dec) 


IRWIN, Helen Roberta 
Kathleen Ellis prize, (port), 16 (Jul) 


IVES, Jennie E. 
Retired, 45 (Sep) 


JACKSON, Marion 
Nursing administrator at Saskatoon City 


on 


JAMESON, E.E. (Jamie) +3 


Retired as director of nursing education at 
Calgary General Hospital, (port), 46 
(Sep) 


JANZOW, Esther 
District director of Victoria Branch of 
VON, 26 (Oct) 


JESSOP, Penelope I. 
Problem-oriented charting—a_ nursing 
viewpoint, (Howard), 34 (Aug) 


JOHNSON, Grace 
Retired as consultant in nursing services, 
Dept. of Veterans Affairs, 39 (Aug) 


K 


KARLINSKY, Norma 
Bk. rev., 43 (Jul) ; 
Faculty University of Calgary, School of 
Nursing, (port), 47 (May) 


KEITH, Catherine W. 
Received merit award, (port), 46 (Sep) 


KERGIN, Dorothy 
Changing nursing practice through educa- 
tion, (et al), 28 (Apr) 


KIBZEY, Heather 
Health and community information ser- 
vices, 39 (Mar) 


KIDNEY FOUNDATION OF CANADA 
Program offers wallet-size donor cards, 
20 (May) 


KIDNEYS 


Do-it-yourself dialysis, (Schaffer), 29 (Jul) 


KISS, Anne 
Bk. rev., 52 (Mar) 


KISSEIH, Docia 
First vice-president ICN, 16 (Jul) 


KNOR, Emily 


Staff at Grant MacEwan Community — 
College, (port), 46 (Jan) 


KOCH-SCHULTE, Ruth 
Three Toronto institutions unite to help — 
prevent child abuse, 18 (Jan) t 


KOHAN, Rita { 
Employment relations dept. RNAO, 41 
(Dec) 


LABELLE, Hugeette ey 
Ce ary 
y). 


“AARN says. nurses” jobs atailable in 
Alberta, 12 (Mar) 


LABOUR UNIONS 
~SRNA Exec. secretary summonsed before 

labor relations board, 12 (Jan) 

Arbitration backs nurse’s claim to bonus 
for midwifery course, 18 (Apr) 

Nipawin nurses challenge order of Sask. 
labor relations board, 11 (Mar) 

Nurse with cast on leg can’t work arbitra- 
tion board rules, 20 (Mar) 

Practical nurses at B.C. hospital win equal 
pay for equal work, 15 (Sep) 

Sask. labor relations board told to rehear 
nurses’ application, 16 (Jun) 


LAGERSON, Joanne 
Spotlight on the clinical nurse specialist, 
(Dworkin), 42 (Sep) 


LAING, Gail 
Bk. rev., 53 (Sep) 


LAKEHEAD UNIVERSITY 
Appointments in school of nursing, 48 
(Mar) 
University schools of nursing in Canada, 
23 (Jan) 


LALANCETTE, Denise 
English visitor meets clinical specialists 
at CNA House, (port), 48 (Mar) 


LAMBIE, Elizabeth 
Bk. rev., 49 (May) 


LAMBETH, Dorothy 
Chairman of dept. of nursing at Mohawk 
College, Hamilton, (port), 42 (Dec) 


LAMOTHE, Rachel 
Teaching nursing at CEGEP in Three 
Rivers, P.Q., (port), 44 (Sep) 


LARACY, Pauline 
Retired, 36 (Nov) 


LARSEN, Jenneice 
Staff at Grant MacEwan Community 
College, (port), 46 (Jan) 


LaSOR, Betsy 
Bk. rev., 53 (Apr) 


_ LAUGHARNE, Elizabeth 


Gestational diabetes — when teaching is 
important, (Duncan), 34 (Mar) 


LAURENTIAN UNIVERSITY 


Alma Elizabeth Reid acting director of 
school of nursing, 43 (Dec) 
‘ dpe “appointments school of nursing, 


LAW AND LEGISLATION : 

ANPQ goals reflected in new Quebec 
legislation, 7 (Aug) 

AN PQ recommendations included in Que- 
bec hospital regulations, 8 (Feb) 

CNA directors at work... , 17 (Mar) 

1,755 nurses discuss legislation at ANPQ 
meeting via phone relays, 10 (Jun) 


LEASK, Jean 
CNA honors Jean Leask on her retire- 
ment, (port), 46 (Mar) 
Named Officer of the Order of Canada, 
24 (Oct) 


LEDINGHAM, Rita 
Elected to SRNA council, 44 (Sep) 


LEE, Barbara Herrick 
Bk. rev., 57 (Sep) 


LEE, Margaret 
Resigned as director of Laurentian Uni- 
versity school of nursing, 43 (Dec) 


LENCZNER, Michael M. 
Tropical and parasitic diseases: new chal- 
lenge to health teams, 34 (Sep) 


LENHARDT, Jane K. 
Bk. rev., 48 (May) 


LETTERS 
4 (Jan), 4 (Feb), 4 (Mar), 4 (Apr), 4 (May), 
4 (Jul), 4 (Aug), 4 (Sep), 4 (Oct), 4 (Nov), 
4 (Dec) 


LEVINE, Myra E. 
RNAO told confusion of goals prevents 
nursing communication, 10 (Jul) 


LIBRARIES 
CNA in favor of ICN Committee on 
Library Resources for Nursing, 11 (Mar) 


LICENSURE 
Professionalism 
(abst), 50 (Oct) 


in nursing, (Valentine), 


LINDABURY, Virginia A. 
Canada pension plan discriminates, (edit), 
29 (Oct) 
The case of the tobacco leaves, (edit), 
3 (Nov) 


Daisy Bridges, (edit), 3 (Feb) 

Jeanne Mance, (edit), 3 (Apr) 
Obituaries, (edit), 3 (Jun) 

Pensions, (edit), 3 (Oct) 

Philosophy of life, (edit), 3 (Jan) 
Physicians’ assistants, (edit), 3 (May) 
Road accidents, (edit), 3 (Jul) 


LOCKEBERG, Liv-Ellen 


All in the day’s work .. . 33 (Jun) 


LOVERING, Bernice 
Bk. rev., 54 (Mar) 


LOYER, Marie A. 
Bk. rev., 54 (Oct) 


LUCAS, Bessie 
Retired, (port), 42 (Dec) 


LYTTLE, Phyllis ; 

Retired as director of public healeh?4 nurs- 

ing, Nova Scotia dept. of public health, 
(port), 48 (Apr) 


M 


MEDLARS 
The Canadian Nurse one of six nursing 
journals indexed, 11 (Jan) 


MEDLINE 
The Canadian Nurse one of six nursing 
journals indexed 11 (Jan) 


McBRIDE, Beverley 
A new method of tubal ligation, 32 (Apr) 


McCANN, Beverley M. 
Bursary from Ontario division of Volun- 
teer Nursing Service Committee of 
Canadian Red Cross Society, 36 (Nov) 


McCARTHY, Ellen 
Staff at Queen’s University school of nurs- 
ing, 41 (Dec) 


McCLELLAND, Audrey 
MARN Board of Directors, 39 (Aug) 


McCLURE, Lynn 
Second vice-president of MARN, 
39 (Aug) 


(port), 


McCONE, Carol 


Preadmission patient teaching clinic, 39 
(Sep) 


McCRADY, Margaret 
Staff Health Sciences Centre, Winnipeg, 
(port), 24 (Oct 


McCUE, Elizabeth 
Retired, (port), 45 (Sep) 


McCULLAGH, L. Joan 
Assistant director of education services at 
RNABC, (port), 36 (Nov) 


McEWAN, Ada E, 
National director of VON, (port), 46. 
xill 


. 


Mach TOSH, Mary, Sister 

Retires as director of St. 
we is 

1 ae 

ite 24 
a 


‘ Rita Hospital 
School of Nursing, Sydney, Nova Sco- 
tia, 46 (Sep) 


xt 
7 .¢) 


_ McINTYRE, Evelyn 
_ Health care at Toronto International Air- 
¥ port, (Starr), 32 (Feb) 


_ McINTYRE, LOUISE 

Associate employment relations officer for 
: New Brunswick Nurses Provincial 
i Collective Bargaining Councils, 45 (Jan) 


: MacKAY, Jane 
Elected to SRNA council, 44 (Sep) 


ip) MacKAY, Ruth 
\4 Staff at McMaster University School of 
i Nursing, 47 (Jan) 


McKENDRY, J.B.R. 
Idiopathic edema, 41 (May) 


McKIERNAN, Frances, Sister 
Faculty Dalhousie University school of 
nursing, 42 (Dec) 


MacKINNON, Alice R. 
Registrar of AARN, (port), 39 (Aug) 


McKINNON, Barbara, Sister 
Director of nursing service, St. Joseph's 
General Hospital, Thunder Bay, (port), 
48 (Feb) 


McKNIGHT, Wendy 
Staff at Queen’s University school of 
nursing, 41 (Dec) 


McKONE, Alma 
Who are these people? 44 (Oct) 


McLEAN, Margaret D. 
Director of School of Nursing, Memorial 
University of Newfoundland, (port), 
44 (Sep) 
McLELLAN, Elsie I. 


Patients’ recreational program, 37 (Mar) 


XIV 


Lr pewrensd to PEI Civil Service Com- 
mission, (port), 43 (Jun) 


MacLEOD, Mary, Sister | 
Director of St. Rita Hospital School of 
Nursing, Sydney, Nova Scotia, 46 
(Sep) 


McLEOD, Mona 
Bk. rev., 56 (Sep) 


McMASTER UNIVERSITY 

Appointments, 46 (Jan) 

Changing nursing practice through edu- 
cation, (Kergin et al), 28 (Apr) 

Master of health sciences program will 
prepare nurses at McMaster, 10 (Apr) 

University schools of nursing in Canada, 
23 (Jan) 


McNEIL, Pauline 
Travels with a nurse in rural Nova Scotia, 
(port), 20 (May) 


MacNEILL, Susan Elizabeth 
Faculty Dalhousie University school of 
nursing, 42 (Dec) 


McPHEDRAN, Margaret G. 
On teaching staff at U. of New Brunswick, 
(port), 45 (Sep) 


McPHEE, Aleen 
Appointed coordinator of nursing care 
project in Vernon, B.C., 45 (Sep) 


MAHLER, H. 
Director-general of WHO, 26 (Oct) 


MAJUMDAR, Basanti 
Bk. rev., 52 (Oct) 


MANCE, Jeanne 
Government issues stamp to honor Jeanne 
Mance, 10 (Apr) 
Jeanne Mance, (Lindabury), (edit), 3 (Apr) 
Reception in honor of new Jeanne Mance 
stamp, 6 (Jun) 
Stamp in April, 12 (Jan) 


MANITOBA ASSOCIATION OF 

REGISTERED NURSES 

Allan Rosky associate employment rela- 
tions adviser, 41 (Dec) 

Board of directors, 39 (Aug) 

David G. Sparkes employment relations 
officer, 43 (Jun) 

Lynn McClure 
(port), 39 (Aug) 

Marjorie Jackson 
(port), 38 (Aug) 

Responds to government white paper on 
health policy, 16 (May) 


second vice-president, 


honorary member, 


Staff at Queen’s University school of 
nursing, 41 (Dec) 


MARTIN, Ellen ds 
Staff at Grant MacEwan Community 
College, (port), 45 (Jan) 


MARY ELAINE, Sister 
Director of nursing at St. Mary’s of the 
Lake Hospital, Kingston, Ont., (port), 
26 (Oct) 
MARY MONA, Sister 


Help ina hurry: the crisis clinic, 35 (Oct) 


MASER, Earl 
Handicapped children learn written com- 
munication, 29 (Aug) 


MASSAGE 
Acupuncture, (Armstrong), 26 (Feb) 


MATIKO, Mary G. 
Bk. rev., 51 (Mar) 


MAUS, Elisabeth M. 
Campus head at Mohawk College dept. 
of nursing, 42 (Dec) 


MEDICAL CARE 
Hometown medical care provided around 
the world by IAMAT, 12 (Oct) 


MEDICAL RESEARCH COUNCIL 
Jo-Ann Tippett Fox awarded studentship, 
26 (Oct) 


MEILICKE, Dorothy T. P 
Surgical separation of conjoined twins, 
(Dirksen), 26 (May) 


MEMORIAL UNIVERSITY OF 
NEWFOUNDLAND 


Margaret D. McLean director, (port), 
44 (Sep) 
University schools of nursing in Canada, 
23 Jan) 
MENTAL HEALTH 


A multidimensional analysis of role per- 
ception in a mental health system, 
(Riddell), (abst), 48 (Sep) 


MENTAL RETARDATION 
A survey of Canadian schools of nursing | 
to determine the instruction and clini- | 

cal experience provided in mental 
retardation, (Pearen), (abst), 50 (Oct) 


MERCIER, Olive sori 
Director of nursing at French- : 


METROPOLITAN (DEMONSTRATION) 
SCHOOL OF NURSING 
‘CNA demonstration nursing school cele- 
brates 25th anniversary, 7 (Aug) 


MICHENER, Roland 
Opened the National Conference on Fit- 
ness and Health, (port), 11 (Jan) 


MICROBIOLOGY 
How to make microbiology interesting 
for students, (Murray), 37 (Jul) 


MIDWIFERY 
CNA supports RNAO statement on nurse- 
midwifery, 7 (Dec) 
RNAO accepts statement on role and func- 
tions of nurse midwife, 12 (Jul) 
7 Arbitration backs nurse’s claim to bonus 
| for midwifery course, 18 (Apr) 
Professional midwives can care for major- 
ity of all deliveries, 13 (Jan) 


oo ee 


MILITARY NURSING 
Nicole Du Mouchel promoted to rank of 
major in the Canadian Forces Reserve, 
(port), 36 (Nov) 


MISERICORDIA GENERAL HOSPITAL 
Daily ICU conference improves patient 
care, 37 (Mar) 


MITCHELL, Eleanor 
Director of volunteer nursing services 
of Ontario division of Canadian Red 
Cross, 36 (Nov) 


MITRA, Carmen 
Bk. rev., 54 (Apr) 


MOHAWK COLLEGE, HAMILTON 
Campus heads of dept. of nursing, 42 (Dec) 
Dorothy Lambeth chairman of dept. 

nursing, (port), 42 (Dec) 


MONARDEZ, Iris 
Staff of ICN, 47 (Mar) 


MONEDO, Jean 
SRNA bursary, 47 (Mar) 


MONIER-WILLIAMS, Joan 
Retired as director of Canadian Mother- 
J craft Society, Ottawa branch, 24 (Oct) 


_ MORAN, Lucille 
Bk. rev., 52 (Sep) 


MORGAN, Margaret P. 


_ nursing, 42 (Dec) 


of 


Campus head at Mohawk College dept. of 


” sepuetente Oe on, 
‘The pandemic influenza of 1918, 25 (Dec) 


*% 


MOUNT SAINT VINCENT UNIVERSITY 
University schools of nursing in Canada, 
23 (Jan) 


MOUNT SINAI HOSPITAL. TORONTO 
Queen talks with nursing students, 7 (Aug) 


MUMBY, Dorothy 
Lenna Richardson honored at retiement, 
(port), 41 (Dec) 


MURRAY, Joe Anne 
How to make microbiology interesting 
for students, 37 (Jul) 


MUSCLES 
Myasthenia gravis, (Stackhouse), 28 (Dec) 


MUSSALLEM, Helen K. 

CNA executive director advises school of 
nursing in Uruguay, 7 (Oct) 

A glimpse of nursing in Cuba, 23 (Sep) 

Guess who’s coming to lurieh? (port), 
7 (Nov) 

Keynote speaker at ARNN meeting has 
advice for associations, 8 (Nov) 

Latin American nurses consider middle 
level nursing education, 14 (Jan) 
National Conference on Fitness 

Health, (port), 11 (Jan) 
Promoted to Commander Sister, 
47 (Feb) 


and 


(port), 


NAMES 
45 (Jan), 47 (Feb), 46 (Mar), 48 (Apr), 
47 (May), 43 (Jun), 16 (Jul), 38 (Aug), 
44 (Sep), 24 (Oct), 36 (Nov), 41 (Dec) 


NATIONAL CONFERENCE ON 
FITNESS AND HEALTH 
Fitness and health conference aims at 
fitness for all Canadians, 8 (Feb) 
Physical fitness of children leaves much to 
be desired physician tells audience, 
11 (Jan) 

Roland Michener 
(port), 11 (Jan) 
Work is a basic biologic need Selye tells 

fitness conference, 10 (Feb) 


opened conference, 


NATIONAL CONFERENCE ON 
SCHOOL HEALTH 
CNA executive approves responses to 
school health recommendations, 7 (Feb) 


NAUM, Helen 
Honorary membership in CAUSN (Atlan- 
tic), 17 (Jul) 


NEUROSURGICAL NURSING 
Neurosurgical nurses of 
plan 1973 meeting, 14 (Mar) 


' or 
NEVITT, Joyce i ae Ju 
Fellow of Royal Society of Health, \ (port 
47 (Mar) es iJ 


Sabbatical leave, (port), 44 (Sep) _ 


NEW BRUNSWICK ASSOCIATION OF 

REGISTERED NURSES 

Antoinette Bourgeois awarded scholar- 
ship, 44 (Jun) 

Committee on education of nurses named 
to advise NBARN council, 12 (Aug) 

Invited to be represented on N.B. Council 
on Smoking, 12 (Oct) 

Life memberships, 16 (Jul) 

Members at NBARN annual meeting 
support various recommendations, 8 
(Sep) 

New entrance procedure adopted for 
N.B. diploma schools, 10 (May) 

Report to guide nurses who encounter 
drug problems, 9 (Oct) 

Representative of public named to NBARN 
governing body, 15 (May) 

Scholarships awarded, 42 (Dec) 


NEW BRUNSWICK NURSES 
PROVINCIAL COLLECTIVE 
BARGAINING COUNCILS 
Grace Stevens retires as associate employ- 

ment relations officer, 45 (Jan) 
Louise McIntyre appointed associate em- 
ployment relations officer, 45 (Jan) 


NEW PRODUCTS 
49 (Feb), 42 (Mar), 22 (Apr), 45 (May), 
18 (Jun), 13 (Jul), 18 (Sep), 16 (Oct), 
44 (Dec) 


NEWS 
11 (Jan), 7 (Feb), 11 (Mar), 9 (Apr), 9 
(May), 5 (Jun), 7 (Jul), 7 (Aug), 7 (Sep), 
7 (Oct), 7 (Nov), 7 (Dec) 


NICARAGUA 
Canadian nurses with CARE help injured 
in Nicaragua, 14 (Feb) 


NIELSEN, Ann Margaret Winter 
Faculty Dalhousie University school of 
nursing, 42 (Dec) 


NIGHTINGALE SCHOOL OF NURSING. 
TORONTO 
Queen talks with nursing students, 7 (Aug) 


XV 


lravel with a nurse in rural Nova Scotia, 
20 (May) 

Nova SCOTIA. HEALTH COUNCIL 
_ ON HEALTH CARE 


-RNANS members critical of report, 9 
(Sep) 


_ NOVA SCOTIA. HEALTH SERVICES 

COMMISSION 

j N.S. government appoints nurse to health 
services commission, 12 (Nov) 

Muriel E. Small appointed, (port), 36 
(Nov) 


NUGENT, E. Margaret 

| Staff Health Sciences Centre, Winnipeg, 
(port), 24 (Oct) 

} 

} 


q NURSE-PATIENT RELATIONSHIP 
! The patient as an equal partner, (Ujhely), 
21 (Jun) 


__ NURSES’ CENTRAL SECURITY FUND 
; RNAO supports central union to replace 
bargaining units, 8 (Jul) 


NURSES, INTERCHANGE OF 
Memorial fund set up in name of Judith 
Hill, 10 (May) 


NURSING 
Delusions 
37 (Jun) 


that trap nurses... (Norris), 


NURSING — DEFINITIONS 
ANPQ success in defining nursing explain- 
ed at CNA annual meeting, 5 (Jun) 
ICN meets in Mexico, (Starr), 17 (Aug) 
Members at NBARN annual meeting sup- 
port various recommendations, 8 (Sep) 


NURSING — TRENDS 
CNA directors at work..., 
(Jun) 
CNA policy statements on the primary 
care nurse, 13 (Jun) 
RNABC brief urges program to prepare 
| nurses for new roles, 14 (Apr) 
| RNANS members critical of report of 
{ N.S. Council on Health Care, 9 (Sep) 
The expanded role of the nurse: a joint 
\ statement of CNA/CMA, 23 (May) 
Expanding role of nurses stressed at 
ih RNABC meeting, 13 (Aug) 
Pay for nurse in expanded role should be 
iy 


i XVI 


18 (Mar), 11 


NURSING —GREAT ie 
Nurses in Great Britain protest proposed 
salaries in national health service, 15 
(Oct) 


NURSING — ST. LUCIA 
West Indian nurses enjoy Canadian nurs- 
ing books, 8 (Feb) 


NURSING — URUGUAY 
CNA executive director advises school 
of nursing in Uruguay, 7 (Oct) 


NURSING CARE 
Daily ICU conference improves patient 
care, 37 (Mar) 
Decubitus ulcer management — a team 
approach, (Morley), 41 (Oct) 
Problem-oriented charting —a_ nursing 
viewpoint, (Howard, Jessop), 34 (Aug) 


NURSING HISTORY 
Jeanne Mance, (Lindabury), (edit), 3 (Apr) 
Nursing history references, 54 (Oct) 
Red Cross outpost nursing in New Bruns- 
wick, (DeMarsh), 24 (Jun) 


NURSING HOMES 
Ontario RNs attend workshop to improve 
long-term care, 12 (Jan) 


NURSING MANPOWER 
B.C. Hospitals need more nurses to avoid 
summer staffing problems, 16 (May) 
CNA directors at work .. . 12 (Jun) 
Shortage of nurses exists in some provin- 
ces, 7 (Feb) 


NUTRITION 
Intravenous hyperalimentation, 
38 (Jan) 
Trace elements in food, 
38 (Feb) 


(Deitel), 


(Clegg, Sandi), 


O 


OBITUARIES 
Editorial, (Lindabury), 3 (Jun) 


OBSTETRICS 
Crisis intervention after the birth of a 
defective child, (Stanko), 27 (Jul) 
Gestational diabetes —when teaching is 
important, (Laugharne, Duncan), 34 
(Mar) 
Inside dope, 40 (Dec) 


OCCUPATIONAL HEALTH NURSING 
All in the day’s work... (Lockeberg), 33 
(Jun) 
Health care at Toronto International Air- 
port, (Starr), 32 (Feb) 


itreeseits cf ; 
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Gtr bethigie” :; 
Staff at Queen's University school of . 
“nursing, 42 (Dec) 


OKA, Betty | 
Staff at McMaster University School of — 
Nursing, 47 (Jan) 


OLIVER, Sharon 
Lecturer at Lakehead University, 49 (Mar) 


O’NEIL, Sheila Marie 
CNF scholarship, 12 (Sep) 


ONTARIO HEART FOUNDATION 
Offers fellowship for master’s degree, 17 
(Feb) 


ONTARIO NURSES’ ASSOCIATION 
Formed for province-wide bargaining, 
15 (Dec) 


ORDER OF CANADA 
Jean Leask named Officer, 24 (Oct) 


ORDER OF NURSES OF THE 
PROVINCE OF QUEBEC 
Editorial, (Lockeberg), 3 (Sep) 
See also Association of Nurses of the 
Province of Quebec 


ORDER OF ST. JOHN 
Investiture, 47 (Feb) 


OVERSEAS BOOK CENTRE OF 
CANADA 
West Indian nurses 
nursing books, 8 (Feb) 


enjoy Canadian 


OWEN SOUND REGIONAL SCHOOL 
OF NURSING | 
Exotic foods part of course for nursing 
students, 11 (Jul)) 4 


PACY, Hanns 
First aid for drivers, 23 (Jul) 

PALLISTER, Ruth M. 
Bk. rev., 38 (Nov) § 
Staff at McMaster University School of — 
Nursing, 47 (Jan) 


PAN AMERICAN HEALTH 
ORGANIZATION 

Latin American nurses consider me dle 

level nursing education, 14 (Jan) — 


PARKER, Nora I. 
The effects of _ertor nod 


"Staff Health Sciences Centre, Winnipeg, 
(port), 24 (Oct) 


PATIENT CARE TEAM 
Decubitus ulcer management—a team 
approach, (Morley), 41 (Oct) 


PATIENTS 

Bill of rights for patients to be established 
in N.S., 19 (Mar) 

Controlling the fight/flight patient, (Reid), 
30 (Oct) 

A diabetic teaching tool, (Skelton), 35 
(Dec) 

The patient as an equal partner, (Ujhely), 
21 (Jun) 

Patients’ recreational program, (McLel- 
lan), 37 (Mar) 

Preadmission _ patient 
(McCone), 39 (Sep) 

What will happen to Mr. Lang? (Horton), 
39 (May) 


teaching clinic, 


PAULSON, Sylvia Diane 
Assistant professor, U. of British Colum- 
bia, School of Nursing, 36 (Nov) 


PEAREN, Elsie I.E. 

A survey of Canadian schools of nursing 
to determine the instruction and clini- 
cal experience provided in mental re- 
tardation, (abst), 50 (Oct) 


PEDIATRICS 
Children’s hospital opens units for patients 
and their mothers, 15 (Oct) 
New technique helps children, 40 (Dec) 


PENSIONS 
Canada pension plan discriminates, (Lin- 
dabury), (edit), 29 (Oct) 
Editorial, (Lindabury), 3 (Oct) 


PEPLER, Carolyn 
Bk. rev., 53 (Oct) 


PHILATELY 
Government issues stamp to honor Jeanne 
Mance, 10 (Apr) 
Jeanne Mance stamp in April, 12 (Jan) 
Reception in honor of new Jeanne Mance 
stamp, 6 (Jun) 


PHYSICIANS’ ASSISTANTS 
Editorial, (Lindabury), 3 (May) 
See also Nursing — Trends 


PICKARD, Audrey E. 
Bk. rev., 52 (Apr) 
Faculty Laurentian University school of 
nursing, 43 (Dec) 


| PICKETTS, Pat 


i Staff at Grant MacEwan Community 


College, (port), 45 (Jan) 


NBARN ‘ong 42 fecal 


POISONS 
Are your plants toxic? 40 (Dec) 
Health food poisonings, 46 (Apr) 


POOLE, Pamela 
Canadian nurse admitted to nurse re- 
searchers’ group, 12 (Aug) 


POTTER, Thelma I. 
Bk. rev., 49 (Dec) 


POWER, Denise Mary 
Faculty Dalhousie University school of 
nursing, 42 (Dec) 


POWERS, Rosemary 
Hypoglycemia, (Wolfe), 38 (Oct) 


PRACTICAL NURSING 
First men trained as nursing assistants 
in P.E.1., 13 (Aug) 
First RNAs elected to council of Ontario 
College of Nurses, 8 (Aug) 
Practical nurses at B.C. hospital win equal 
pay for equal work, 15 (Sep) 


PRIME, Barbara L. 
VON coordinates health care for seniors, 
44 (Feb) 


PROFESSIONS 
Freedom: an outmoded tradition, (Gil- 
christ), 25 (Apr) 


PSYCHIATRIC NURSING 

Controlling the fight/flight patient, (Reid), 
30 (Oct) 

Help in a hurry: 
Mona), 35 (Oct) 

The influence of a human relations labora- 
tory on the effectiveness of third-year 
psychiatric nurses, (Checkley), (abst), 
50 (Mar) 


the crisis clinic, (Mary 


PUBLIC HEALTH NURSING 

Car care and wilderness survival in 
Australian nurses’ course, 14 (Apr) 

First nurses’ strike in Alberta ends with 
24.7 percent pay increase, 8 (Aug) 

Red Cross outpost nursing in New Bruns- 
wick, (DeMarsh), 24 (Jun) 

Street nurses in blue jeans, (Ruiterman, 
Biette), 34 (Jan) 

A study of the attitudes of public health 
nurses as they affect the teaching of 
family planning, (McEwan), (abst), 
48 (Sep) 


Q 


QUEEN ELIZABETH 
Queen talks with nursing students, 7 (Aug) 


RANDALL, Lillian Beet. 
Retired as district director of \ 
Branch VON, 26 (Oct) 


RECREATION 
It’s a skater’s show on the Rideau, (Dw 
kin), 32 (Dec) 
Patients’ recreational program, (McLellan), i 
37 (Mar) 


RED CROSS ce, 
Ont. Red Cross Society offers bursary 
to nurses, 16 (Dec) 
Red Cross outpost nursing in New Bruns- 
wick, (DeMarsh), 24 (Jun) 


REGINA GENERAL HOSPITAL 
Regina General Nurses’ Alumnae offers 
graduates $500 scholarship, 17 (Jun) 


REGISTERED NURSES’ ASSOCIA TION 

OF BRITISH COLUMBIA 

B.C. hospitals need more nurses to avoid 
summer staffing problems, 16 (May) 

B.C. nurses discuss report on community 
health centers, 10 (Feb) 

Brief urges program to prepare nurses 
for new roles, 14 (Apr) 

Expanding role of nurses stressed at 
RNABC meeting, 12 (Aug) 

L. Joan McCullagh assistant director of 
education services, (port), 36 (Nov) 

Meetings now open to observers, 13 (Jan) 

Plans to add nonnurses to its board and 
committees, 9 (Sep) 

Seeks bargaining rights for RNs in civil 
service 10 (Apr) 

Statement urges halt to unplanned proli- 
feration of health workers, 15 (May) 


REGISTERED NURSES’ ASSOCIATION 

OF NOVA SCOTIA 

Annual meeting gets off to lively start, 
38 (Aug) 

Bill of rights for patients to be established 
in N.S., 19 (Mar) 

Members critical of report of N.S. Coun- 
cil on Health Care, 9 (Sep) 

Wants a commission to finance post- 
secondary education, 18 (Jan) 


REGISTERED NURSES’ ASSOCIATION 

OF ONTARIO 

CNA Pres.-elect tells RNAO society needs 
coping resources, 10 (Jul) 

CNA supports RNAO statement on nurse- 
midwifery, 7 (Dec) 

Accepts statement on role and functions 
of nurse midwife, 12 (Jul) 

It gives a lovely light! (8 (Jul) 

Problems of teachers, students discussed 
at RNAO meeting, 8 (Jul) 
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Handy (Rosen), 36 (May) 
ry patients and their families re- 
ve incomplete care, (Royle), 21 (Feb) 


EID, Alma Elizabeth 
Acting director of Laurentian University 
school of nursing, 43 (Dec) 


ne : REID, Jean A. 
*) Controlling the fight/flight patient, 30 
(Oct) 


REID, Una v. 
ot Bk. rev., 42 (Aug) 


RESEARCH 
iB: Canadian nurse admitted to nurse _re- 
searchers’ group, 12 (Aug) 
; Changing nursing practice through educa- 
|! tion, (Kergin et al), 28 (Apr) 

ne. Colloquium on nursing research held at 
McGill University, 13 (Jun) 

Committee appointed, priorities ranked 
by directors, 7 (Dec) 

A conceptual model for the provincial 
nursing consultant in Alberta, (Harri- 
son), (abst), 50 (Apr) 

Coronary patients and their families 
receive incomplete care, (Royle), 21 

j An experimental study to evaluate the 

| 

b 


effectiveness of a diabetic teaching tool, 
, (Skelton), (abst), 48 (Sep) 

i A multidimensional analysis of role per- 
l ception in a mental health system, (Rid- 
{ H dell), (abst), 48 (Sep) 


Nursing research in Alberta: a beginning 
i (Feb) 


| 

| 

i 

ij descriptive study, (Simms), (abst), 50 

ah: Professionalism in nursing, (Valentine), 

} (abst), 50 (Oct) 

y Special committee on research continued 

i by CNA directors, 5 Jun) 

Staff nurse involvement in research — 
myth or reality? (Stinson), 28 (Jun) 

A study of the attitudes of public health 
nurses as they affect the teaching of 
family planning, (McEwan), (abst), 
48 (Sep) 

A study to develop instruments to evaluate 
the effectiveness of a _ post-diploma 
program in nursing, (Rivett), (abst), 
52 (Feb), 50 (Apr) 

A survey of Canadian schools of nursing 
to determine the instruction and clinical 


XvVill 


abst), 5( 
tips on preparing research proposals, 
), 30 ens ; 


50 (Feb), 50 (Mar), 50 (Apr), 48 (Sep), 50 
(Oct) 


RESPIRATION 
Auscultation of the chest—a_ clinical 
nursing skill, (Slessor), 40 (Apr) 


REUTTER, Linda Isabel 
Faculty U. of Alberta school of nursing, 
43 (Dec) 


REYNAUD, André 
Guess who’s coming to lunch? (port), 7 
(Nov) 


REYNOLDS, Jeanne 
Dean of faculty of nursing of University of 
Montreal, (port), 46 (Sep) 


RICHARDSON, Lenna 
Honored at retirement, (port), 41 (Dec) 


RIDDELL, Beverley J. 
A multidimensional analysis of role per- 
ception in a mental health system, (abst), 
48 (Sep) 


RIDLEY, Una L. 
Vice-president of Council of College of 
Nurses of Ontario, 26 (Oct) 


RILEY, Irma K. 
Bk. rev., 43 (Jul) 


RISK, Margaret 
Assistant director of nursing at Borough 
of East York Health Unit, 43 (Dec) 


RIVETT, Roberta Edith 

Assistant director University Hospital, 
London, Ont., (port), 49 (Apr) 

A study to develop instruments to evaluate 
the effectiveness of a post-diploma pro- 
gram in nursing, (abst), 52 (Feb) 50 
(Apr) 


ROBBINS, Harold 
Bk. rev., 49 (Jan) 


ROBBINS, Larry 
Employment relations dept. 
(Dec) 


RNAO, 41 


ROBERTS, Pamela M. 
Bk. rev., 42 (Aug) 


ROBINSON, Phyllis M. 
Director of nursing education, Calgary 
General Hospital school of nursing, 
43 (Dec) 


a 
onsongulation fr mia 


; phe 
vascular disease, 36: (May) - 


ROSKY, Allan | 
Associate employment. relations adviser 
of MARN, 41 (Dec) 


ROSS, Carole 
Assistant director of nursing, children’s 
services, Douglas Hospital, Verdun, 
P.Q., (port), 47 (May) 


ROTHWELL, Sue 
Bk. rev., 54 (Oct) 


ROUSSEAU, Chantal 
CNF scholarship, 12 (Sep) 


ROWAT, Kathleen M. 
Bk. rev., 42 (Jul) 


ROWSON, Lorraine G.J. 
Curriculum coordinator at Lakehead 
Regional School of Nursing, Thunder 
Bay, Ont., (port), 49 (Mar) 


ROYAL CANADIAN ARMY MEDICAL 
CORPS 
Bursary open to nurses, 16 (May) 


ROYAL COLLEFE OF PHYSICIANS 
AND SURGEONS 
Basic health care changes needed nurse 
tells physicians’ meeting, 7 (Nov) 


ROYAL SOCIETY OF HEALTH 
Joyce Nevitt fellow, (port), 47 (Mar) 


ROYLE, Joan 
Bk. rev., 50 (Dec) 
Coronary patients and their families re- 
ceive incomplete care, 21 (Feb) 
Staff at McMaster University School of 
Nursing, 47 (Jan) 


RUITERMAN, Trudi 
Street nurses in blue jeans, (Biette), 34 
(Jan) 


RUNDLE, Gladys 
Health care at Toronto International Air- 
port, (port), (Starr), 32 (Feb) 


RYCHTELSKA, Maria 
Nurse adviser at ICN in Geneva, 16 (Jul) 


SAFETY : 
If you drive acar, 46 (Feb) 


: 
4g 


23 (Jan) 
ST. JOHN AMBULANCE 

_ B.C. senior citizens receive instruction in 
home nursing, 7 (Nov) 

Editorial, (Lockeberg), 3 (Sep) 

Health care at Toronto International 
Airport, (Starr), 32 (Feb) 

Yvette Loiselle superintendent-in-chief, 
(port), 47 (Mar) 


SALARIES 

CNA and provincial associations support 
federally employed nurses who protest 
salaries below peers, 7 (Dec) 

Nurses in Great Britain protest proposed 
salaries in national health service, 15 
(Oct) 

Pay for nurse in expanded role should be 
salary, not fee: CNA, 11 (Mar) 


SANDI, Emil 
Trace elements in food, (Clegg), 38 (Feb) 


SASKATCHEWAN HOSPITAL 
ASSOCIATION 
SRNA, SMA, SHA conference supports 
joint health planning, 17 (Jun) 


SASKATCHEWAN MEDICAL 
ASSOCIATION 
SRNA, SMA, SHA conference supports 
joint health planning, 17 (Jun) 


SASKATCHEWAN REGISTERED 

NURSES’ ASSOCIATION 

SRNA, SMA, SHA conference supports 
joint health planning, 17 (Jun) 

Bursaries awarded, 47 (Mar) 

Correction, 8 (Oct) 

Council elected, 44 (Sep) 

Ends all involvement in collective bar- 
gaining after Supreme Court ruling, 
12 (Dec) 

Exec. secretary summonsed before labor 
relations board, 12 (Jan) 

Five Saskatchewan nurses honored, (port), 
44 (Sep) 

Margaret Wakeling appointed consumer 
representative, 43 (Jun) 

Nurses will be most affected by communi- 
ty health centers professor tells SRNA 
meeting. 12 (Aug) 

Sask. labor relations board told to rehear 
nurses’ application, 16 (Jun) 

Speaker at SRNA meeting focuses on 
women’s work problems, 7 (Sep) 

Welcomes provincial plan to set up family 
planning program, 9 (Sep) 


SAUNDERS, Peggy 
Assistant professor at UBC, (port), 49 
(Mar) 
_ Bk. rev., 53 (Sep) Bk. rev., 48 (Dec) 


SAVOIE, Shirley 


| Director of nursing services, Shuswap Lake 
i General Hospital, Salmon Arm, B.C., 
| 24 (Oct) 


Staff at Queen’s- Universiy sania ot 
nursing, 42 (Dec) 


SCHAFFER, Elaine 
Do-it-yourself dialysis, 29 (Jul) 


SCHENKEL, Brenda 
District nurse for Ontario Society for 
Crippled Children, London, Ont., 49 
(Apr) 


SCHILLING, Karin von 
Bk. rev., 52 (Apr) 


SCHOLARSHIPS AND BURSARIES 
NBARN announces awards, 42 (Dec) 
RCAMC bursary open to nurses, 16 (May) 
SRNA bursaries awarded, 47 (Mar) 
Antoinette Bourgeois awarded NBARN 

scholarship, 44 (Jun) 

Beverley M. McCann received bursary 
from Ontario division of Volunteer 
Nursing Service Committee of the 
Canadian Red Cross Society, 36 (Nov) 

Elizabeth Lorraine Holder awarded Vo- 
lunteer Nursing Services Bursary from 
the Canadian Red Cross Society, 47 
(Mar) 

How CNF scholars are selected, (Hender- 
son, Archibald), 33 (May) 

Jo-Ann Tippett Fox awarded Medical 
Research Council studentship, 26 (Oct) 
Mildred I. Walker Bursary Fund awards 

for 1972-73, 17 Jul) 

Ont. Red Cross Society offers bursary to 
nurses, 16 (Dec) 

Regina General Nurses’ Alunanae offers 
graduates $500 scholarship, 17 (Jun) 

$31,500 in CNF scholarships awarded to 
10 Canadian nurses, 12 (Sep) 


SCHOOL HEALTH 
CNA executive approves responses to 
school health recommendations, 7 (Feb) 
Nurses, smoking, and _ schoolchildren, 
(Wake et al), 19 Jul) 


SCOLLIE, June R. 
Bk. rev., 54 (Sep) 


SCORER, Pat 
Staff Health Sciences Centre, Winnipeg, 
(port), 24 (Oct) 


SCOTT-WRIGHT, Margaret 
Second vice-president ICN, 16 (Jul) 


SCHUMACHER, Marguerite E. 
CNA honors Jean Leask on her retire- 
ment, (port), 46 (Mar) 
Message from President of the Canadian 
Nurses’ Association, (guest edit), 3 
(Mar) 


SELYE, Hans 
Work is a basic biologic need Selye tells 
fitness conference, 10 (Feb) 


labor relations board, 


SETTER, Doris oa " foe i” 
Staff Health Sciences Centre, Winn , 
(port), 24 (Oct) vi oe ie 
a ene 
SHAW, Ann Dorothy 51° Oe Fe Pl 
Public relations officer AARN, ee a 
36 (Nov) ; fsx 4 
j ri . . 
SHEA, Hattie Lee eas ten i. 


Bk. rev., 56 (Sep) 


SHIRAISHI, Florence Sachi : 
Educational consultant for Toronto Dept. 
of Public Health, (port), 48 (Apr) 


SIAMESE TWINS 
Surgical separation of conjoined twins, 
(Dirksen, Meilicke), 26 (May) 


SIKORA, Frances 
Nurse director of Canadian Mothercraft 
Society, Ottawa branch, 24 (Oct) 


SIMARD, Noella 
NBARN scholarship, 42 (Dec) 


SIMINOVITCH, Louis 
Genetic manipulation: now is the time to 
consider controls, 30 (Nov) 


SIMMS, Ada Elizabeth 
Nursing research in Alberta: a beginning 
descriptive study, (abst), 50 (Feb) 


SIMMS, Laura L 
Spotlight on the clinical nurse specialist, 
(Dworkin), 40 (Sep) 


SKELTON, Judith M. 
A diabetic teaching tool, 35 (Dec) 
An experimental study to evaluate the 
effectiveness of a diabetic teaching 
tool, (abst), 48 (Sep) 


SKIN 
Decubitus ulcer management—a team 
approach, (Morley), 41 (Oct) 


SLESSOR, Gail 
Auscultation of the chest —a clinical 
nursing skill, 40 (Apr) 


SMALL, Muriel E. 
N.S. government appoints nurse to health 
services commission, 12 (Nov) 
Appointed to Health Services Commis- 
sion of Nova Scotia, (port), 36 (Nov) 


SMITH, Janet Hersberger 
Faculty U. of Alberta school of nursing, 
43 (Dec) 


SMITH, Laura 
Staff of North Okanagan Mental Health 
Centre, Vernon, B.C., 42 (Dec) 
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nst smoking? 48 (Oct) 
smoking, and schoolchildren, 


ER, Caroline 
" Spotlight on the clinical nurse specialist, 
P= _ (Dworkin), 40 (Sep) 


Keynote speaker at ARNN meeting has 
advice for associations, 8 (Nov) 


N CNA directors at work..., 17 (Mar), 11 
i (Jun) 
: Freedom: an outmoded tradition, (Gil- 
i christ), 25 (Apr) 
E 


SOCIETIES, NURSING 
CNA directors at work... 11 (Jun) 
Editorial, (Lockeberg), 3 (Sep) 
Founding meeting of Canadian Council 
} of Cardiovascular Nurses, 18 (May) 
| Professionalism in nursing, (Valentine), 
eh (abst) 50 (Oct) 


if SOUTH AFRICAN NURSING 
\ ASSOCIATION 
| Must try to change law by °75: ICN, 7 (Jul) 


DY SPARKES, David G. 
Employment relations officer 
(port), 43 (Jun) 


ARNN, 


SPARKS, F.L. (Nan) 
Bk. rev., 54 (Sep) 


SPECIALTIES, NURSING 
CNA directors at work..., 
11 Jun) 
CNA statement on specialization in nurs- 
ing, 11 (Dec) 
Spotlight on the clinical nurse specialist, 
(Dworkin), 40 (Sep) 


17 (Mar), 


SPITZER, Walter O. 
Changing nursing practice through educa- 
tion, (et al), 28 (Apr) 
Ten tips on preparing research proposals, 
30 (Mar) 


SPLANE, Verna Huffman 
Third vice-president ICN, (port), 16 (Jul) 


SPRY, Mary 
Assistant director of nursing at Oshawa 
General Hospital, 17 (Jul) 


XX 


: diiMekico; 17 (Aug) 
Health care at Toronto International 
Airport, 32 (Feb) 

International Council of Nurses, Con- 
gress 1973, (edit), 3 (Aug) 


STEELS, Marilyn Margaret 

Bk. rev., 48 (May) 

Perceptual style and the adaptation of 
the aged to the hospital environment, 
(abst), 50 (Mar) 

Staff at McMaster University School of 
Nursing, 47 (Jan) 


STEPHENSON, Bette M. 
President CMA, 44 (Sep) 


STERILIZATION 
Laparoscopy, (Beardall), 34 (Apr) 
Needed: a change in attitudes toward 
elective sterilization, (Fortier), 21 (Jan) 
Weekend program for tubal ligation, 
(Gardner), 37 (Apr) 


STEVENS, Grace 
Life membership in NBARN, 16 (Jul) 
Retired as associate employment relations 
officer for New Brunswick Nurses Prov- 
incial Collective Bargaining Councils, 
45 (Jan) 


STEWART, Mary C. 
Bk. rev., 49 (Dec) 


STEWART, Norma June . 
CNF scholarship, 12 (Sep) 


STIANSEN, Bernice 
Staff at Grant MacEwan Community 
College, (port), 46 (Jan) 


STINSON, Shirley M. 
Graduate program coordinator for U. of 
Alberta School of Nursing, 24 (Oct) 
Staff nurse involvement in research — 
myth or reality? 28 (Jun) 


STRANG, Victoria 
Clinical assistant at Lakehead University, 
49 (Mar) 


STROBBE, Lorine 
SRNA bursary, 48 (Mar) 


STUDENTS 
Executive director emphasizes student 
participation in ICN, 14 (Mar) 
Neuro nurses sponsor contest for student 
nurses in Canada, 14 (Jan) 
The nurse in a student physician's “prac- 
tice,” (Valberg), 17 (Nov) 


Eadie surgery in the first person, ne (Guth- 
rie), 31 (Sep) 

Surgical separation of conjoined Ped, 
(Dirksen, Meilicke), 26 (May) 


SURGICAL NURSING 
Cardiac surgery in the first person, (Guth- 
rie), 31 (Sep) 
Surgical separation of conjoined twins, | 
(Dirksen, Meilicke), 26 (May) 


SUTHERLAND, William 
With MEDICO, (port), 47 (May) 


SUTHERLAND, Winifred McLean 
With MEDICO, (port), 47 (May) 


TARDIVELLE, Merren 
Editor of International Nursing Review, 
(port), 46 (Mar) 


TAYLOR, Elizabeth Ann 
Director of nursing for East York Health 
Unit, Toronto, 48 (Apr) 


TEACHING 

A diabetic teaching tool, 
(Dec) 

The effects of error modeling on the learn- 
ing of a complex procedure in nursing, 
(Parker), (abst), 50 (Feb) 

A study of the attitudes of public health 
nurses as they affect the teaching of 
family planning, (McEwan), (abst), 
48 (Sep) 


(Skelton), 35 


TENBRINK-HO, Carole 
Bk. rev., 46 (Jun) 


TEWARI, Pansy 
Bk. rev., 43 (Aug) 


THERMOMETERS 
Glass is the culprit, 39 (Jul) 


THOMAS, Eleanor i 
Nurses, smoking, and schoolchildren, (et 
al), 19 (Jul) 


THOMPSON, Audrey 
Chosen nurse of the year by AARN, (port 
38 (Aug) 


THOMPSON, Raymond M. 

Assistant professor at UBC 
Nursing, (port), 49 (Mar) 
Bk. rev., 47 (Jun) 


i 


Director of nursing, Mills Memorial Hos- 
pital, Terrace, B.C., 43 (Dec) 


THOMSON, Jean E. Browne 
Obit, 41 (Dec) 


TOOLEY, Judy L. 
SRNA bursary, 47 (Mar) 


TORONTO INTERNATIONAL AIRPORT 
Health care at Toronto International Air- 
port, (Starr), 32 (Feb) 


TOWER, Yvonne 
Employment relations dept. RNAO, 41 
(Dec) 


TRAVEL 
Health care at Toronto International Air- 
port, (Starr), 32 (Feb) 
Precautions for travelers, 37 (Sep) 
Travelers warned, 40 (Dec) 


TROPICAL MEDICINE 
New tropical medicine group invites 
nurses’ membership, 18 (Mar) 
Precautions for travelers, 37 (Sep) 
Tropical and parasitic diseases: new 
challenge to health teams, (Lenczner), 
34 (Sep) 
TROUT, Ferne 
Nurse consultant with CCHA, (port), 26 
(Oct) 
TRUDEAU, Pierre Elliott 
Guess who’s coming to lunch? (port), 7 
(Nov) 
TUBERCULOSIS 


ETIBI tablets, 22 (Apr) 


TUDOR, Donna 
With Ontario Society for Crippled Chil- 
dren, Mississauga office, (port), 44 
(Jun) 


U 


UJHELY, Gertrud B. 
The patient as an equal partner, 21 (Jun) 


UNIFORMS 
Nurses model latest fashion, 16 (May) 
Wanted: student uniforms, 18 (Mar) 


UNIVERSITY OF ALBERTA 
Faculty appointments at school of nursing, 
43 (Dec) 
Shirley M. Stinson graduate program 
coordinator, 24 (Oct) 
University schools of nursing in Canada, 
23 (Jan) 


UNIVERSITY OF BRITISH COLUMBIA 
Edith Vivian Benoit appointed assistant 
professor, (port), 46 (Jan) 
Monica D. Angus received 1972 Alice E. 
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Wilson Award and yp nae to 5 Sean 
(port), 48 (Feb) 

Muriel Uprichard and Alice J. Baumgart 

~‘elected to senate, 48 (Mar) 

Peggy Saunders assistant professor, (port), 
49 (Mar) 

Raymond M. Thompson assistant pro- 
fessor, (port), 49 (Mar) 

Sylvia Diane Paulson assistant professor, 
36 (Nov) 

University schools of nursing in Canada, 
23 (Jan) 


UNIVERSITY OF CALGARY 
Faculty appointments, (port), 47 (May) 
University schools of nursing in Canada, 
23 (Jan) 


UNIVERSITY OF MANITOBA 
University schools of nursing in Canada, 
23 (Jan) 


UNIVERSITY OF MONCTON 
University schools of nursing in Canada, 
23 (Jan) 


UNIVERSITY OF MONTREAL 
Jeanne Reynolds dean, (port), 46 (Sep) 
University schools of nursing in Canada, 
23 (Jan) 


UNIVERSITY OF NEW BRUNSWICK 
Lois E. Graham dean, (port), 45 (Sep) 
University schools of nursing in Canada, 

23 (Jan) 


UNIVERSITY OF OTTAWA 
University schools of nursing in Canada, 
23 (Jan) 


UNIVERSITY OF SASKATCHEWAN 
Becomes professional college, 15 (Aug) 
University schools of nursing in Canada, 

23 (Jan) 


UNIVERSITY OF TORONTO 
University schools of nursing in Canada, 
23 (Jan) 


UNIVERSITY OF WESTERN ONTARIO 
M. Josephine Flaherty dean, (port), 48 
(Feb) 
University schools of nursing in Canada, 
23 (Jan) 


UNIVERSITY OF WINDSOR 
University schools of nursing in Canada, 
23 (Jan) 


UPRICHARD, Muriel 
Elected to senate of UBC, 48 (Mar) 


Vv 


VALBERG, Barbara 
The nurse in a student physician's “prac- 
tice,” 17 (Nov) 


VALENTINE, Patricia Ellen B. 
Professionalism in nursing, (abst), 50 (Oct) 


- Hospital, Guelph, (port), 


VARGHESE, Aleyamma 
Bk. rev., 43 (Jul) 


VENEREAL DISEASE - 
World-wide gonorrhea problem jee 
researchers together, 15 (Dec) . 


VICTORIA HOSPITAL, CASTRIES, 
_ SAINT LUCIA, WEST INDIES 
West Indian nurses enjoy Canadian nurs- 
ing books, 8 (Feb) 


VICTORIAN ORDER OF NURSES 

CNA honors Jean Leask on her retire- 
ment, (port), 46 (Mar) 

Ada McEwan national director, (port), 
46 (Mar) 

Coordinates health care 
(Prime), 44 (Feb) 

Editorial, (Lockeberg), 3 (Sep) 

Esther Janzow district director, 26 (Oct) 


for seniors, 


VISSCHER, Wilhelmina (Willy) 
Retired, (port), 43 (Jun) 


WAKE, F.R. 
Nurses, smoking, and schoolchildren, (et 
al), 19 (Jul) 


WAKELING, Margaret 
Consumer representative on council of 
SRNA, 43 (Jun) 


WALLINGTON, Marjorie A. 
Assistant professor at Lakehead Univer- 
sity, 48 (Mar) 
Bk. rev., 46 (Jun) 


WALSH, Edna 
Director of public health nursing, Nova 
Scotia dept. of public health, (port), 
48 (Apr) 


WALSH, William 
RNAO school teaches nurses collective 
bargaining techniques, 7 (Sep) 


WARE, Mary Lou 
Staff at McMaster University School of 
Nursing, 47 (Jan) 


WATSON, Ina 
Bk. rev., 41 (Jul) 


WEBB, M. (Peggy) R. 
Faculty University of Calgary, School of 
Nursing, (port), 47 (May) 


WEINSTEIN, Morene Gayle 
Students on a curriculum revision com- 
mittee, 38 (Mar) 


Xxl 


_ Poor: women’s Hunt: 40 (Aug) 


WOMEN — EMPLOYMENT 
Correction, 8 (Oct) _ 
Speaker at SRNA meeting focuses on 
women’s work problems, 7 (Sep) 


i cued pane hs for Toronto 
of Publi Health, (port), 48 (Apr) 


, Marguerite C. 
Se erive consultant for Toronto Dept. of 


Public Health, (port), 48 (Apr) ae gsi oe 
WILLS, Joan Ann WOODARD, Leah Ann 


Director of public health nursing of Leeds, 
Grenville, Lanark District Health Unit, 


! (port), 44 Jun) WORLD FEDERATION OF 


q NEUROSURGICAL NURSES 
: WILSON, E. Susan Plan 1973 meeting, 14 (Mar) 
t Charge nurse in family planning for Ed- 


monton local board of health, 43 (Dec) WORLD HEALTH ORGANIZATION 


SRNA bursary, 48 (Mar) 


hy Health care at Toronto International 
r WILTING, Jennie Airport, (Starr), 32 (Feb) 
[ Staff at Grant MacEwan Community 


World-wide hypertension is hidden epi- 


College, (port), 46 (Jan) demic — WHO, 20 (Apr) 
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~ Changing nursing vicaiction throughs eave 
tion, (et al), 28 (Apr) 

Staff at McMaster University School of 
Nursing, 47 (Jan) 


i? 


YOUNG, Norma 
Staff at Grant MacEwan Community 
College, (port), 45 (Jan) 


rs 
ZAGRODNEY, Lola 


Staff at Queen’s University school of nurs- 
ing, 42 (Dec) 


ZELMER, Amy Elliott 
Faculty U. of Alberta school of nursing, 
43 (Dec) 
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-A.R. McKinnon; Exec. Sec.: 


owse; hs Elect? DE. Huff. 
“Pres AS  Sepidiiag k Walker. 


p a. M. Moncrieff Prov. Office Staff — 
. Pub. Rel. Officer: A. Shaw; Employ. Rel.: 
YY. Chapman; Asst. Employ. Rel.» Officer: 


R.R. Donahue; Nsg. Serv. Consult.: B. Sel- 
lers; Comm. Advisor: H. Cotter; Registrar: 
H.M. Sabin; 
Office Manager: M. Garrick. 


British Columbia 

Registered Nurses’ Association of British 
Columbia, 2130 West 12th Avenue, Van- 
couver. Pres.: G. LaPointe; Vice-Pres.: T. 
Duck, R. Macfadyen. Committees — Nsg. 
Educ.: J.K. Griffith; Nsg. Practice: E.H. 
Dancer; Soc. & Econ. Welf.: B. Archer. Staff 
— Exec. Direc.; F.A. Kennedy; Registrar: 
H. Grice; Asst. Registrar: J. Small; Direc. 
Educ. Serv.: C. Kermacks; Asst. Direc. Educ. 
Sery.: J. McCullagh; Direc. Nsg. Serv.: T. 
Schnurr; Direc. Personnel Serv.: N. Paton; 
Asst. Direc. Personnel Serv.: (Placement 
Sery.): F. MacDonald, (Labor Rel.): G. 
Smale; Direc. Comm. Sery.: C. Marcus; 
Librarian: J. Molson; Admin. Asst.: D. St. 
Germain. 


Manitoba 

Manitoba Association of Registered Nurses, 
647 Broadway Avenue, Winnipeg. R3C 0X2. 
Pres.: F. McNaught; Past Pres.: E.M. Nu- 
gent; Vice-Pres.: R.G. Black, L. McClure. 
Committees — Nsg.: A. Croteau, M. Swe- 
dish; Soc. & Econ. Welf.: A. Daniels; Legisl.: 
O. McDermott; Brd. of Exam.: O. McDer- 
mott; Finance: K. DeJong; Profess. Staff — 
Employ. Rel, Advis.: J. Gleason; Pub. Rel. 
Officer: M. Paynter; Registrar: M. Caldwell; 
Contin. Educ. Advis.: H. Sundstrom. 


New Brunswick 

New Brunswick Association of Registered 
Nurses, 231 Saunders Street, Fredericton. 
Pres.: B. LeBlanc; Past Pres.: A. Robichaud; 
Vice-Pres.: S. Cormier, R. Dennison; Hon. 
Sec.: S. Robichaud. Committees — Nsg.: 
Z. Hawkes, S. MacLeod; Nsg. Asst. Comm.: 
J. Sherwood; Legisl.: K. Wright; Exec. Sec.: 
M.J. Anderson; Liaison Officer: N. Rideout; 


Consult. Soc. & Econ. Welf.: G. Rowsell; 
Registrar: E. O'Connor; Asst. Exec. Sec. & 
Registrar: M. Russell; Educ. Consult: A. 
Christie. 

Newfoundland 


' Association of Registered Nurses of New- 


foundland, 67 Le Marchand Road, St. John’s. 


Pres.: E. Wilton; Past Pres.: P. Barrett; Pres. 

- Elect: F. Bouzan; Vice- Dei E. Summers, 
J. Nevitt. Committees — Neg. Educ.: E. 
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ae 7 peer ye 
Gardner; Nog. Serv.: J. Pawlett; Soc. & Econ. 


Welf.: W. Williams; Exec. Sec.: P. Barrett. 


Nova Scotia 

Registered Nurses’ Association of Nova 
Scotia, 6035 ‘Coburg Road, Halifax. 

Pres.: M. Bradley; Past Pres.: J. Fox; Vice- 
Pres.: Sr. M. Barbara, G. Smith, C. Butler; 
Record. Sec.: Sr. M. Gillis; Exec. Sec.: F. 
Moss. Committees — Nsg. Educ.: T. Blaikie: 
Nsg. Serv.: S. MacDonald; Soc. & Econ. 
Welf.: G. Murphy; Advis. Nsg. Educ.: Sr. C. 
Marie; Advis. Nsg. Serv.; J. MacLean; Em- 
ploy. Rel. Officer: M. Bentley; Pub. Rel. Offi- 
cer: D. Miller; Admin. Asst.: E. MacDonald. 


Ontario 

Registered Nurses’ Association of Ontario, 
33 Price Street, Toronto, M4W 122. 

Pres.: W.J. Gerhard; Pres. Elect: N.M. Ma- 
rossi. Committees — Socio-Econ. Welf.: C.J. 
Seppala; Nsg.: G.L. Schmidt; Educator: C.J. 
Faulkner; Admin.: M.L. Peart; Exec. Direc.: 


L. Barr; Asst, Exec. Direc.: D. Gibney; 
Direc. Employ. Rel.: A.S. Gribben; Direc. 
Profess. Devel.: C.M. Adams; Reg. Exec. 


Sec.: M.1. Thomas, F. Winchester. 


Prince Edward Island 

Association of Nurses of Prince Edward 
Island, 188 Prince St., Charlottetown. 

Pres.: E. MacLeod; Past Pres.: C. Carruthers; 
Pres. Elect: B. Robinson; Vice Pres.: S. 
Mulligan; Exec. Sec.-Reg.: L. Fraser. Com- 
mittees — Nsg. Educ.: D. Sawler; Nsg. 
Serv.: J. Peters; Pub. Rel.: H. Wood; Finan- 
ce: C. Carruthers; Legisl. & By-Laws: Sr. 
M. Cahill; Soc. & Econ. Welf.; M. Babineau. 


Quebec 


Association of Nurses of the Province of 
Quebec, 4200 Dorchester Blvd., W., Mont- 
real, H3A 1V2. ; 
Pres.: R. Bureau; Vice-Pres.: S. O'Neill, 
G. Lennox (Eng.), J. Tellier-Cormier, 
E. Foy-Drolet (Fr.); Hon. Treas.: Sr. P. 
Lecours; Hon. Sec.: R. Dansereau. Commit- 
tees — Nsg. Educ.: G. Allen, D. Lalancette; 
Nsg. Serv.: J. Hackwell, R. Dionne; Profess. 
Serv.: S. O'Neill, P. Murphy; School of Nsg.: 
R. Atto, C. de Villiers Sauvé; Legisl.: M 
Masters, C. Bélanger; Sec. Reg.: N. Du Mou- 
chel; Pub. Rel. Officer: M. Jean. 


Saskatchewan 

Saskatchewan Registered Nurses’ Associa- 
tion, 2066 Retallack St., Regina. S4T 2K2. 
Pres.: DJ. Pipher; Past Pres.: E. Linnell; 
Pres. Elect: J. MacKay; Vice-Pres.: Sr. B. 
Bezaire, S. Rhoden. Committees — Nsg.: 
I. Watson; Chapters & Pub. Rel.: R. Leding- 
ham; Soc. & Econ. Welf.: G. Hutchinson; 
Exec. Sec.: A. Mills; Registrar; E, Dumas; 
Pub. Inform. Officer: B. Schill; Nsg. Consult.: 
R. Mireau; Asst. Registrar: J. Passmore. 


Nurses’ 
. . 
Association 
Directors 
President 
Se Marguerite E. Schumacher 
President-Elect. ...... Huguette Labelle 


Ist Vice-President .. Beverly Du Gas 


Member-at-Large ..... Glenna Roysell 


& 


Member-at-Large ..K. Marion Smith 


Member-at-Large 
ORs). erties Pieten Denise Lalancette 


Member-at-Large ...... Roberta Coutts 


AGS: PROWSE yon cssvcnneessavtipt gree AARN 
GIL AP OMS ris seeneeaneer RNABC 
F. “MCNaught):.:.idscccvesneatcem MARN 
B. L@BIAn \...ct.csscssatrsetscenere NBARN 
EB WiltOM .:....0.ereavattnnen ss eee ARNN 
Mi > Bradley) .cc.n5asssedes<ondsaasnnere RNANS 
W,, (Gerhard ...<.acssscetecemmtes RNAO 
Ez: MacLeod i535, scacstsescestevaeet ANPEI 
R.: Bir aul ai; .acivssnescccteontaeee ANPQ 
Dd: PANEL. .s.cisss.c5.0s00/ ee SRNA 
Executive Director 

Sones eeestsaen casas Helen K. Mussallem 


f ey 
; j 

vo ie oe 
te a 


ied | 


e 

¥ - 

- 
ae 

t 

| 

7 

ry 

i 

1, | 

: 

| 
F 

5 

‘ 
c< 
; 
4 

| 

t Vi 

' “ 


ee 


$S02 - BV03 - 30M - 79/7 
! 


ee oa 
ent ire ened 


<a 
SeR Nes Pi 


dear 
Pe Re 


rot : whe Wah pertr-bheBO  APOPA AAG AIO TED IN Oey 


- s 
$e pppsi ney. 
Warped ae PDFS 


Spa mame eee 
. f ‘ ; ne Ot m ‘ ect air ent 
orice : si 


2 
roa 


ere 


eee 


Ve Piie tretites 
" * 


